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Abstract
The relationship between coping styles and mental
health has received considerable attention, but the state
effects on coping measures in a clinical sample are not
well known. This study investigated changes in scores
on the Coping Inventory for Stressful Situations between
two treatment phases (acute and remitted phase) in 49
outpatients with major depression or anxiety disorders.
Task-oriented coping changed significantly between the
treatment phases in both depressive and anxious patients, as analyzed by two-way multivariate analysis of
variance. Results from repeated measures of multivariate analysis of covariance indicated that task-oriented
coping was influenced by depression and emotionoriented coping was influenced by anxiety. Avoidanceoriented coping did not change significantly over time in
either depressive or anxiety disorders controlled for depressive and anxiety symptoms. The results of this study
suggest that depressive or anxiety symptoms and treatment phase affect coping measurement.

Introduction

The relationship between coping styles and mental disorders such as depression and anxiety has received considerable attention in a number of studies [1–6]. These
studies indicated that depressed or anxious individuals
use more emotion-oriented and fewer task-oriented coping strategies than nonsymptomatic persons. These studies were conducted using either normal subjects or a student sample. There are some reports of coping characteristics in a clinically diagnosed sample. Cronkite et al. [7]
reported that a poor-outcome group of depressed adults
was less easygoing and relied more on an avoidance coping style than remitted and normal control groups. Ravindran et al. [8] confirmed that emotion-focused coping was
correlated with the severity of the depressive affect. They
suggested a relationship between depression and emotionor avoidance-oriented coping styles.
It remains unclear whether coping with stress is a state
or trait measure. Coping behaviors have sometimes been
defined as trait and sometimes as state variables [9, 10].
Which type of variable applies is one of the principal
questions of coping theory. We need to examine the
influences of state effects on coping measures such as
depression and anxiety. One purpose of this study was to
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Table 1. Mean scores for coping measures and clinical evaluations for the diagnostic group at baseline (T1) and remission (T2)

Major depression

Anxiety disorders

Simple main effect, F

T1

T2

T1

T2

time

group

CISS
T scale
E scale
A scale

48.7
48.9
43.2

50.7
44.4
40.7

49.5
43.4
42.2

51.5
42.9
41.2

10.99**
0.84
0.07

0.65
2.52
0

Clinical evaluations
HRSD
SAS

18.3
49.4

3.4
32.6

9.2
42.2

3.6
33.4

Diagnostic group
Time by covariate, F
by time interaction
HRSD
SAS
F(1, 45)

3.58
3.15
2.43

10.81**
0.5
0.31

0.01
4.11*
0.13

Repeated-measure MANOVA: ** p ! 0.01. MANCOVA F ratio for differences over time controlled for change in symptoms: * p ! 0.05,
** p ! 0.01.

clarify the interactions between coping and changes in
symptoms in patients with major depression or anxiety
disorders using the Coping Inventory for Stressful Situations (CISS) [11], a reliable coping measure.

Subjects and Methods
Study Participants
The subjects in this study were 36 outpatients with major depressive disorder and 13 outpatients with anxiety disorders (9 with panic
disorders and 4 with generalized anxiety disorders) diagnosed using
the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition [12] at Niigata City General Hospital, Japan. Inclusion criteria were as follows: (1) patients were in remission from episodes after
4 months of regular treatment [for depressive patients, remission was
defined as a score of below 5 on the 17-item Hamilton Rating Scale
for Depression (HRSD) [13] over at least a 4-week period, and for
patients with anxiety, a score of below 39 on the Self-Rating Anxiety
Scale (SAS) [14] and nearly remitted anxiety symptoms]; (2) patients
showed no severe physical complications, psychotic features, dysthymia or manic episodes, and (3) the age of the patients ranged from 18
to 65 years. The mean age of the 49 subjects was 38.5 years (SD 12.2
years). Thirty subjects (61.2%) were female. Subjects averaged 2.4
previous episodes; the mean length of the current depressive/anxiety
episode prior to treatment was 2.8 months. We included full responders to ordinary treatment (pharmacotherapy using antidepressants
and/or anxiolytics and supportive psychotherapy). Informed consent
was obtained from all subjects.

were 15.5 and 7.0 on the HRSD, 22.8 and 9.8 on the BDI, 47.0 and
8.9 on the SAS and 59.3 and 5.8 on the GAF, respectively. At remission, the mean scores and SDs were 3.9 and 3.0 on the HRSD, 4.1
and 4.9 on the BDI, 34.4 and 8.0 on the SAS and 71.8 and 4.8 on the
GAF, respectively. The CISS is a self-rating coping measure developed by Endler and Parker [11] and consists of three coping dimensions: task oriented (T), emotion oriented (E) and avoidance oriented
(A). The reliability and validity of the Japanese version of the CISS
has been confirmed by Furukawa et al. [16].
Changes in scores for each subscale of the CISS were calculated by
subtracting the score at baseline from the remission score. Changes in
scores for the HRSD, BDI, SAS and GAF were calculated in the same
manner (scores at remission minus scores at baseline). Because the
changes in scores were statistically dependent on the initial score (the
score at baseline), we calculated residual scores for all dimensions,
and these were adjusted for the regression of the respective change in
scores on the initial score. A repeated measure of multivariate analysis of variance (MANOVA) was used to test whether scores on the
CISS changed over time. In order to control for symptomatology,
depression severity (residual change in scores on the HRSD) and
anxiety severity (residual changes in scores on the SAS) were entered
in as covariates (multivariate analysis of covariance; MANCOVA).

Results

Materials and Procedure
At baseline (the time of diagnosis) and 4 months later, the HRSD,
the Beck Depression Inventory (BDI) [15], the SAS, the Global
Assessment of Functioning (GAF) [12] and the CISS were administered to the patients (n = 49). The mean scores and SDs at baseline

Comparisons of the mean scores of the three CISS subscales between baseline and remission using repeated
MANOVA are presented in table 1. Time (baseline or
remission) was the within-subject variable and group (major depression or anxiety disorder) was the between-subject variable. The T score changed significantly over time
(F = 10.99, p ! 0.01, d.f. = 1, 45), but the simple main
effect of group and group by time interaction were not
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significant. The E and A scores did not change significantly with time or by group. We next considered whether the
changes in test scores differed according to changes in
depression or anxiety. After controlling for depression
between two occasions of testing by separating out the
residual change in the HRSD scores from changes in the
coping measures, the time by depression interaction was
significant on the T scale (F = 10.81, p ! 0.01, d.f. = 1, 43).
After controlling for anxiety (the SAS score), the time by
anxiety interaction was significant on the E scale (F =
4.11, p ! 0.05, d.f. = 1, 43).

Discussion

There are many studies which show that assessment of
personality is influenced by clinical symptoms such as
depression and anxiety [17]. Individual coping constructs
are closely related to personality, and thus state effects on
coping measures must be resolved. Many previous reports
have suggested that emotion-focused coping is strongly
related to psychopathology (e.g. relationships with the
BDI score, neuroticism and psychopathological scales of
the Minnesota Multiphasic Personality Inventory) [18,
19] and have shown that emotion-focused coping is highly
correlated with depression and anxiety in both nonclinical [20] and clinical samples [4]. It is important to clarify
the stability of coping measures and interactions with
symptomatology using longitudinal observations.
Our results on a clinical sample also indicated that T
and E scales of the CISS were associated with symptoms
and the treatment process. By multivariate analysis, the T
scale of the CISS changed significantly over time in both
the depressive and anxious patients, and it was especially
affected by changes in depressive symptoms, as analyzed
by MANCOVA. We must consider that changes in taskoriented coping may be influenced by the state effect, and

that this may have a strong relation to depressive symptoms. On the other hand, the E and A scales did not show
significant change over time by MANOVA. Only anxiety
symptoms were correlated with the E scale by MANCOVA. Emotion-oriented coping might not change in a
clinical sample compared with a normal sample possibly
because patients with depression or anxiety disorders may
naturally show higher scores on this scale. The interaction
between the E scale and anxiety was in agreement with
that found in numerous other studies. In addition, the A
scale could be generally considered as a trait measure in
both depression and anxiety disorders because the main
effect over time was not significant.
The present study indicates that the T scale changes by
treatment phase, and that depressive symptoms have a
great influence on the T score. The E score seems to be
affected by anxiety, as previous studies have suggested for
normal subjects. However, avoidance-oriented coping,
which includes social support seeking, might show more
trait characteristics. Overall, we need to consider that coping styles tend to adopt state effects with symptoms of
depression and anxiety. However, in a clinical sample,
changes in this coping by treatment phase were limited.
The major limitation of the present study lies in the inclusion of a heterogeneous sample with mixed diagnoses of
depressive and anxiety disorders. In the present study, we
wanted to know the state effect of symptoms on coping
measures, but we must mention that there would be differences between the groups in coping styles. Since there
were no comparisons with normal subjects, we do not
know whether the changes that might occur with the treatment reflect ‘normalization’ of coping, or whether they
continue to reflect pathological coping. To clarify the
interaction between coping and psychopathological symptoms or psychiatric disorders, we need to compare responders to nonresponders.
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