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Introduction

Depression: A brief overview

Depression is such a well-known concept that it would hardly seem to require

any introduction. However, depression is a word that holds many different meanings

to different people (van den Hoofdakker, 1978). Therefore, in our research the

definition of depression as set out by the Diagnostic and Statistical Manual of Mental

Disorders of the American Psychiatric Association (DSM-IV; 1994), the most cited

definition in current research and widely accepted by both researchers and mental

health professionals, is utilized. The DSM-IV classifies depression as a mood

disorder, meaning that the predominant feature of a depressive disorder is a

disturbance in a person’s mood. The criteria for diagnosing depression, or Major

Depressive Episode, are that the sufferer must have at least five of the following nine

symptoms for a two week period, and have either the symptom of a depressed mood or

a loss of interest or pleasure. Briefly put, these symptoms are: depressed mood; loss of

interest or pleasure; significant weight loss or gain; insomnia or hypersomnia;

psychomotor agitation or retardation; feelings of worthlessness or inappropriate guilt;

concentration difficulties and thoughts of death. Additionally, it is noted that these

symptoms must “…cause clinically significant distress or impairment in social,

occupational, or other important areas of functioning…” (p. 327; American

Psychiatric Association, 1994).

In researching depression, after the diagnosis of depression is determined, many

times the severity of the depression is measured. This sort of measure assumes that

depression can be viewed on a continuum going from mild to severe. Two widely

utilized measurements employed in determining the severity of depression are the

questionnaire technique, such as the Beck Depression Inventory (BDI; Beck et al.,

1961) and the interview technique, such as the Hamilton Rating Scale of Depression

(HRSD; Hamilton, 1967).

The DSM’s discussion of the differential diagnosis of depression, in other

words the art of differentiating one mental disorder from another, states the following:

“…periods of sadness are inherent aspects of the human experience. These periods

should not be diagnosed as a Major Depressive Episode unless criteria are met…” (p.

326; American Psychiatric Association, 1994). It is the very everyday nature of the
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symptoms of depression that makes it such a difficult disorder to detect at first. It is

estimated that the point prevalence of depression in the Netherlands is 45 persons

(between the ages of 18 to 65) per 1000 (van den Hoofdakker et al., 1990). (Point

prevalence is the number of persons in a population that are found to have the disorder

at the time of measurement.) In addition, it is also estimated that approximately 5 to

10% of the general population in the western world will suffer from depression once

in their lifetime (Coppen et al., 1993).

Depression is an incapacitating mental disorder. Loss of work and impairment

to one’s social life are not uncommon for depression sufferers (Ormel et al., 1994;

Rice et al., 1995). Depression is a lethal and costly disorder as well. In a US study, a

total of 17,959 suicides in the year 1985 alone could be attributed to mood disorders,

and it is estimated that these loses of lives additionally resulted in 6 billion dollars in

lost work force productivity (Rupp, 1995). It is due to the burden that depression

imposes on society that much research has been conducted into ascertaining the nature

of this disorder as well as better understanding the course of the disorder.

Psychosocial risk factors and interpersonal interactions of depressives

In an attempt to better understand the nature and course of depression, an

emerging number of studies are focusing on psychosocial risk factors for depression.

Among the factors noted that put a person at risk for depression, as well as at risk for

recurrence of the disorder after recovery, are: low levels of social support (Brown et

al., 1994a), marital discord (Hautzinger et al., 1982; Hooley, 1986; Hooley et al.,

1989) and interpersonal problems (Boyce et al., 1991). Study of the cognitions of

depressives, such as have been conducted by Beck (1979) have found that a tendency

to appraise others, as well as one’s self and one’s daily events, with cognitions of

negative expectancies, puts a person at risk for depression. It is along these lines that

Gotlib (1992) has suggested that the negative expectancies (cognitions) of depressives,

a readiness to perceive and attend to negative aspects of their social surroundings, may

lead to decreased social support.

It is such findings that are leading researchers to the conclusion that the social

environment of the depressed person and the interaction the person has with others

plays an important role in depression. In general, depressed persons receive less social

support than do healthy individuals (McNaughton et al., 1992) and poor social support
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has been related to increased risk of depression non-remission in depressed individuals

(Brown et al., 1994b).

Several psychological depression theories focus directly on interpersonal

relationships that depressed persons have with others. According to Lewinsohn

(1974), depressed persons lack essential social skills which hinders them in obtaining

positive feedback from their environment. Seligman (1992) has suggested that

depressed persons become depressed in a process of learned helplessness; that is, the

person learns that their responses in social interactions have little or no influence on

the outcome.

Coyne (1976; 1991) has proposed that there is a vicious circle of negative

interactions between the depressed individual and others. This interpersonal theory of

depression supposes that the depression-prone person elicits support behaviors from

persons in their general surroundings, by means of their display of depressed

behaviors. Over time these support behaviors of others to the depressed person

become intermixed with rejection attitudes. Coyne contends that the depressed prone

person, sensitive to this underlying rejection attitude, display more depressed

behaviors in order to elicit more supportive behaviors from others, in way of

compensation for the sensed rejection. This negative interaction escalates until these

others eventually withdraw from the interaction and from the depressed person.

In addition to the attention that has been given to the role of the general lack of

social support depressed persons receive from others and their general interpersonal

interactions, attention has also been given to the specific interactions between

depressives and others, namely that of depressed patients and their partners. In the

research of depressed married subjects, it has been found that social support is a

significant predictor of depression improvement (Brugha et al., 1990; Hickie et al.,

1992; McLeod et al., 1992). Additionally, it has also been noted that the marital

interactions between depressives and their partners are problematic; interactions

between the two tend to be negative and their marital satisfaction is often on the low

side (Hautzinger et al., 1982; Gotlib et al., 1989; Bromberger et al., 1994; Segrin et

al., 1994).

Expressed Emotion (EE) research, specifically the amount of criticism, hostility

and emotional over-involvement displayed in family interactions, has noted that large

amounts of EE in the household is predictive of the course of a person’s depression

(Hooley, 1990). Similar to the interpersonal theory of Coyne, Kavanagh (1992)
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suggests that the symptom behavior of a person creates stress in the family situation.

In some cases, the other family members attempt to cope with this stress by displaying

high levels of EE which increases the person’s symptom behavior.

In order to better understand the interpersonal interaction behaviors of

depressed patients, attention has been given to facial expression judgment of

depressed patients. The reason for employing facial expressions in the study of

interpersonal interactions behaviors of depressives is two-fold. First, it has been

demonstrated that facial expressions are used to judge the emotional state of others, as

well as to display one’s own emotional state, and that individuals are less able to

disguise their actual affective state in their display of their facial expressions than they

are with other modes of emotional communication, such as one’s verbal report of

one’s affect (Ekman et al., 1980). Secondly, studies have demonstrated cross-cultural

similarity in the recognition and expression of basic emotions in facial expressions

(Ekman et al., 1987; Ekman, 1993). Hence, research of facial expression judgment is

helpful in obtaining a better understanding of the (culture-free) principles underlying a

person’s appraisal of situations and their eventual interpersonal interactions with

others in these situations.

Some studies have noted a negative bias in the judgment of facial expressions

by depressed patients (Nandi et al., 1982; Gur et al., 1992), while other studies have

not support these findings (Walker et al., 1984; Archer et al., 1992; Bouhuys et al.,

1996). Others have suggested that it is not so much a negative bias on the part of the

depressed person as much as it is a positive bias on the part of the not-depressed

person (Matthews et al., 1992). Such findings, however, have not always been

supported by others (McCabe et al., 1995).

Research of the interpersonal interactions of depressives

In the study of interpersonal interactions between depressives and others,

attention has been given to the observable behaviors displayed by both the depressive

and the other during such interactions. Since a considerable part of human

communication is nonverbal (Burgoon, 1985), the study of observable nonverbal

behavior of depressives, and of the persons they interact with, allow for insight into

behaviors that play a role in onset and course of depression (Troisi et al., 1989;

Bouhuys et al., 1993; Segrin et al., 1994). Additionally, research of the nonverbal
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behavior of depressives and others during an interaction illuminates the role of social

supportive, involvement behaviors during interpersonal interactions.

Research of the observable behaviors of depressives interacting with others

differentiates itself from previous studies of interpersonal interactions between

depressives and others in that the actual interpersonal interaction behaviors emitted by

the patients and the others in the interaction are directly studied, as opposed to being

derived from indirect measures, such as questionnaires. This sentiment has been

offered in a paper by Coyne and Bolger (1990) who suggested that more attention

should be given to identifiable features of interpersonal relationships. The direct study

of the involvement 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 of the interactions which play a critical role

in Coyne’s theory, Segrin and Dillard (1992) have stated that strong evidence exists

for 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.

Several authors have conducted research into the behaviors of depressed

patients in an interactional context (Bouhuys et al., 1992; Geerts et al., 1995). These

studies have concentrated on the predictive quality involvement behaviors have in

relation to the course of depression. In these studies, the interactions between

depressed patients and an interviewer were video-taped. Later these video-tapes were

analyzed as to the duration and the frequency of the behaviors displayed by both

persons.

In a study of the behavior of depressed in-patients and an interviewer/

psychiatrist, it was shown that the persistence of the patients’ depression could be

predicted by the behavioral display of high involvement by both the patients and the

interviewer (Bouhuys et al., 1992). It is suggested that this high involvement on the

part of both the patients and the interviewer may be indicative of excessive social

support seeking and giving, respectively. Findings by Geerts et al. (1995) support this

result of high involvement in winter depression patients, i.e. Seasonal Affective

Disorder, who received light treatment. In Geerts’ study it was found that the

interviewer/ practitioner displayed more involvement behaviors to less improved
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patients and that these less improved patients also displayed more involvement

behaviors.

Objective of this thesis

The objective of the studies included within this thesis are to shed light on two

questions which have received little attention in the behavioral research of

depressives. The first question addresses the issue as to which behaviors during an

interaction with an interviewer at the patient’s hospital discharge differentiate

depression relapse patients from those who enjoy a stable recovery. In the

aforementioned behavioral studies, attention has been primarily given to depression

remission, while little attention has been given to depression relapse. In chapter two

of this thesis, investigation is made of remitted depressed in-patients when interviewed

at their discharge from hospital. The behaviors of the patient and of the interviewer

during this interview are analyzed. Specifically, it is examined whether certain

observable behaviors of patients and their interviewers can be differentiated on the

basis of subsequent relapse into depression.

The second question addressed in this thesis regards the behavioral interactions

between  recently admitted depressed outpatients and their partners and the behavioral

interactions between these same patients and control persons, matched on the age and

the sex of the partner. The aforementioned behavioral studies have focused on the

behaviors displayed by a patient and by an interviewer/practitioner during an

interaction with one another, hence these studies concentrated on depressive

interactions in doctor-patient relationships. Obviously, while not only doctor-patient

relationships are of importance, the interactions between patients, partners and

strangers are also of great significance with respect to the course of depression (see

also: Coyne, 1985).

In chapter three of this thesis, research was conducted into the interactions

between depressed outpatients and their partners and interactions between depressed

outpatients and controls, at the patients’ hospital outpatient admission, to examine the

observable behaviors displayed during the interactions. Specifically, the study

examined if patients differed in their behavior toward their partners as compared to

their behavior toward the controls, and similarly if the partners and controls acted

differently to the patient. In light of the findings on social support between depressives
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and their partners and Coyne’s theory, we expected that partners would display fewer

involvement behaviors to the depressed patients than controls would display.

In addition to the observable behaviors of patients and their partners and

patients and controls during an interaction with one another, other indices that could

help illuminate the interpersonal interactions strategies of depressives, in other words

the particular strategy a depressive uses when interacting with an other, were also

investigated. In chapter four, a study is presented in which depressed outpatients,

their partners and control persons (matched on the sex and age of the partner) judged

facial expressions as to the emotions they felt the expressions portrayed, at the patients

outpatient admission. In terms of interpersonal theories, it is of importance to

understand not only how a depressed person influences others, and specifically their

partner, but also how the partner influences the depressive (Coyne, 1985; Hooley et

al., 1989). As previously mentioned, facial expression studies are helpful in

understanding these interpersonal interaction strategies. In light of both cognitive

theories and interpersonal theories of depression, we expected that the patients would

judge facial expressions more negatively and less positively than their partners, and

that the partners, in turn, would judge facial expressions more negatively and less

positively than their matched control persons.

In order to obtain a greater understanding of the interpersonal interactions

between depressed outpatients and their partners, investigation was also made of the

Expressed Emotion of the couple, and is presented in chapter five of this thesis. It has

been suggested that the symptom behavior of a patient creates stress in the family

situation (Kavanagh, 1992; also see: Coyne et al., 1991). One manner in which the

other family members attempt to cope with this stress is by displaying high levels of

EE, which, in turn, increases the person’s symptom behavior. Little study has been

given to the patient’s own perception of their partner’s EE or the partner’s perception

of the patient’s EE. To this aim, we utilized the Level of Expressed Emotion

questionnaire (LEE) and examined the LEE’s predictive power with regard to the

course of clinical depression and, in accordance with Kavanagh’s (1992) interactive

model, its interrelationships with the patients’ and their partners’ coping skills and

depressive symptomology. These findings were compared with findings taken from a

sample of couples from the general community.
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ABSTRACT

Within the framework of interactional theories on depression, the question is

raised whether depression relapse can be predicted by observable behavior of remitted

patients and their interviewer during an interaction (i.e. discharge interview). Thirty-

four patients were interviewed at hospital discharge and at a follow-up, 6 months

later. Eight patients (23.5%) had relapsed at follow-up. Various behaviors of patients

and interviewers were observed during an interview by ethological methods. One of

the six patient behavioral factors, and none of the seven interviewer factors were

related to relapse. Depression relapse patients displayed significantly less Active

Listening (intense body touching and head movements during listening) during the

interview at hospital discharge than those with stable remission. Results on Active

Listening could not be explained by the degree of retardation (HRSD) and underlined

the significance of interpersonal mechanisms in the onset and maintenance of

depression.
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1. Introduction

Relapse and recurrence of depression following successful treatments are

common (Paykel, 1994). An emerging number of studies focus on the role of

psychosocial risk factors; low levels of social support (Brown et al., 1994), marital

discord (Hautzinger et al., 1982; Hooley, 1986; Hooley and Teasdale, 1989), and

interpersonal problems (Boyce et al., 1991) are reported to be related with recurrence

and relapse. Several psychological depression theories focus directly on interpersonal

relationships; a lack of social skills prevents depressed persons from getting positive

feedback from their environment (Lewinsohn, 1974). Coyne et al. (1991) and Coyne

(1976) emphasized the role of significant others in the environment of depressed

persons. Coyne’s theory supposes that depression-prone persons elicit support

behaviors from persons in their general surroundings. Over time these support

behaviors become intermixed with rejection attitudes. Coyne contends that the

depressed prone person, sensitive to this underlying rejection attitude, increases his or

her depression behavior in order to elicit more supportive behaviors from others until

they eventually withdraw from the interaction.

Because a considerable part of human communication is nonverbal (Burgoon,

1985; Cahn and Frey, 1992), one may expect that nonverbal behaviors of depressives

and of the persons they interact with play a role in the onset and course of depression

(Troisi et al., 1989; Bouhuys and Hoofdakker, 1993; Segrin and Abramson, 1994).

Several authors have conducted ethological research into emitted behaviors of

depressed patients in an interactional context. This research differentiates itself from

previous studies of psychosocial functioning in that the actual interpersonal

interaction behaviors of patients are directly studied, as opposed to being derived from

indirect measures, such as questionnaires. Several ethological studies have

concentrated on the predictive quality of observable behavior with respect to

depression outcome. The duration and frequency of depressed patients’ observable

behaviors during interactions with others have been studied. Additionally, some of

these studies have also given attention to the emitted behaviors of the person

interacting with the depressed patient.
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In a study by Bouhuys and Albersnagel (1992) of the behavior of both

depressed patients and a psychiatrist, during an interview at hospital admission and 10

weeks later, it was shown that persistence of depression over a 10-week period could

be predicted by some behavioral displays of the patients: non-improvers showed more

‘Speaking Effort’ (head movements, looking and gesturing during speech) and less

‘Active Listening’ (intensive body touching and head movements during listening)

than improvers. The psychiatrist showed less ‘Encouragement’ (yes-nodding and ‘um-

hum’-ing during listening) and more ‘Active Listening’ (intense body touching and

head movement during listening) to improvers than to non-improvers. In a similar

study of depressed out-patients it was found that improvers showed fewer behaviors

inviting social interactions (e.g. ‘Speaking Effort’) during a pre-treatment interview

than non-improvers. Additionally, Geerts et al. (1995) confirmed the results on

Speaking Effort and Encouragement in patients with seasonal affective disorder who

received light treatment; the practitioner showed more ‘Encouragement’ to less

improving patients and these patients displayed more ‘Speaking Effort’.

These behavioral studies, however, have focused primarily on depression

remission and no attention has been given to depression relapse. In the present

investigation remitted depressed in-patients were interviewed at their discharge from

hospital. The interaction during this interview was investigated. It is examined

whether certain observable behaviors of patients and their interviewers are predictive

of subsequent relapse.

2. Methods

2.1. Subjects

Thirty-four remitted depressed in-patients participated in this study (major

depressive disorder, n = 28, and depressed bipolar disorder, n = 6; with psychotic

features, n = 13; DSM-III-R; American Psychiatric Association, 1987). Patients were

included in the present study if they were remitted from a depression at hospital

discharge and if they participated in a follow-up interview after discharge. In defining

depression remission and depression relapse, we have followed the suggestions of

Frank et al. (1991).
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Remission from depression at hospital discharge was determined by a

psychiatric evaluation and a Hamilton Rating Scale for Depression score (21-item

version; HRSD; Hamilton, 1967) of 8 or less at hospital discharge. The mean group

HRSD score, at hospital discharge, was 4 (S.D. = 2.2; range 0.5 - 7.5). All 34 patients

were additionally assessed on the HRSD 6 months after hospital discharge. Those

patients whose HRSD scores were a minimum of 12 and increased by a 100% or

more, in comparison to their HRSD score at hospital discharge, were defined as

depression relapse patients. All HRSD interviews were videotaped for later

(ethological) analysis. In addition, the retardation and the agitation items of the HRSD

were used to determine psychomotor disturbances.

Of the 37 patients who met the inclusion criteria for remission, three did not

participate due to their refusal to be videotaped. Thus, 34 remitted in-patients

participated in the study. The 34 depressed patients consisted of seven males and 27

females, with a mean age of 48 years (S.D. = 11.6; range 25 - 68). The average length

of hospital stay was 122 days (S.D. = 55, range 57 - 261). Written informed consent

was obtained from all participating patients.

In this study no attempt was made to control the patients’ use of medications,

and the patients’ prescriptions were noted on the day of hospital discharge. The type

of medications that were prescribed to the patients at hospital discharge were

antidepressant medication, benzodiazepine medication, neuroleptic medication and

lithium. These medications were prescribed singularly and in combined forms; in

some cases no medications were prescribed.

Seven trained HRSD interviewers (two males and five females) participated in

the study and were randomly distributed over the design. Each HRSD score was

assessed by two independent raters (the average score of both raters was used for this

study). The interrater reliability was 0.95  and 0.94 for hospital discharge and 6-month

follow-up interviews, respectively (Kendall concordance coefficient; Siegel, 1956).

All interviews were conducted between 09:00 and 11:00 h.



CHAPTER TWO

Page 18

2.2. Ethological analysis

The various behaviors, emitted by both the patient and the HRSD interviewer

during the videotaped interaction, were recorded continuously by means of an event-

recording system. Registration from the videotape was carried out in different runs,

while preserving the temporal relationships between the behaviors. The rationale

underlying the choice of behavioral categories is twofold: first, because

(psychomotor) retardation seems an important aspect of depression, all body

movements have been registered. Secondly, the need for subjective interpretation of

observable behavior was minimized by using descriptive and well-defined behavioral

categories.

Specifically, the emitted behaviors measured in this study are: head behaviors

(yes-nodding, no-shaking and general head movements other than yes-nodding and

no-shaking), eye behaviors (looking at and looking away from one’s discussion

partner), leg behaviors (the movement of one’s leg), speech behaviors (talking and

verbal back-channel, i.e. ‘um-hum’-ing in response to another person’s speech) and

hand behaviors (light touching of one’s own body [only one’s fingers or hands move

without wrist movement], intense touching of one’s own body [with wrist movement],

touching of an object, gesturing, and general hand movements, i.e. all hand

movements unrelated to the aforementioned).

The occurrences of these behaviors were recorded, resulting in frequencies and

durations of behaviors. Since the speaking or the listening of a person determines the

occurrence of their other behaviors, the various behaviors were analyzed in respect to

speaking and listening. Consequently, frequencies and durations during speaking and

listening of all behaviors were subjected to further analysis. The behavioral measures

of patients and of the interviewer were transformed into behavioral factors. These

behavioral factors were first described in a study by Bouhuys et al. (1991) and

Bouhuys and Hoofdakker (1991) of depressed inpatients and have been most recently

used in research conducted by Geerts et al. (1995) (patients with Seasonal Affective

Disorder) and Hale et al. (1997) (depressed outpatients interacting with partners and

strangers).
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Table 1
Recorded behavior of patients and interviewers (a) and constituent behavior of factors describing the behavioral
organisation of the patients (b) and of the interviewers (c) during a clinical interview

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.  Patients’  behavior
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. Interviewers’ behavior
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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The behavioral factors were based on a factor analytic approach. This sort of

approach enabled the association of behavioral elements without the use of a priori

concepts. The behaviors emitted by patients and by the psychiatrist were analyzed

separately, resulting in six patient factors and seven interviewer factors, as presented

in Table 1.

The behavioral factors in Table 1 contain factors common to both the patient

and interviewer, as well as specific factors only related to either patient or

interviewer. The behavioral factors that are common to both the patient and

interviewer are: Restlessness-1 (leg movements and light body touching),

Restlessness-2 (object touching), Speech and Active Listening (intense body touching

and head movements during listening). Behavioral factors related only to the patient

are: Eagerness (yes-nodding and no-shaking) and Speaking Effort (head movements,

looking and gesturing during speech). Behavioral factors related only to the

interviewer are: Turn Taking (leg movements and looking during listening),

Encouragement (yes-nodding and ‘um-hum’-ing during listening) and Change

Looking (changes between looking at and away from the patient’s face). That the

analyses that were performed on either patient or interviewer behavior resulted in

some factors that the patient and interviewer share, but also in specific patient and

interviewer factors was anticipated because of the situation which was studied: a

doctor-patient interaction.

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

and then for the interviewer for the first 15 minutes of the hospital discharge HRSD

interview. The mean interrater reliability (Cohen, 1968) for all behavior registrations

was κ = 0.86 (range 0.54 - 0.99).

2.3. Data analysis

For determination of differences between the depression relapse and stable

depression remission groups, analysis of variance (ANOVA) tests were employed for

continuous response variables and Fisher’s exact tests were used for categorical

response variables.
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3. Results

3.1. Patient characteristics

Of the 34 persons, eight (23.5%) had relapsed after 6 months and the other 26

(76.5%) showed stable depression remission. This group division was used in

subsequent analyses for determination of depression relapse prediction. At hospital

discharge, these two groups did not significantly differ in depression severity as

measured by the HRSD (relapsed: M = 5.3, S.D. = 1.9; stable remission: M = 3.6,

S.D. = 2.2).

Analysis of the variance of the composition of the depression relapse and stable

remission patient groups, when interviewed at hospital discharge, revealed that the

groups did not differ in respect to age. Fisher’s exact test analysis additionally

revealed that the groups did not differ in respect to sex.

Attention was then given to the types of depression (unipolar or bipolar) and

the presence of psychotic features. Fisher’s exact test analysis showed that the two

groups did not significantly differ in respect to either type of depression (unipolar or

bipolar) or the presence of psychotic features.

When the medication use of the two groups were analyzed by Fisher’s exact

test, it was found that there was no difference in the use of antidepressants

(use, n = 28; no-use, n = 6), neuroleptics (use, n = 23; no-use, n = 11),

benzodiazepines (use, n = 18; no-use, n = 16) and lithium (use, n = 18;

no-use, n = 16).

3.2. Depression relapse prediction as determined by the behavioral factor differences

between the groups

Analysis of variance revealed that of the patient behavioral factors, only the

patients’ Active Listening behavioral factor (F1,32 = 4.16, P = 0.05) differed between

the groups, whereas none of the interviewers’ behavioral factors significantly differed

between the two groups. The means of the patient and interviewer behavioral factors

are displayed in Fig. 1.
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Fig. 1. Patient and interviewer behavioral factors.
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3.3. Additional analyses

The behavioral factor Active Listening is constituted of behaviors related to

activation (Bouhuys et al., 1991). One may ask the question as to whether this

behavioral factor is related with retardation and agitation as assessed by the HRSD.

Variance analysis of the HRSD retardation and agitation scores at hospital discharge

showed that the groups only differed significantly in respect to the HRSD retardation

score (F1,32 = 6.14, P = 0.019). The means of these two HRSD scores of the two

groups at hospital discharge are: Retardation (relapsed: M = 0.6, S.D. = 0.7; stable

remission: M = 0.1, S.D. = 0.3) and Agitation (relapsed: M = 0.06, S.D. = 0.2; stable

remission: M = 0.5, S.D. = 0.6). The patient Active Listening factor was analyzed in

an ANCOVA design to correct for possible effects of the HRSD retardation score at

hospital discharge. A significant difference between the two groups remained in

respect to the Active Listening factor when the HRSD retardation score was employed

as a covariate (F1,31 = 5.52, P = 0.025).

4. Discussion

In this research it is found that those remitted patients that relapsed back into a

depression 6 months later displayed less Active Listening. Additionally, it is found

that none of the other behavioral factors of either the patients or the interviewers were

significantly different between the two groups. Furthermore, it is found that those

patients that relapsed back into a depression displayed significantly more retardation

at remission.

Some evidence exists that low levels of psychomotor retardation are related to

an unfavorable (long-term) course of depression (Duggan et al., 1991). It should be

pointed out that the Active Listening factor consists of behaviors which are reported to

be related to activation, i.e. body and object touching, hand and head movements

(Burgoon et al., 1989; Harrigan et al., 1991). One may suppose that low degrees of

this behavior factor reflects retardation. However, when the relationship between

depression relapse and Active Listening was corrected for retardation, the relationship

between Active Listening and relapse remained significant. Hence, it would appear
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that low degrees of Active Listening, in an interaction, are predictive of depression

relapse and not equivalent to retardation.

In similar research, it was also found that those patients that did not improve in

a 10-week period displayed less Active Listening during the pretreatment interview

than those that did improve (Bouhuys and Albersnagel, 1992). In respect to the

findings of this and previous studies, Active Listening deficits may not only contribute

to depression maintenance, but also to depression relapse and may constitute a

behavioral vulnerability factor.

In previous studies of depression recovery it was found that an interviewer

displayed more ‘Encouragement’ (Bouhuys and Hoofdakker, 1993; Geerts et al.,

1995) and less ‘Active Listening’ (Bouhuys and Hoofdakker, 1993) to patients who

had an unfavorable course of depression. In this study of depression relapse these

factors had no predictive quality. However, this study used different interviewers,

who were not related to the patient’s treatment, in a post-treatment interview, whereas

in the other studies treatment-related interviewers conducted the interviews, in a pre-

treatment interview. Both aspects, interviewers’ relatedness with treatment and the

moment of interview (pre-post treatment) may have influenced behaviors displayed. In

particular status differences and patients’ dependency on caregivers may explain

differences in results between prediction of recovery and relapse.

A possible limitation of this study was the small size of the depression relapse

group. Future research may profit by using a larger depression relapse group than was

available for this research.

In conclusion, the study of observable behaviors of depression relapse patients

may underline the significance of interpersonal mechanisms in the initiation and

maintenance of depression. Ethology thus may enhance our understanding of such

mechanisms by detecting subtle nonverbal communicative features of depressogenic

interactions.
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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
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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.



CHAPTER THREE

Page 40
Fig. 2. Partner and stranger behavioral factors during interaction with patient.    * ANOVA repeated measures within design, P ≤ 0.05.



CHAPTER THREE

Page 41

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.
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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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ABSTRACT

Background: Research has shown that cognitive and interpersonal processes play

significant roles in depression development and maintenance. Depressed patients

judgments of emotions displayed in facial expressions, as well as those of their

partners, allow for better understanding of these processes. Methods: In this study,

twenty major depression outpatients, their partners and control persons (matched on

the sex and age of the partner) judged facial expressions as to the emotions they felt

were portrayed, at the patients outpatient admission. It was expected that the patients

would judge the facial expression more negatively and less positively than their

partners and that the partners would judge more negatively and less positively than the

controls. Results: It was found that while both the patients and partners judged less

positive emotions than the controls, that the patients and partners did not judge the

expressions differently. A trend in the same direction was found between the three

groups as to judgment of negative emotions. Conclusion: These findings are related

back to interpersonal and cognitive theories of depression. Limitation: A limitation of

this study was the somewhat small patient population available for study. Clinical

Relevance: This study helps to shed light on the similarity between interpersonal and

cognitive processes of depressed patients and their partners.
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1. Introduction

In the study of the development and maintenance of depression, cognitive and

interpersonal processes are topics of much attention. For example, (cognitive)

researchers such as Beck et al. (1979) have stated that depressed individuals have the

tendency to appraise others, themselves and their daily events with cognitions of

negative expectancies and Lewinsohn et al. (1981) have found that depressives with

negative cognitions are less likely to improve. Additionally, it has been noted that

depressed persons tend to attribute negative events to themselves (Sweeney et al.,

1986) and attribute negative self evaluations to themselves (Giesler et al., 1996).

In addition to negative cognitions, the interpersonal processes, such as the

giving and receiving of social support, of depressed persons have been suggested to be

problematic. McNaughton et al. (1992) have noted that depressed patients have fewer

social supports than controls as well as being more unsatisfied with these supports. In

respect to the interactions depressives have with significant others, Hooley and

Teasdale (1989) have reported that the best predictor of depression relapse is the

patients perception of how critical their spouses are. Additionally, lack of social

support has been related to increased risk of depression chronicity (Paykel, 1994;

Brown et al., 1994). Coyne et al. (1991); Coyne (1976) have suggested that depression

is the result of an interaction process; the depressed-prone person elicits support

behaviors, intermixed with rejection attitudes, from others in their general

surroundings. 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.

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 evidence exists for the

concept that depression elicits rejection in others. In a recent study by Hale et al.

(1997) it has been found that depressed patients receive less social support from their

partners (a long standing relationship) than from strangers (the first encounter), as

measured by their non-verbal behaviors. Gotlib and Hammen (1992) have suggested

that the negative expectancies (cognitions) of depressives, a readiness to perceive and
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attend to negative aspects of their social surroundings, may lead to decreased social

support.

In order to better understand the cognitive processes and interpersonal

interaction behaviors of depressed patients, attention has been given to facial

expression judgment of depressed patients. The reason for employing facial

expressions in the study of cognitive processes and interpersonal interactions is two-

fold. First, it has been demonstrated that facial expressions are used to judge the

emotional state of others, as well as to display one’s own emotional state, and that

individuals are less able to disguise their actual affective state in their display of their

facial expressions than they are with other modes of emotional communication, such as

one’s verbal report of one’s affect (Ekman et al., 1980). Secondly, studies have

demonstrated cross-cultural similarity in the recognition and expression of basic

emotions in facial expressions (Ekman, 1993; Ekman et al., 1987). Hence, research of

facial expression judgment is helpful in obtaining a better understanding of the

(culture-free) principles underlying a person’s cognitive appraisal of situations and

interpersonal interactions with others in these situations.

Some studies into depressed patients judgment of facial expressions have noted

a negative bias in the judgment of facial expressions by depressed patients (e.g., Gur et

al., 1992; Nandi et al., 1982), while other studies did not support these findings (e.g.,

Bouhuys et al., 1996; Archer et al., 1992; Walker et al., 1984). Others have suggested

that it is not so much a negative bias on the part of the depressed person as much as it

is a positive bias on the part of the not-depressed person (Matthews and Antes, 1992).

Such findings, however, have not always been supported by others (McCabe and

Gotlib, 1995).

In the study of facial expression judgment, specific attention has been given to

the judgment of ambiguous (i.e. mixed emotions) expressions. It has been stated in

studies which have used mood induction procedures with normal subjects that

judgments of ambiguous facial expressions are sensitive to one’s depressed mood

(Bouhuys et al., 1995).

However, while attention has been given to the characteristics of the judgments

of facial expressions by depressives and control persons, less study has been given to

differences between depressed patients and their partners in facial expression
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judgments. In terms of interpersonal theories, it is of importance to understand not only

how a depressed person interacts with others, and specifically their partner, but also

how the partner interacts with the depressive (Hooley and Teasdale, 1989; Coyne,

1985).

Therefore, in the present study, depressed outpatients, at admission to the

psychiatric outpatient clinic, their partners and control persons for the partners

(matched on the gender and age of the partner) judged facial expressions in terms of

the emotions they felt the facial expressions displayed. In light of both cognitive

theories and interpersonal theories of depression, we expected that the patients would

judge facial expressions more negatively and less positively than their partners, and

that the partners, in turn, would judge facial expressions more negatively and less

positively than their matched control persons.

2. Methods

2.1. Subjects

A total of twenty depressed outpatients consecutively admitted to the psychiatric

outpatient clinic (Major Depressive Disorder; DSM-IV; American Psychiatric

Association, 1994) participated in this study.

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

criteria at outpatient admission: (1) diagnosed by a clinical psychologist as suffering

from a unipolar major depression without psychotic features; (2) were reported not to

suffer from any organic disorder as indicated by their medical status; (3) did not

receive neuroleptic medication; (4) had a partner of whom the relationship was at least

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

1961) score at admission of 17 or higher (M = 28; S.D. = 5.6; range 17 - 37). The BDI

inclusion score of 17 or higher was chosen following Frank et al. (1991) fully

symptomatic depression criterion.

Beyond the exclusion criterion of neuroleptic medication, no control was made

for the patients’ psychotherapies or pharmacological treatments. In terms of

pharmacological treatments, at outpatient admission, fourteen of the twenty patients
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(70%) received antidepressant medication. Additionally, nine of the twenty patients

(45%) received benzodiazepine medication.

Of the twenty partner-patient couples, fifteen (75%) were married and the other

five (25%) were living together. The average length of their relationship was 9.7 years

(S.D. = 3.9; range: 1 - 12 years).

The control persons that participated in this research were recruited by means of

a newspaper advertisement. Only those individuals who scored 3 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. Control persons were matched

on the gender and the age, within a 5 year range, of the partner of the depressed

patient.

2.2. Facial expressions

For the judgment of facial expressions, all patients were requested to fill in a

questionnaire that depicted one facial expression line drawing (length 4 cm; width 2.5

cm) per page. The twelve facial expression line drawings used in this study were

composed from four eyebrow types, three mouth types and one nose and eyes type

(see Fig. 1).

The facial expression line drawings used in this study are the same ones utilized

in studies by Bouhuys et al. (1995; 1996), who employed slightly modified versions

than used in studies by Cüceloglu (1970; 1972); who demonstrated that emotions could

be well recognized in these drawings by persons from different cultures.

Of the twelve facial expression line drawings, three expressions conveyed

ambiguous (mixed emotions) facial expressions (Bouhuys et al., 1995) in which

ambiguous is defined as a facial expression which displays equal amounts of positive

and negative emotions. The ambiguous facial expressions in Fig. 1 are numbers 3, 4

and 5.

This study focuses on the whole group of general facial expressions and on the

subgroup of ambiguous facial expressions.



Fig. 1. Facial expression line drawings judged by the depressed patients.   Facial expressions 3, 4 and 5 are ambiguous.
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2.3. Judgment of emotions displayed by the facial expressions

Under each facial expression line drawing was a list of adjectives that

expressed different emotions and these adjectives were presented on a five -point scale

ranging from 1 (does not express the emotion) to 5 (expresses the emotion very

strongly). The patient was instructed to judge how strongly each facial expression

displayed each of the adjectives in respect to the first impression they had of the facial

expression.

The emotion adjectives used in this study were fear, happiness, anger, sadness,

disgust, rejection and invitation. The first five adjectives (anger, disgust, fear,

happiness and sadness) were chosen due to their strong impact in cross-cultural facial

emotion judgment research (Ekman, 1992). The emotions of invitation and rejection

were included due to interpersonal theories of depression (Coyne, 1976) and findings

that depressed persons judge negative social interactions, directed at themselves, more

negatively than controls (Hoehn-Hyde et al., 1982).

Five of the seven adjectives (anger, disgust, fear, rejection and sadness) were

also grouped into a general category called negative emotions and the last two

adjectives (happiness and invitation) were grouped together as positive emotions. The

rationale underlying this is the suggestion that affect self-report can be best grouped

into positive and negative affect (Watson and Tellegen, 1985). Recently, this

distinction was supported by factor analysis (Bouhuys et al., 1997) with respect to the

currently used facial expression questionnaire.

2.4. Procedure

Selected patients, partners and controls were invited for testing. At this time,

within 14 days after selection, all completed the BDI and the facial expression

questionnaire.
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2.5. Statistical analyses

The judgments of each of the seven emotional categories (negative: anger,

disgust, fear, rejection and sadness; positive: happiness and invitation) were averaged

over all twelve facial expressions and the three ambiguous facial expressions, resulting

in seven judgments of facial expressions for the general facial expressions (all twelve

expressions) and seven judgments of facial expressions for the ambiguous facial

expressions (the three ambiguous expressions) for each participant in the research.

These judgment averages were used in our statistical analyses.

We applied analyses of variance (ANOVA; repeated measures, within group

design) to test whether there were significant differences between the patients, partners

and controls judgments of the negative emotions (and additionally of the positive

emotions) for both the general and the ambiguous facial expressions, respectively. In

cases where a main effect was found, similar analyses were then given to the specific

emotional categories. All statistical analyses were performed with the computer

program SPSS for Windows, version 7.0.

3. Results

3.1. Patient, partner and control characteristics

The group of twenty depressed patients consisted of nine males (45%) and

eleven females (55%), with a mean age of 41 years (S.D. = 11.8; range 22 - 62). The

twenty partners of the outpatients consisted of eleven males (55%) and 9 females

(45%), with a mean age of 41 years (S.D. = 10.9; range 24 - 59). Of the twenty control

persons who were invited, the judgment scoring form of one male control was found to

be not filled-in during data analysis, leaving a group of nineteen controls consisting of

ten males (53%) and nine females (47%), with a mean age of 40 years (S.D. = 11.3;

range 21 - 59). The average depression severity (BDI) of the twenty depressed patients

at outpatient admission was 26.3 (S.D. = 5.9; range 14 - 37).

The partners and the controls showed a trend difference in respect to their BDI

scores (F(1,37) = 3.96, p = 0.054; partners: M = 5.5, S.D. = 5.4; controls: M = 2.6,



Table 1

Analyses of variance (repeated measures, within group design) of the patient, partner and control judgments of general facial expressions.

General faces Patient mean score Partner mean score Control mean score ANOVA (within design)

Judged emotions

Negative 1.84 1.88 1.71 F (14, 252) = 1.64, p = 0.069

   Anger 1.99 1.96 1.85

   Disgust 1.80 1.79 1.65

   Fear 1.71 1.85 1.61

   Rejection 1.92 1.94 1.82

   Sadness 1.76 1.87 1.61

Positive 1.66 1.65 1.79 F (5, 90) = 3.17, p = 0.01 a,b

   Happiness 1.67 1.65 1.77 F (2, 36) = 3.41, p = 0.04 b

   Invitation 1.64 1.65 1.82 F (2, 36) = 3.88, p = 0.03 a,b

a   significant difference between the patients and controls
b   significant difference between the partners and controls



Table 2

Analyses of variance (repeated measures, within group design) of the patient, partner and control judgments of ambiguous facial expressions.

Ambiguous faces Patient mean score Partner mean score Control mean score ANOVA (within design)

Judged emotions

Negative 1.55 1.54 1.41 F (14, 252) = 1.59, p = 0.083

   Anger 1.63 1.62 1.63

   Disgust 1.50 1.47 1.36

   Fear 1.37 1.49 1.33

   Rejection 1.75 1.60 1.49

   Sadness 1.50 1.52 1.26

Positive 1.78 1.82 2.05 F (5, 90) = 3.21, p = 0.01 a,b

   Happiness 1.78 1.85 2.17 F (2, 36) = 4.95, p = 0.01 a,b

   Invitation 1.78 1.80 1.94 F (2, 36) = 1.43 p = 0.25

a   significant difference between the patients and controls
b   significant difference between the partners and controls
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S.D. = 3.1), with the partners having a more depressed mood than the controls. The

partners BDI scores ranged from 0 to 22 and four partners had a BDI score of 9 or

higher (20%). This trend difference in depressed mood between partners and controls

may be partially explained by the controls criterion of a 3 or less on the GHQ, whereas

no such selection criterion was applied to the partners of patients.

3.2. Patient, partner and control judgments of facial expressions

The patient, partner and control differences in the judgment of the twelve

general facial expression, as tested by ANOVA (repeated measures, within group

design), are presented in Table 1. Similarly, the patient, partner and control differences

in the judgment of the three ambiguous facial expression are presented in Table 2.

As can be seen in the Table 1, when analysis is given to the general facial

expressions judgments of the patients, partners and controls, it was found that the

judgment of the positive emotions for the general facial expressions differed

significantly over the three groups, with the controls judging the most positive

emotions, the patients judging less than the controls and the partners judging the least.

Similar significant findings were noted for the judgment of positive emotions in the

ambiguous facial expressions over the three groups, with the controls judging the most

positive emotions, the partners judging less than the controls and the patients judging

the least, as noted in Table 2. Additionally, the happiness category significantly

differed over the three groups for both the general and ambiguous facial expressions

(general faces: partners least, patients more, controls most; ambiguous faces: patients

least, partners more, controls most) and invitation for the general facial expressions

(patients least, partners more, controls most). However, none of the negative emotion

judgments significantly differed over the groups, contrary to our expectations.

Due to these differences in positive emotions, planned comparison analyses were

used which showed that both the patients-controls and the partners-controls also

significantly differed in their judgments, with the exception of the patients and

controls for the general facial expressions happiness category, while the patients and

partners did not differ from one another. The patients and controls differed on their

judgment of the positive emotions (general: F (3, 54) = 3.43, p = 0.02; ambiguous: F
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(3, 54) = 4.02, p = 0.01), invitation for general facial expressions (F (1, 18) = 5.34, p

= 0.03), and the happiness emotion for ambiguous facial expressions (F (1, 18) = 6.29,

p = 0.02), with the patients judging less positive emotions than the controls. The

partners and controls differed on their judgment of the positive emotions (general: F

(3, 54) = 4.18,

p = 0.01; ambiguous: F (3, 54) = 6.41, p = 0.00), invitation for general facial

expressions (F (1, 18) = 4.51, p = 0.05), and happiness (General: F (1, 18) = 8.13,

p = 0.01; Ambiguous: F (1, 18) = 9.48, p = 0.01), with the partners judging less

positive emotions than the controls.

4. Discussion

Research on the judgment of facial expressions by depressed patients, their

partners and matched controls has been employed in the study of the intertwining

relationship between interpersonal and cognitive processes and their role in

depression. It was found that both patients and partners judged less positive emotions

than did the controls for both the general and ambiguous facial expressions, and that

the patients and the partners did not judge these emotions differently. However, only

trend differences were found with respect to negative emotions.

As was mentioned in Section 1, while some studies have noted a negative bias

for the judgment of facial expressions by depressives (Gur et al., 1992; Nandi et al.,

1982), other studies did not (Bouhuys et al., 1996; Archer et al., 1992; Walker et al.,

1984). Bouhuys et al. (1996) suggested that a hyposensitivity in the judgment of

negative facial expressions by depressed patients is a critical feature. In a different

light, it has been suggested that it is not so much a negative bias on the part of the

depressed person as much as it is a positive bias on the part of the not-depressed

person (Matthews and Antes, 1992), although this has been disputed (McCabe and

Gotlib, 1995). The ANOVA (repeated measures, within group design) findings of this

study suggest that when depressives are compared to the controls of the partners that

the patients have a bias for judging less positive emotions in facial expressions. These

findings could be interpreted as being supportive of a negative bias of facial

expressions judgment by depressives, as well as being supportive of a positive bias on
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the part of the controls. It should be noted that the control persons were selected on the

basis of having a lack of (depressive) psychopathology, which may partially explain

these findings.

Of particular interest are results on the judgment of the partner. Little

investigation has been conducted into their judgments of facial expressions; judgments

which presumably reflect their cognitive contribution to their interactions with the

depressed patient. In this study, the findings would seem to indicate that the cognitions

of partners and depressed patients are similar. As previously mentioned, in general the

(social support) interactions between depressives and others has been found to be

problematic (McNaughton et al., 1992) and specifically between patients and their

partners (Hale et al., 1997; Hooley and Teasdale, 1989), possibly due to the patients

focus on negative aspects of their social surroundings (Gotlib and Hammen, 1992). In

light of these findings, one may argue that depressives have influenced the partners’

cognitions and vice versa. Interpersonal theory on depression presumes that depressed-

prone subjects ultimately induce rejection from others, such as their partners, (Segrin

and Dillard, 1992; Coyne et al., 1991), and such an induction may have influenced the

partners’ mood. Indeed, we found a tendency that partners were more depressed than

controls, but this may also be due to the selection criteria for the controls.

In order to further unravel the interlocking contributions that the cognitive and

interpersonal processes play in depression, future research of the judgments of

depressed patients and their partners to facial emotional expressions could give

attention to prospective research with individuals that are deemed high-risk for

depression development, such as persons who have depressed relatives, and their

partners. Another such possibility is researching the judgment of facial expressions by

individuals who have previously suffered from a depressive disorder and their

partners.
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Predictive power and construct validity of the Level of Expressed Emotion (LEE)

scale:

Depressed out-patients and couples from the general community

Coby Gerlsma and William W. Hale III

ABSTRACT

Background The Level of Expressed Emotion scale (LEE) is a questionnaire designed

to measure the perception of expressed emotion, an important predictor of the course

of several psychiatric disorders.

Method In this study, the scale’s predictive and construct validity were examined in a

sample of 26 clinically depressed out-patients and their partners, and in a sample of

40 couples from the general community.

Results In the sample of depressed out-patients, the LEE was predictive of depression

improvement at six month follow-up. With regard to the construct validity, results in

both samples showed quite strong relationships between the LEE and depressive

symptomatology, relational dissatisfaction, and coping styles.

Conclusion The LEE may be a useful tool in the study of interpersonal processes and

depression, both in clinical and research settings.
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Introduction

Expressed Emotion (EE), that is, the amount of criticism, hostility, and

emotional over-involvement expressed in family relationships, has proven to be a

valuable predictor of the course of various psychiatric disorders, such as

schizophrenia, depression, and anxiety disorders (e.g. Kavanagh, 1992). The

interactive model that Kavanagh (1992) proposed to explain the link between EE and

relapse suggests that patient’s symptom behaviour causes stress in the household.

Relatives’ interpersonal behaviour can be seen as an attempt to cope with this stress.

In some relationships it involves the expression of criticism and/or emotional over-

involvement, i.e. high EE. This exacerbates rather than mitigates the stress in the

household, which, in turn, is likely to increase the patient’s symptom behaviour (and

the likelihood of relapse). The development of such a vicious circle of negative

interactions is proposed to be moderated by the interpretation that each relationship

partner makes of the other’s behaviour (i.e. perceived EE), and by the coping skills

that each can bring to bear. Hooley and Teasdale (1989) showed that perceived

criticism was even more predictive of relapse in depressed patients than the amount of

criticism actually expressed by the relative during the Camberwell Family Interview

(CFI; Vaughn & Leff, 1976), the standard measure for assessment of EE. Little is

known, however, about the interrelationships between perceived EE, own and

partner’s coping skills and symptom behaviour.

Like the Hooley & Teasdale (1989) measure, the Level of Expressed Emotion

scale (LEE; Cole & Kazarian, 1988) uses the patient rather than the relative as a

source to gain information about the relative’s behaviour; hence, it addresses

perceived EE. While most theory and research on EE builds on the ‘gold standard’ of

EE-measurement, i.e. the CFI, there is good reason to explore the psychometric and

validational properties of alternative measures such as the LEE. As Kavanagh (1992)

noted, the status of the EE concept should not rest on a single operationalisation.

Furthermore, its length and scoring complexity put limits on the applicability of the

CFI in certain situations, such as repeated measurement in order to monitor progress

in therapy, or in order to gain information about the patient’s wider social network,

including hospital staff. Finally, as was noted above, while perceived EE is a

decidedly different operationalisation than CFI-assessed EE, it may be equally

important (e.g. Hooley & Teasdale, 1989; Hooley & Richters, 1991) and merits study
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in its own right. In this study, we examined the construct validity of the LEE in order

to evaluate its usefulness in clinical and research settings. We examined the LEE’s

predictive power with regard to the course of clinical depression, and, in accordance

with Kavanagh’s (1992) interactive model, its interrelationships with own and

partner’s coping skills, relational distress, and depressive symptomatology. Except for

the prediction of the course of clinical depression, findings in a sample of couples

involving a clinically depressed out-patient were compared with findings in a sample

of couples from the general community. The generally held assumption that depressed

patients are more vulnerability to relational distress (e.g., Blatt & Maroudas, 1992)

may result in depressed patients perceiving higher levels of EE than non-patient

controls do; on the other hand, the intimate relationships of depressed patients may be

characterized by more negative interaction (e.g. Coyne & Downey, 1991). Such

differences in perception or relational quality are likely to affect the pattern of

interrelationships between perceived EE, relational distress, symptom behaviour, and

coping styles, and, as such, bear on the construct validity of measures for perceived

EE.

METHODS

Subjects and procedure in the clinical sample

Twenty-six depressed out-patients consecutively attending our hospital’s out-

patient clinic (13 men and 13 women with mean age 42 years (s.d. = 13)) and their

partners (13 men and 13 women with mean age 42 years, (s.d. = 12)) participated in

this study. Of the 26 couples, 19 (73%) were married and 7 (27%) were living

together. Mean duration of the relationship was nine years (s.d. = 4.3). Written

informed consent was obtained from all participating patients.

Patients were included in the present study if they were diagnosed by a clinical

psychologist as suffering from a major depressive disorder (DSM-IV; American

Psychiatric Association, 1994) without psychotic features at admission, did not suffer

from any organic disorder, did not receive neuroleptic medication, and had a Beck

Depression Inventory (BDI) score at admission of 17 or higher (mean = 27 (s.d. = 6);

range 17-37). There were six patients (23%) with a first episode of depression, and 20

(77%) with a recurrence of depression. Beyond the exclusion criterion of neuroleptic
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medication, no control was made of the patients’ psychotherapies or pharmacological

treatments; 17 patients (65%) received antidepressant medication.

Within two weeks after admission at the out-patient clinic, all couples were

asked to complete a series of questionnaires which included: the Level of Expressed

Emotion, the Beck Depression Inventory, the Symptom Checklist-90, the Maudsley

Marital Questionnaire, and Utrecht Coping List.

Following T1 measurement, the patients were requested to fill in a BDI once a

week and to send this to the researcher. Patients were invited to return for retesting

(T2) once their weekly BDI score was 8 or less; in cases where the BDI remained 9 or

higher, patients were invited back for testing six months after T1. At T2 measurement,

patients were asked to fill in the BDI and the SCL-90. Nine patients (35%) were

invited before six months; the remaining 17 (65%) were invited six months after T1.

The former patients did not differ from the latter in T1 depression score (t(24)= 0.44,

P = 0.66).

Subjects and procedure in the healthy sample

To increase comparability, we decided to select couples from the general

community who, like the couples from the clinical sample, had experienced a

relatively stressful episode in their relationship at the time of data collection. On the

basis of literature research we chose couples with a first child aged between 6 and 18

months. Adaptation to parenthood generally gives rise to considerable increases in

stress and relational conflict, due to new demands and (newly discovered or

developed) differences in roles, ambitions, and interests. Hence, this stage of the

relationship is generally characterised by a relatively high level of chronic stress,

which appears to reach its peak in the period from 6 to 18 months after the birth of the

child (Cowan et al, 1985).

Forty couples were contacted through day-care centres and swimming pools

(baby-hour). Thirty-two (80%) couples were married, 7 (17.5%) lived together and

one couple (2.5%) was “living-apart-together”. Respondents ranged in age from 21 to

48 years, with a mean age of 32 years (s.d. = 4.8).

Couples were visited at their home address and asked to complete a series of

questionnaires: the LEE, the BDI, the Interpersonal Problem Solving Inventory, and

the Utrecht Coping List.
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Material

Perceived quality of the relationship

Perceived EE was assessed using the LEE scale (Cole & Kazarian, 1988;

Gerlsma et al, 1992). Respondents are asked to rate their partner’s behaviour towards

them during the past three months on a four-point Likert scale (anchored ‘untrue’ -

‘true’). The factorially derived 33-item version (Gerlsma et al, 1992) has three

moderately intercorrelated subscales labelled “perceived lack of emotional support”

(α = .92 in the clinical sample; α =.86 in the healthy sample), “perceived irritability”

(α = .88 in the clinical sample; α = .82 in the healthy sample), and “perceived

intrusiveness” (α = .84 in the clinical sample; α = .82 in the healthy sample); the total

score is labelled “perceived EE” (α = .93 in the clinical sample; α = .90 in the healthy

sample).

As was noted in the Gerlsma et al  (1992) study, none of the original LEE

items seemed to refer explicitly to perceived criticism as formulated by Hooley and

Teasdale (1989). We therefore appended the scale with five items to assess perceived

criticism (i.e. “is critical of me”; “tries to change me”; “gets annoyed when I want

something from him/her”; “usually agrees with me” (reverse scoring); “shows me

(s)he cares for me” (reverse scoring)). These items were adapted from the Familien

Fragenbogen (Hahlweg et al, 1995), and Hooley and Teasdale’s (1989) perceived

criticism measure. Reliability of this appended “perceived criticism” scale was

satisfactory, considering the small number of items (α = .72, in the clinical sample;

α = .65, in the healthy sample).

‘Relational dissatisfacton’ was assessed by means of the Maudsley Marital

Questionnaire (MMQ; Arrindell et al, 1983) in the clinical sample. For this study, use

was made of the relational dissatisfaction subscale (α = .88). In the healthy sample,

the relational dissatisfaction subscale of the Interpersonal Problem Solving Inventory

(IPSI; Lange, 1983) was used (α = .72).
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Symptom behaviour

In both samples, depressive symptomatology was assessed with the BDI

(Beck et al, 1961) (α = .92 in the clinical sample; α = .83 in the healthy sample).

In the clinical sample, the patients also completed the SCL-90 (Arrindell &

Ettema, 1986). The SCL-90 total score, psychoneuroticism, was used in this study as

an indication of the general level of psychological and physical dysfunctioning in the

last week (α = .98).

Coping styles

The Utrecht Coping List (UCL; Schreurs et al, 1988) was used to measure

coping styles in both the healthy and the patient samples. This questionnaire was

designed to measure the coping strategies people use in stressing situations, either life

events or daily hassles. We used five UCL subscales; active coping, avoidant coping,

support-seeking, expression of emotion, and depressive reaction. All scales  had

satisfactory internal consistency (α > .70).
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Table 1   Prediction of patient’s changes in depressed mood and psychoneurotic
complaints, by perceived expressed emotion and marital dissatisfaction

Patients’ change scores (T1-T2)

BDI SCL-90

Patient’s LEE

lack of emotional support -0.23 -0.36
intrusiveness -0.32 -0.30
irritability -0.46* -0.59*
criticism -0.53* -0.64*
LEE total score -0.41* -0.52*

Partner’s MMQ

relational dissatisfaction  0.07 -0.16

Patient’s MMQ

relational dissatisfaction -0.28 -0.38

* P < 0.05

RESULTS

Prediction of changes in depression and psychoneurotic complaints in patients

Change score for the patients’ BDI (depression) and SCL-90

(psychoneuroticism) were calculated by subtracting the T2 score from the T1 score.

Higher scores indicate more improvement, and lower scores indicate less

improvement or worsening. BDI change scores ranged from  -10 to 31 with a mean of

13 (s.d. =  9); SCL-90 change scores ranged from -34 to 158 with a mean of 45

(s.d. =  62).

As can be seen in Table 1, the LEE’s perceived irritability, perceived criticism,

and perceived EE scales were significantly related to BDI as well as SCL-90 change

scores, indicating that patients who perceived more irritability, criticism and EE from

their partners at T1 showed less improvement during the following six months. The
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MMQ, as an analogue measure of relational distress, was not significantly related to

changes in depression and psychoneuroticism.

Differences in perceived EE between the clinical and healthy samples

Table 2 summarises means and standard deviations for the level of perceived

EE in the clinical and healthy community samples. Comparison of the patients’ scores

with those of the non-clinical respondents, as estimated by means of Cohen’s (1988) d

effect size estimate,1 shows that the patients perceived more intrusiveness (d = 0.41).

Note that the differences between patients and non-clinical respondents in perceived

criticism, perceived irritability, and perceived lack of support were small (d < 0.23).

Partners of depressive patients perceived a greater lack of support (d = 0.46),

greater intrusiveness (d = 0.53), irritability (d = 1.45) and total perceived EE

(d = 0.83) than non-clinical respondents.

Table 3 summarises correlation coefficients for the relationships between the

perceived EE scales, and own and partner’s relational dissatisfaction, coping styles,

and depressive symptomatology.

Relationship between perceived EE and relational dissatisfaction

Relational dissatisfaction appeared to be strongly related to perceived EE in the

healthy sample, strengthening the convergent validity. Except for the perceived

intrusiveness scale, all LEE scales correlated positively with own and partner’s

relational dissatisfaction scores. Hence, those who were dissatisfied and those with

dissatisfied partners were likely to perceive more EE.

                    
     

1
 Effect size estimates d  is an estimate of the standardised difference between two groups; for purposes of

interpretation, Cohen (1988) considered d = 0.20 a small, d = 0.50 a medium, and d = 0.80 a large effect size.



Table 2   Means and standard deviations for perceived EE scales in the clinical and healthy sample, and standardised differences in
perceived EE between patients and healthy controls, and between patients’ partners and healthy controls

Clinical sample Cohen’s d effect size
estimate for the difference
between

Healthy sample Patients Partners Patients-
controls

Partners-
controls

Mean s.d. Mean s.d. Mean s.d.

LEE scales for perceived

    lack of support 30.41 7.74 31.96 12.40 34.55 9.92 0.05 0.46

    intrusiveness 13.47 4.44 16.18 4.75 16.65 7.22 0.41 0.53

    irritability 13.23 4.40 12.73 5.57 19.65 4.37 -0.10 1.45

    criticism 8.60 2.45 9.18 3.10 9.60 3.46 0.21 0.33

    total score EE 65.89 14.57 70.05 21.00 80.45 19.80 0.23 0.83

Note: Cohen (1988) considered d = 0.20 a small, d = 0.50 a medium, and d = 0.80 a large effect size.



Table 3    Relationship of perceived expressed emotion scales with own and partner’s coping styles, marital dissatisfaction, and BDI depression scores

Depresssed out-patients Non-clinical respondents

Lack of
support

Intrusiveness Irritability Criticism EE Lack of
support

Intrusiveness Irritability Criticis
m

EE

Own coping styles:

    active - - - - - - 0.22 - - -

    avoidant - - - - - 0.33 0.26 - 0.35 0.36

    support-seeking -0.64 - -0.52 -0.53 -0.61 - - - - -

    depressive reaction - - - - - 0.40 0.20 - 0.40 0.41

    expression of emotions - - - - - - - - 0.20 -

    BDI depression - - - -0.59 - 0.37 - 0.21 0.43 0.39

    relational dissatisfaction 0.88 - 0.59 0.63 0.81 0.55 - 0.33 0.49 0.51

Partner’s coping styles:

    active - - -0.58 - - - - - - -

    avoidant - - - - - - - - - -

    support-seeking - - - 0.54 0.45 - - - - -

    depressive reaction - - - - - 0.25 - 0.35 0.34 0.29

    expression of emotions 0.57 - - - 0.52 0.28 - - 0.20 0.24

    BDI depression -  0.46 - - - 0.25 0.23 0.46 0.43 0.40

    relational dissatisfaction - - - - - 0.43 - 0.30 0.47 0.43
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Patients’ dissatisfaction with the relationship was similarly related to perceived

EE, that is, to all LEE scales except perceived intrusiveness. However, unlike the

healthy sample, perceived EE was unrelated to partner’s dissatisfaction.

Relationship between perceived EE and depressive symptomatology

In the healthy sample, the link between perceived EE and own and partner’s

depressive symptomatology paralleled findings with regard to relational

dissatisfaction. Own and partner’s depression scores were related to increased levels

of perceived lack of support, irritability, criticism, and total EE.

Patient perceived EE was less consistently related to depression scores.

Patients with higher depression scores perceived less criticism, while they perceived

greater intrusiveness when their partner reported more depressive symptoms.

Relationship between perceived EE and coping styles

In the healthy sample, respondents tended to perceive more lack of support,

intrusiveness, criticism, and EE when they used avoidant and depressive reacting

coping styles. Patients’ perception of EE was only related to a support-seeking coping

style: patients with high scores for support-seeking perceived less lack of support,

irritability, criticism, and EE.

Partner’s coping styles were also related to the perception of EE. In the healthy

sample, respondents perceived higher levels of lack of support, irritability, criticism,

and EE when their partners indicated the use of depressive reacting and expression of

emotion as coping styles. Findings for patient perceived EE were less clear-cut.

Patients perceived more lack of support and total EE when their partners used

expression of emotions as a coping style; furthermore, they perceived more criticism

and total EE when their partners used support-seeking for coping. Finally, patients

perceived less irritability when partners reported the use of active problem-solving.
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DISCUSSION

Predictive power of the LEE

We found that the level of EE perceived by depressive out-patients was not

noticeably higher than that perceived by individuals from the general community. Yet,

perceived EE appeared to be a significant predictor of the course of their depression

and, more generally, the number of physical and psychological complaints; higher

levels of perceived irritability and criticism predicted less improvement during the

following six months. The LEE showed consistent and quite strong relationships with

a measure of relationship dissatisfaction (MMQ), but the latter did not equal the LEE

in predictive power. While our findings in this regard corroborate those reported by

Hooley and Teasdale (1989), it should be noted that the clinical sample was fairly

small. Furthermore, besides the exclusion criterion of neuroleptic medication, we had

no information as to the patients’ psychological or pharmacological treatments and

were, therefore, unable to control for its effects.

Differences between relational dissatisfaction and perceived EE

While its relationships with relational dissatisfaction strengthen the LEE’s

convergent validity, of the two instruments measuring relational dysfunctioning, only

the LEE predicted depression improvement. Comparing the contents of the measures

may show which aspects of the relationship in particular hampered improvement in

depressive patients. In the items of the two relevant LEE scales, strong emphasis is

given to the perception of one’s partner’s ‘negative interactional behaviour’ (sample

items: [My partner] “tries to changes me” for criticism; “flies off the handle when I

don’t do something well” for irritability). In the MMQ attention is focused on one’s

overall attitudes and feelings with regard to the partner and the relationship (sample

item: “Are you satisfied with the leisure activities that you both share in?”). This

difference in focus may account for the difference in predictive power. General

dissatisfaction with the partner and the relationship can express itself in various ways;

if it involves criticism and irritability (rather than, for instance, avoidance),

improvement in the depressive partner may be hampered (e.g. Coyne & Downey,

1991).
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Relationship between perceived EE and depressive symptomatology, relational

distress, and coping styles

With regard to the construct validity of the LEE, results in both samples

generally corroborated Kavanagh’s (1992) model; perceived EE was related to

symptom behaviour as well as own and partner’s coping styles. There were, however,

marked differences between the clinical and healthy sample. In the healthy sample,

perceived EE was related to own as well as partner’s dissatisfaction with the

relationship, and to own as well as partner’s depressive symptomatology,

corroborating the notion of symptom behaviour as a trigger of negative interactional

processes (Kavanagh, 1992). Patient perceived EE was, however, unrelated to their

partner’s relational dissatisfaction and depression scores, suggesting that either the

patients perceived EE independently of their partner’s current behaviour, or partners’

actual EE behaviour was independent of their general wellbeing in the relationship.

Unfortunately, we had no assessment of partner’s actual behaviour towards the patient

in terms of EE. In future studies these relationships, and the possible discrepancy

between actual and perceived EE, may be examined more directly.

The clinical and healthy sample also showed differential relationships between

perceived EE and coping styles. Healthy controls who used coping styles of

depressive reaction and avoidance were likely to perceive more EE; they also

perceived more EE when their partners used depressive reaction and expression of

emotion coping styles. In marked contrast was the finding that patient perceived EE

was only related to support-seeking; patients who perceived high levels of EE tended

to use this coping style less.

Perceived EE in the context of interpersonal theories of depression

A tentative explanation for the differences between the clinical and healthy

sample in correlations between perceived EE and coping styles might be found in

interpersonal theories on depression. Coyne et al  (1991) suggested that depressed

people elicit supportive behaviours in others which tend to be intermixed with an

underlying attitude of rejection. Sensitive to this underlying rejection, depressive

individuals are prone to display more depressive behaviour in order to elicit more

support. Rather than yield the support desired, a depressive’s appeal for support may
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lead their partner eventually to withdraw from the interaction. In a similar vein,

Horowitz & Vitkus (1986) cogently illustrated how the particular support-seeking

strategies used by depressives (characterized by self-derogation and submission) tend

to elicit controlling behaviour in their partners that may at first be affectionate (as in

giving friendly advice), but may eventually become rejecting and hostile, as irritation

and frustration about the depressive’s lack of improvement (and increasingly clinging

behaviour) grows.

Hence, the development and course of depression is seen as a dynamic

interactional process. Once a vulnerability to depression has evolved, the individual is

likely to end up in a vicious circle in which depressive support-seeking tends to meet

with detrimental responses, that is, responses reflecting rejection (Coyne et al, 1991),

dominance (Horowitz & Vitkus, 1986) or put down (Gilbert, 1993). If we accept the

LEE scales, in particular the criticism and irritability scales, as fair operationalisations

of such detrimental responses (expected or perceived), the results found in the healthy

sample of this study might reflect a lenient stage of the interactional process, where a

depressive reacting coping style is related with the perception of EE. This would

corroborate the notion that depressive behaviour induces EE and EE induces

depressive behaviour (Hooley et al, 1995). Couples from the clinical sample may find

themselves in a more desperate stage of the dynamic process. We may assume that all

depressive patients used a depressive reacting coping style; statistically the reality of a

major depression would be translated into a lack of (relevant) variance in this variable,

thus attenuating the correlation between a depressive reacting coping style and the

LEE scales. Having progressed thus far in the vicious circle, patients may seek

support when they expect a favourable response, whereas those who have learned to

expect criticism and irritability in response, refrain from doing so altogether. Giving

up on this may have impeded early recovery; the more EE the patients perceived, the

less they sought support and the less they improved in the course of the following six

months.

These explanations are tentative but testable in future studies. The LEE, as a

measure of perceived EE, may be a useful tool in this respect, both in research and

clinical contexts.
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CLINICAL IMPLICATIONS

• The LEE can be used as a predictor of depression improvement in clinically
depressed patients.

 
• As an easy and practical measure of patients’ perception of EE, the LEE may be

useful for diagnostic and therapeutic purposes.
 
• Assessment of partner’s actual level of EE, patients’ perceived level of EE, and the

possible discrepancies between the two may provide guidelines for therapeutic
intervention.

LIMITATIONS

• The predictive validity of the LEE was tested in a fairly small sample of clinically
depressed out-patients.

 
• The predictive validity of the LEE was tested while no control of patient’s

psychological and pharmacological treatment was made.
 
• The actual interactional behaviour in terms of EE was not assessed.
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Discussion

In order to better understand the course and development of depression,

research has been conducted into the interpersonal interactions depressed persons have

with others. In this thesis, attention was given to interpersonal interaction behaviors of

remitted depressed patients and the relationship of these behaviors with relapse.

Furthermore, attention was also given to the interpersonal strategies and behavioral

interactions of depressed patients with their partners and strangers.

In this chapter, I will briefly discuss the results of the studies described in

chapters two, three, four and five. Then an integration of these results will be

discussed and future research directions will be considered.

Interpersonal behavior and depression relapse

In chapter two it is found that those remitted patients that relapsed back into

depression during the six months after they had left the hospital, displayed less Active

Listening during an interview at discharge than those that did not relapsed. It was also

noted that none of the other behavioral factors of the patients or any behavioral factors

of the interviewers were related to the occurrence of relapse.

In similar behavioral research it was found that depressed patients who did not

recover after ten weeks of treatment displayed less Active Listening during a pre-

treatment interview than patients that did improve (Bouhuys et al., 1992). Hence, it is

proposed in chapter two that Active Listening deficits constitute a behavioral

vulnerability factor for the development and maintenance of depression.

As mentioned, the behaviors of the interviewer and those of the patients, except

for Active Listening of the latter, did not hold predictive qualities with respect to the

occurrence of relapse. In previous studies of depressed patients (Bouhuys et al., 1993;

Geerts et al., 1995) it was found that the behavioral factors Speaking Effort (support-

seeking behavior) and Encouragement (support-giving behavior) did have predictive

qualities with respect to the course of depression. They were clearly related to the

effects of ten weeks of clinical treatment. On first sight, these data seem to be at

variance with the data presented in chapter two. It is suggested, however, that

differences in research designs may account for these discrepancies, such as the

interviewers’ (non-) relatedness with the treatment and the moment at which the
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interviews took place. It may well be that these behavioral factors are of influence in

the context of the therapeutic process the patients and the interviewers are involved in,

and not in the “non-therapeutic” context of everyday life after discharge.

Interpersonal behaviors and strategies of depressed patients, their partners and

controls

The findings presented in chapter three are discussed within the framework of

the role of social support in the mechanisms underlying the onset and the course of

depression. It is suggested that observable behaviors that express the seeking and

giving of social support may shed light on the interactions that facilitate the

development and persistence of depression.

It was found that partners of depressed patients showed less support-giving

behavior (Encouragement) in their interaction with the patients than did controls (who

were matched on the age and the sex of the partner). Moreover, the patients displayed

less support-seeking behavior (Speaking Effort) in their interactions with their partners

than in those with their partners’ controls. These findings are in line with other data

that demonstrate that patients display less involvement in their interactions with their

partners than in those with strangers (Hinchliffe et al., 1975; Hinchliffe et al., 1977).

In the context of Coyne’s interpersonal theory of depression (1976; 1991),

these findings may help to identify behavioral features of the two stages of the

depressogenic process. The support-seeking and giving behaviors during the patient-

control interactions might represent the early stage of the process, and that the lower

levels of support-seeking and giving behaviors in the patient-partner interactions might

represent the later stage. Nevertheless, alternative explanations are possible. The

relatively high involvement shown in the patient-control interaction might reflect

socially desirable behavior on the part of the participants. However, in healthy

subjects this interpretation seems not to be corroborated (Fitzpatrick et al., 1986). Our

interpretation of decreasing support-seeking behavior as a characteristic of a later

stage in the course of depression, is in line with the finding that depressives tend to

communicate more negatively with their partners than with others (Segrin et al.,

1994). A control group of healthy persons, matched on the age and sex of the patients,

interacting with their partner and with their partner’s control would have given us
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more insight in this respect. However, such data collection was outside the means of

this study.

In chapter four, research was conducted into the judgment of facial

expressions by depressed patients, their partners and matched controls, in order to

study the underlying interpersonal interaction strategies they employ. In this study it

was found that both patients and partners judged less positive emotions than did the

controls for both general and ambiguous facial expressions and in addition the patients

and the partners did not judge these emotions differently.

While some studies have found a negative bias for the judgment of facial

expressions by depressives (Nandi et al., 1982; Gur et al., 1992), other studies have

not (Walker et al., 1984; Archer et al., 1992; Bouhuys et al., 1996). In a different light,

it has been suggested that it is not so much a negative bias on the part of the depressed

person as much as it is a positive bias on the part of the not-depressed person

(Matthews et al., 1992), although this has been disputed (McCabe et al., 1995). Our

findings could be interpreted as being supportive of a negative bias on the part of the

depressives as well as being supportive of a positive bias on the part of the controls.

Of particular interest are results on the judgment of the partner: findings that

would seem to indicate that the judgments of partners and depressed patients are

similar. As previously mentioned, in general the (social support) interactions between

depressives and others has been found to be problematic (McNaughton et al., 1992)

and specifically between patients and their partners (Hooley et al., 1989), possibly due

to the patients focus on negative aspects of their social surroundings (Gotlib et al.,

1992). In light of these findings, one may argue that depressives have influenced the

partners’ judgments and vice versa. Interpersonal theories of depression assume that

depressives ultimately induce rejection from others, such as their partners (Coyne et

al., 1991; Segrin et al., 1992), and that such an induction may have influenced the

partners’ mood. Indeed, we found that the partners tended to be more depressed than

the controls, but this may also be due to the selection criteria for the controls.

In chapter five, the interpersonal interactions of a sample of depressed

outpatients and their partners, as compared to that of a sample of healthy controls, was

explored by means of an Expressed Emotion (EE) measure: the Level of Expressed
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Emotion (LEE; Cole et al., 1988) questionnaire. In this study it was found that

perceived EE was a significant predictor of the course of the patients’ depression.

The clinical and healthy sample displayed different relationships between

perceived EE and coping styles. Healthy controls who used a coping style of

depressive reaction and avoidance were likely to perceive more EE; they also

perceived more EE when their partners used depressive reaction and expression of

emotion coping styles. This finding was in contrast to the finding that EE perceived by

the patient was only related to support seeking, as measured with the self rating scale

for coping styles: patients who perceived high levels of EE tended to use this coping

style less.

A tentative explanation for these differences is given in respect to the dynamic

interaction process aspect of interpersonal depression theories; once a vulnerability for

depression has developed, the individual is likely to end up in a vicious circle in which

depressive support seeking tends to meet with detrimental responses, such as rejection

(Coyne et al., 1991). If the LEE scales, in particular the criticism and irritability

scales, are fair measures of such (expected or perceived) detrimental responses, the

results found in the healthy sample of this study might reflect a lenient stage of the

interaction process, where a depressive reacting coping style is related with the

perception of EE. Couples from the clinical sample may find themselves in a more

desperate stage in this dynamic process, where patients may seek support only when

they expect a favorable response, whereas those who have learned to expect criticism

and irritability in response to (self-rated) support seeking refrain from doing so.

Giving up on this may have impeded early recovery: the more EE the patients

perceived, the less they reported support seeking and the less they improved in the

course of the following six months.

An integration of the findings and future research directions

Active Listening and Social Support

As mentioned in a former paragraph there is some evidence that low levels of

Active Listening on the part of the patient might be a vulnerability factor for the

development and maintenance of depression. I also mentioned some evidence that

levels of support-seeking and support-giving behaviors are important for the course of
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depression. Do the data presented in this thesis provide evidence that these behaviors

are related?

In the study described in chapter two it was found that low levels of Active

Listening of remitted patients, as displayed in an interview at the time of discharge,

are related to depression relapse in a period of six months after the interview. It is

conceivable that Active Listening is a behavioral factor which, when displayed in low

levels, signals a need for support. When examined in the context of Coyne’s

interpersonal theory with its vicious circle of the depressed person displaying

depressive behaviors in order to elicit supportive behavior from others until this

support is withdrawn, one could hypothesize that the remitted patients that would

relapse were signaling a need for support in the interview, a need that went

unanswered after discharge, helping to partially explain their relapse. In the case of the

patients that did not relapse, no such need may have existed, possibly because they

were not involved in the vicious circle any more, which may in part explain the

stability of their remission.

Some data from the study presented in chapter three may shed more light on

this issue. Depressed outpatients displayed less Active Listening in their interactions

with the strangers than in interactions with their partners. At the same time, the

patients displayed more support-seeking behavior in their encounters with the

strangers than in those with their partners. On the other hand, the strangers showed

less Active Listening than the partners, while they showed more support-giving

behavior. One can speculate that these two different interactions represent different

stages of the depressogenic process. The interactions between patients and strangers

might be the manifestation of the start of the vicious circle, whereas those between

patients and partners might represent a later stage. In the first phase of the

depressogenic process the patient would display a combination of less Active

Listening and more support-seeking behavior, while the partner would display a

combination of less Active Listening and more support-giving behavior. In a later

phase the patients would show more Active Listening and less support-seeking

behavior and their partners more Active Listening and less support-giving behavior.

Studies of patient-partner interactions in different phases of a depression may

elucidate the importance of Active Listening and its relationship to the seeking and

receiving of support.
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There are more data that question the role of Active Listening in this respect.

As was noted for depressed in-patients taking part in a clinical interview, low Active

Listening is predictive of less improvement and more relapse. This was, however, not

found in the study of depressed outpatients in chapter three. The same discrepancy is

found in respect to the data on support-seeking and support-giving behaviors. Whereas

these behaviors did show a relationship with response to treatment in other studies,

they did not in the study presented in chapter three. While the speech behavior of the

partners predicted remission, none of the other behaviors of the partners, of the

partners’ controls, or of the patients themselves had predictive properties with respect

to the patients’ state within six months. Again, contextual differences may be

responsible for these discrepancies. Evidently, the interactions between patients, their

partners and the strangers were not part of a therapeutic procedure: the topics of the

conversation were neutral, i.e. they did not concern clinical subjects, partners and

strangers were not involved in diagnostic procedures, and so on. Furthermore, it is

quite likely that these behaviors play different roles in the different contexts

subsequent to the interview: therapeutic procedures or everyday life.

Other designs will be necessary to elucidate the role of Active Listening and the

behaviors reflecting the seeking and giving of support. Research of patients in three

types of interaction, i.e. interactions with a clinical interviewer, with the partner and

with the partner’s control, during the patients stay at hospital (to study therapy

outcome) and after discharge in remitted condition would be helpful in this respect.

Furthermore, the interactions between patients, their partners and the partners’

controls, at the time of hospital admission and at the time of discharge, could be

compared with the interactions between healthy persons, matched on the age and sex

of the patients and their partners and partners’ controls, in similar time frames.

Finally, it should be remarked that there is accumulating evidence that the

attunement of behaviors between patients and others is also of importance.

Particularly, the level and the course of time of the attunement between the patient’s

Speaking Effort, i.e. his support-seeking behavior, and the interviewer’s

Encouragement, i.e. his support-giving behavior, appears to be critical: the more

patients and interviewers get attuned in this respect, the more favorable the subsequent

course of depression will be (Geerts et al., 1996; Geerts et al., 1997).
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Interpersonal interaction strategies

In addition to the social support that depressed patients seek and receive more

from controls than from their own partner, as noted in chapter three, attention was

also given to measures that may help to better explain the interpersonal interaction

strategies that depressives and others have with one another. In chapter four it is

found that patients and partners judge both general and ambiguous facial expressions

less positively than controls and it is suggested that this may be due to a negative bias

on the part of the patients and their partners or due to a positive bias on the part of the

controls. It is suggested that such judgments are reflective of how patients determine

signals from others during an interaction and, hence, are of influence on how these

others then react. In chapter five it is suggested that the more EE the depressed

patients perceived in their partner, the less they reported (self rated) support seeking

and the less they improved in the course of the following six months. It should be

remarked in this context that self rated support seeking evidently can not be equated to

observed support-seeking behavior: high levels of Speaking Effort and/or low levels of

Active Listening. As we have seen, these latter variables were not predictive with

respect to the course of depression in the same patient group. Moreover, the outcome

measures in the EE study reported in chapter five were different than those in the

behavioral study reported in chapter three.

The interpersonal theory of depression (Coyne et al., 1991) holds that a

depressed patient continually displays more depressive behaviors in an attempt to

elicit more support from others due to the patient’s belief that the received support is

intermixed with underlying rejection. In view of the findings of chapters four and

five, it would appear that patients receive rejection at home, as reflected by EE, and

this leads the patient to seek support only when a favorable response is expected,

whereas those who have learned to expect the rejection of EE in response refrain from

doing so. Additionally, the depressed patient and their partner both seemingly have a

negative bias in regard to judgment of interpersonal interaction signals: a bias which

conceivably influences their interaction with one another.

In the future research direction described above, for the interpersonal

interactions of depressed patient populations, it is imaginable that additional measures,

such as the LEE and the judgment of facial expressions may hold potentially valuable

information. For example, it is possible that high premorbid levels of EE, as measured
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by the LEE, in a person’s household may help initiate the vicious circle of depressive

interactions: both the depressive and their partner tend to judge interaction signals of

the other negatively and tend to display less support to one another. Such additions to

the aforementioned research design may then require an extra measurement point

before the depressed patients become depressed. A prospective study utilizing persons

at risk for depression development may be helpful in this regard.

Concluding remarks

In conclusion, the study of interpersonal interaction behaviors of depressed patients

may underline the significance of interpersonal mechanisms in the initiation and

maintenance of depression. Future research may help to enhance our understanding of

such mechanisms by detecting subtle nonverbal communicative features of

depressogenic interactions and thereby helping us to better understand how social

support is effected in interactions between depressed patients and others.



CHAPTER SIX

Page 92

References

     Archer, J., Hay, D. C., & Young, A. W. (1992). Face processing in psychiatric conditions. British
Journal of Clinical Psychology, 31, 45-61.

     Bouhuys, A. L., & Albersnagel, F. A. (1992). Do interactional capacities based on observed
behaviour interfere with improvement in severely depressed patients? A longitudinal study. Journal of
Affective Disorders, 25, 107-116.

     Bouhuys, A. L., & Hoofdakker, R. H. van den (1993). A longitudinal study of interaction patterns
of a psychiatrist and severely depressed patients based on observed behaviour: an ethological approach
of interpersonal theories of depression. Journal of Affective Disorders, 27, 87-99.

     Bouhuys, A. L., Geerts, E., Mersch, P. P. A., & Jenner, J. A. (1996). Nonverbal interpersonal
sensitivity and persistence of depression: Perception of emotions in schematic faces. Psychiatry
Research, 64, 193-203.

     Cole, J. D., & Kazarian, S. S. (1988). The level of expressed emotion scale: A new measure of
expressed emotion. Journal of Clinical Psychology, 44, 392-397.

     Coyne, J. C. (1976). Depression and the response of others. Journal of Abnormal Psychology, 85,
186-193.

     Coyne, J. C., Burchill, S. A. L., & Stiles, W. B. (1991). An interactional perspective on depression.
In: C. R. Snyder & D. O. Forsyth (Eds.), Handbook of Social and Clinical Psychology. (pp. 327-349).
New York: Pergamon.

     Fitzpatrick, M. A., & Dindia, K. (1986). Couples and Strangers: Talk time in spouse-stranger
interaction. Communication Research, 13, 625-652.

     Geerts, E., Bouhuys, N., Meesters, Y., & Jansen, J. (1995). Observed behavior of patients with
seasonal affective disorder and an interviewer predicts response to light treatment. Psychiatry Research,
57, 223-230.

    Geerts, E., Bouhuys, N., & Hoofdakker, R. H. van den  (1996). Nonverbal attunement between
depressed patients and an interviewer predicts subsequent improvement. Journal of Affective Disorders,
40, 15-21.

    Geerts, E., Bouhuys, N., & Bloem, G.M. (1997). Nonverbal support giving induces nonverbal
support seeking in depressed patients. Journal of Clinical Psychology, 53, 35-39.

     Gotlib, I. H., & Hammen, C. L. (1992). Psychological aspects of depression: Toward a cognitive-
interpersonal integration. Chichester, England: John Wiley & Sons.

     Gur, R. C., Erwin, R. J., Gur, R. E., Zwil, A. S., Heimberg, C., & Kraemer, H. C. (1992). Facial
emotion discrimination: II. Behavioral findings in depression. Psychiatry Research, 41, 241-251.

     Hinchliffe, M., Hooper, D., Roberts, F. J., & Vaughan, P. W. (1975). A Study of the Interaction
Between Depressed Patients and Their Spouses. British Journal of Psychiatry, 126, 164-172.



CHAPTER SIX

Page 93

     Hinchliffe, M. K., Vaughan, P. W., Hooper, D., & Roberts, F. (1977). The melancholy marriage:
An inquiry into the interaction of depression: II. Expressiveness. British Journal of Medical
Psychology, 50, 125-142.

     Hooley, J. M., & Teasdale, J. D. (1989). Predictors of relapse in unipolar depressives: expressed
emotion, marital distress, and perceived criticism. Journal of Abnormal Psychology, 98, 229-235.

     Matthews, G. R., & Antes, J. R. (1992). Visual attention and depression: Cognitive biases in the eye
fixations of the dysphoric and the nondepressed. Cognitive Therapy and Research, 16, 359-371.

     McCabe, S. B., & Gotlib, I. H. (1995). Selective attention and clinical depression: Performance on a
deployment-of-attention task. Journal of Abnormal Psychology, 104, 241-245.

     McNaughton, M. E., Patterson, T. L., Irwin, M. R., & Grant, I. (1992). The relationship of life
adversity, social support, and coping to hospitalization with major depression. Journal of Nervous and
Mental Disease, 180, 491-497.

     Nandi, D. N., Saha, G. B., Bhattacharya, B. B., & Mandal, M. K. (1982). A study on perception of
facial expression of emotions in depression. Indian Journal of Psychiatry, 24, 284-290.

     Segrin, C., & Abramson, L. Y. (1994). Negative reactions to depressive behaviors: A
communication theories analysis. Journal of Abnormal Psychology, 103, 655-668.

     Segrin, C., & Dillard, J. P. (1992). The interactional theory of depression: A meta-analysis of the
research literature. Journal of Social and Clinical Psychology, 11, 43-70.

     Walker, E., McGuire, M., & Bettes, B. (1984). Recognition and identification of facial stimuli by
schizophrenics and patients with affective disorders. British Journal of Clinical Psychology, 23, 37-44.



CHAPTER 7

Samenvatting



CHAPTER SEVEN

Page 94

Samenvatting

(Summary in Dutch)

De interacties die depressieve patiënten hebben met anderen, in het algemeen,

en de interacties van depressieve patiënten met hun partner, in het bijzonder, worden

vaak gekenmerkt door een negatieve en afwijzende houding. Gedragsonderzoek op het

gebied van interpersoonlijke interacties zou meer inzicht in de achtergrond van het

ontstaan en het beloop van een depressie kunnen geven. Het doel van dit proefschrift

is om hier een bijdrage aan te leveren.

In hoofdstuk 1 wordt beknopt het klinisch beeld van depressie, volgens de

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) geschetst. Aan de

orde komen onder andere; het meten van ernst van een depressie en hoe vaak

depressie in de algemene bevolking voorkomt. Tevens worden enkele psychosociale

risico factoren van depressie, zoals het hebben van negatieve interpersoonlijke

interacties, kort vermeld. Uit onderzoek is gebleken dat depressieven, in het algemeen,

weinig sociale steun krijgen en vaak interpersoonlijke problemen ondervinden,

waaronder problemen in de huwelijkssfeer. Ook is gevonden dat depressieven geneigd

zijn om hun interacties met anderen als negatief te beoordelen, hetgeen een bijdrage

levert aan de problematiek van hun interpersoonlijke interacties.

In zijn interpersoonlijke theorie van depressie stelt James Coyne voor dat

interacties van depressieven met anderen beschreven kunnen worden als een vicieuze

cirkel. Coyne veronderstelt dat een depressief persoon depressief gedrag vertoont om

betrokkenheid van een ander uit te lokken. In eerste instantie wordt betrokkenheid

verkregen maar gaat deze vaak met onderliggende afwijzing gepaard. Na het

opmerken van deze afwijzing gaat de depressieve persoon, in respons, meer depressief

gedrag vertonen om meer betrokkenheid uit te lokken. Dit lokt echter nog meer

afwijzing uit en dit proces gaat door als in een neerwaartse spiraal totdat de ander uit

de interactie stapt.

Onderzoek naar observeerbaar gedrag van depressieve patiënten in een

diagnostisch interview met een dokter heeft laten zien dat gedrag dat betrokkenheid

weergeeft voorspellend is voor het beloop van depressie. Er is echter weinig

onderzoek gedaan naar de relatie tussen het depressie en observeerbaar gedrag van

herstelde depressieve patiënten in interactie met anderen. Ook is er weinig onderzoek

verricht naar de interacties van depressieve patiënten met hun partners in vergelijking
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met interacties met vreemden. De vier onderzoeksverslagen in dit proefschrift zijn

erop gericht meer inzicht te geven in deze onderbelichte gebieden.

Hoofdstuk 2 beschrijft onderzoek naar het observeerbaar gedrag dat vertoond

wordt tijdens een interactie van herstelde depressieve patiënten met interviewers aan

het eind van de opname. In het bijzonder is aandacht besteed aan de verschillen in het

gedrag van patiënten die later terugvielen in een depressie met het gedrag van

patiënten die hersteld bleven. Gevonden is dat patiënten die terugvielen in een

depressie bij ontslag meer gedrag vertonen dat betrokkenheid weergeeft. Dit is in

overeenkomst met de resultaten van vergelijkbaar onderzoek naar beloop van

depressie. Tevens is gevonden dat gedrag van de interviewer niet voorspellend is voor

terugval in depressie, in tegenstelling tot wat andere studies hebben laten zien. Een

mogelijke verklaring voor dit verschil kan gevonden worden in verschillen in

onderzoeksdesigns. Zo heeft de interviewer in dit onderzoeksdesign geen relatie met

de behandeling van de patiënt met wie hij spreekt en worden interviews op een ander

moment afgenomen.

Hoofdstuk 3 beschrijft onderzoek naar observeerbaar gedrag van depressieve

patiënten tijdens een interactie met hun partner en tijdens een vergelijkbare interactie

met een gezonde controle persoon van dezelfde leeftijd en geslacht als de partner. In

deze studie is gevonden dat patiënten en controle personen meer betrokkenheid

vertonen tegenover elkaar dan patiënten en hun partners tegenover elkaar.

Betrokkenheid van zowel patiënt, als partner, als controle persoon bleken in deze

studie niet voorspellend voor het verdere beloop van de depressie. Dit is minder goed

te begrijpen, gezien de resultaten van andere studies waarin betrokkenheid wel een rol

bleek te spelen. Mogelijk zijn hier verschillen in context verantwoordelijk. De

gesprekken tussen patiënten en hun partners en controle personen betroffen niet de

ziekte zoals in diagnostische interviews, maar hun onderwerpen. Bovendien zijn de

partners en de controle personen niet betrokken bij de behandeling en vervullen zij

dus een geheel andere rol dan een interviewer die er wel bij betrokken is.

De bevindingen van deze studie zijn begrijpelijk in het kader van de eerder

genoemde theorie van Coyne. In deze studie wordt gepostuleerd dat observeerbaar

gedrag tijdens de interactie van een patiënt met een control persoon (het vertonen van

veel betrokkenheid) representatief is voor de eerste fase van een depressogeen proces

en dat observeerbaar gedrag tijdens interactie van een patiënt met zijn/haar partner
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(het vertonen van weinig betrokkenheid) representatief is voor een latere fase van een

depressogeen proces.

Hoofdstuk 4 van dit proefschrift is gewijd aan een studie naar de beoordeling

van gelaatsexpressies op een aantal emoties door depressieve patiënten, hun partners

en controle personen. Eerder onderzoek naar de beoordeling van gelaatsexpressies

heeft inzicht gegeven in interpersoonlijke interactie-strategieën van mensen.

Onderzoek naar beoordeling van gelaatsexpressie door depressieve patiënten geeft

echter verschillende resultaten. Sommige studies hebben gevonden dat depressieven

de neiging hebben gelaatsexpressies meer negatief te beoordelen en dat dit een

bijdrage levert aan de lagere kwaliteit van hun interpersoonlijke interacties. In

gelijksoortig onderzoek is dit niet altijd bevestigd. Vanuit een andere invalshoek

vinden anderen dat niet een meer negatieve beoordeling door depressieven maar

veeleer een meer positieve beoordeling door gezonde mensen de oorzaak is van de

gevonden verschillen in beoordeling van gelaatsexpressies. Ook hier geldt dat dat niet

altijd kon worden bevestigd. In onze studie (hoofdstuk 4) is gevonden dat depressieve

patiënten en hun partners gelaatsexpressies minder positief beoordelen in vergelijking

met controle personen. Beoordeling van patiënten en partners verschilde niet.

Mogelijk ontwikkelen partners van depressieve patiënten op den duur een minder

positieve beoordeling.

In hoofdstuk 5 van dit proefschrift zijn specifieke interpersoonlijke interacties

van een depressieve patiënt en zijn/haar partner (“patiënt-echtpaar”) in vergelijking

met die van een “controle-echtpaar” onderzocht. Hierbij is gebruik gemaakt van de

LEE (Level of Expressed Emotion). De LEE is een vragenlijst die de perceptie van

Expressed Emotion (EE) meet, waarbij EE staat voor de mate van overbetrokkenheid,

kritiek en vijandigheid binnen een relatie. In deze studie blijkt EE voorspellend te zijn

voor het beloop van het herstel van de depressieve patiënt. Er werden verschillen

gevonden in EE bij patiënt-echtparen en controle-echtparen. Controles die meer

neigen tot somber zijn en afwijzend zijn ondervinden meer EE bij hun partners, terwijl

in het geval van de patiënt-echtparen, niet de somberheid, maar meer de mate van

betrokkenheid zoals die met LEE werd vastgesteld een rol speelt bij het ondervinden

van EE. Alleen de patiënten die weinig LEE betrokkenheid zoeken ondervinden meer

EE bij hun partners. Redenerend vanuit de interpersoonlijke theorie van depressie

bevinden de controle-echtparen, waarvan een van beide geneigd is tot somberheid,

zich in een beginfase van een depressogeen proces. EE is hier gerelateerd aan de mate
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van depressie. Bij de patiënt-echtparen die zich in een latere fase van het

depressogene proces bevinden, is de EE gerelateerd aan de mate van LEE

betrokkenheid.

In het slotstuk van dit proefschrift, hoofdstuk 6, worden in het kort de

hoofdstukken 2 tot en met 5 samengevat. Verder wordt in dit hoofdstuk aandacht

besteed aan de integratie van de bevindingen uit de vier gemelde studies en de rol van

betrokkenheid in deze studies. Ook komen ideeën over toekomstig onderzoek waarin

toetsing van integratie kan plaatsvinden aan de orde.
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