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Abstract

Research has documented the co-occurrence of symptoms of anxiety and depression across the 

lifespan, suggesting that these symptoms share common correlates and etiology. The present study 

aimed to examine potential specific and/or transdiagnostic correlates of symptoms of anxiety and 

depression in at-risk youth. The present study examined youth stress associated with parental 

depression and youth coping as potential correlates of symptoms of anxiety and depression in a 

sample of children of depressed parents. One hundred eighty parents with a history of depression 

and their children ages 9–15 completed measures assessing youths’ stress associated with parental 

depression (RSQ), symptoms of anxiety and depression (YSR and CBCL), and coping (RSQ). The 

results support the hypothesis that secondary control coping is a transdiagnostic correlate of 

symptoms of anxiety and depression in youth. Youth stress related to parental depression and 

primary control coping were specific correlates of youth depressive symptoms and not anxiety 

symptoms. Disengagement coping was not a significant correlate of symptoms of anxiety or 

depression in youth. Results suggest that there are both transdiagnostic and specific correlates of 

symptoms of anxiety and depression in youth. The current study provides evidence to suggest 

specific types of stress and strategies to cope with this stress demonstrate specificity to symptoms 

of anxiety and depression in high-risk offspring of depressed parents. These findings highlight the 

importance of understanding the relationship between stress, coping, and symptoms to inform 

prevention and treatment research.
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Introduction

Anxiety disorders and depression are highly prevalent in adolescence (e.g., Merikangas et al. 

2010) and show high rates of diagnostic comorbidity (e.g., Kessler et al. 2005; Moffitt et al. 
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2007). Further, dimensional approaches support the frequent co-occurrence of symptoms of 

anxiety and depression during adolescence and across the lifespan (e.g., Krueger et al. 2003; 

Seeley et al. 2011). Considerable evidence also supports the occurrence of these symptoms 

independently in youths, indicating that anxiety and depression are distinct yet related sets 

of symptoms or disorders (e.g., Achenbach et al. 2003; Boots and Wareham 2010; van Lang 

et al. 2005).

High levels of diagnostic comorbidity and symptom co-occurrence suggest that these 

symptoms may share common correlates. Identifying shared and non-shared correlates of 

these symptoms will help us to further our understanding of how and where symptoms of 

anxiety and depression converge and diverge. Identification of trans-diagnostic and specific 

correlates of symptoms of anxiety and depression could be important in understanding the 

development of symptoms and helpful in refining targets for intervention. Research has 

begun to identify correlates that may be transdiagnostic to both anxiety and depressive 

symptoms, with many studies focusing on cognitive vulnerabilities as correlates of these 

symptoms in adolescent and adult populations (e.g., Bird et al. 2013; D’Avanzato et al. 

2013; Epkins et al. 2013; McLaughlin and Nolen-Hoeksema 2011).

Current understanding of transdiagnostic and specific correlates associated with these 

symptoms in children and adolescents remains limited, and more stringent tests of 

specificity are needed to understand these associations. Unique specificity analyses provide 

a stringent test of specificity, particularly for highly correlated symptoms like anxiety and 

depression. For unique effects, a correlate must predict one set of symptoms after controlling 

for the second type of symptoms (e.g., predicting anxiety symptoms when controlling for 

depressive symptoms and vice versa; Caron et al. 2006). To further test for specificity, using 

methods described by Cohen and Cohen (1983) and utilized by Mesman and Koot (2000), 

the comparison of part correlations between a correlate and symptoms of anxiety and 

depression provides an additional criterion for specificity.

Given the high rates of co-occurring symptoms of anxiety and depression in parents with a 

history of depression and their offspring (Goodman et al. 2011; Sellers et al. 2013), this 

population offers an opportunity to study correlates of these symptoms. Offspring of 

depressed parents are at significantly greater risk for developing depression and other 

internalizing problems, including anxiety, than children of non-depressed parents (Goodman 

et al. 2011). Research suggests that parental internalizing psychopathology may be a non-

specific correlate of symptoms in their offspring (Starr et al. 2014). However, a number of 

factors associated with parental depression may or may not act as transdiagnostic correlates 

of symptoms in youth.

One path through which parental depression increases risk in offspring is exposure to stress 

in the family environment associated with parents’ depressive symptoms. Youth living with a 

depressed parent experience increased stress in their environment, driven by the 

unpredictability in interactions with their parent, and this stress is associated with increased 

internalizing problems in youth (Goodman and Gotlib 1999). In parent–child interactions, 

depressed parents’ behavior is characterized by withdrawal and intrusiveness, as well as low 

rates of positive parenting behaviors (Lovejoy et al. 2000). Depressed parents vacillate 
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between these two patterns, contributing to a negative and unpredictable family environment 

(e.g., Jaser et al. 2005). Furthermore, parental depression is associated with increased 

interparental conflict and marital discord (e.g., Hammen et al. 2004). Parental withdrawal, 

intrusiveness, and interparental conflict are related to increased symptoms of mixed anxiety/

depression in offspring of depressed parents (e.g., Fear et al. 2009; Jaser et al. 2005); 

however, distinct measures of anxiety and depression symptoms have not been examined in 

these studies. Evidence demonstrating associations between stress related to parental 

depression and symptoms of anxiety and depression in offspring suggests that, consistent 

with the broader literature on stress and psychopathology in youth (McMahon et al. 2004), 

stress associated with parental depression may be a transdiagnostic correlate of symptoms in 

youth.

Given high levels of stress in the family environment associated with parental depression, 

the way in which offspring of depressed parents cope with this stress may function as a 

source of increased risk or resilience. Coping is defined as “conscious volitional efforts to 

regulate emotion, cognition, behavior, physiology, and the environment in response to 

stressful events or circumstances” (Compas et al. 2001, p. 89). Drawing on the work of 

Weisz et al. (1994), this control-based model of coping organizes strategies into three 

categories: primary control coping (i.e., changing the stressor or acting directly upon your 

emotions), secondary control coping (i.e., adapting to the stressor), and disengagement 

coping (i.e., avoiding the stressor). Coping is associated with both internalizing and 

externalizing problems in youth (Compas et al. 2014). Increased use of both primary and 

secondary control coping has been linked to fewer internalizing symptoms and specifically 

fewer symptoms of anxiety and depression across a number of samples. Increased use of 

disengagement coping has been linked to increased symptoms in these samples (e.g., Raviv 

and Wadsworth 2010; Wads-worth and Compas 2002).

In offspring of depressed parents, symptoms of mixed anxiety/depression have consistently 

been negatively associated with secondary control coping (Dunbar et al. 2013; Fear et al. 

2009; Jaser et al. 2005). Findings associated with primary control and disengagement coping 

in offspring of depressed parents are less consistent. A number of studies have found no 

significant associations between symptoms and primary control or disengagement coping in 

this population (Fear et al. 2009; Jaser et al. 2005), while others have shown a negative 

association between symptoms and primary control coping and a positive association 

between symptoms and disengagement coping (e.g., Jaser et al. 2011).

Although there is considerable evidence to support the relationship between coping and 

symptoms in offspring of depressed parents, most studies have used measures of mixed 

symptoms, broad internalizing symptoms, or focused on depressive symptoms only. As a 

result, our understanding of how coping with the stress of parental depression may be a 

specific correlate of symptoms of anxiety versus depression is limited. Research examining 

measures of mixed anxiety/depression suggests that secondary control coping may be a 

transdiagnostic correlate of both symptoms. Less evidences exists for whether primary 

control and disengagement coping are specific or transdiagnostic correlates of symptoms in 

youth.
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The current study aims to explore whether stress associated with parental depression and 

strategies used to cope with this stress in youth demonstrate specificity to symptoms of 

anxiety and depression. Past findings examining predictors of symptoms of anxiety and 

depression inform hypotheses for the current study: (1) Youth stress associated with parental 

depressive symptoms will be a transdiagnostic correlate of symptoms of anxiety and 

depression in youth. (2) Secondary control coping will be a transdiagnostic correlate of 

symptoms of anxiety and depression in youth. Previous research does not provide consistent 

evidence for primary control and disengagement coping as either specific or transdiagnostic 

correlates of symptoms in youth; analyses of these two types of coping were considered 

exploratory.

Method

Participants

The sample for the current study was drawn from a sample of 180 families with 242 children 

(121 boys, 121 girls) ages of 9–15 years from the area in and around two cities in 

southeastern and northeastern U.S. Parents met criteria for at least one episode of MDD 

during the lifetime of their child(ren) and met the following criteria: (a) parent had no 

history of bipolar I, schizophrenia, or schizoaffective disorders and did not meet current 

criteria for alcohol or substance use; (b) children had no history of autism spectrum 

disorders, intellectual disability, bipolar I disorder, or schizophrenia; and (c) children did not 

currently meet criteria for MDD, conduct disorder or substance/alcohol abuse. One child 

was randomly selected from each multiple-child family for analyses to address the possible 

non-independence of children within the same family. The final sample included 180 parents 

(88.9 % female; Mage = 41.96) and 180 children (49.4 % female; Mage = 11.46, SD = 2.00). 

Of the parents and children, 82.2 % were Caucasian, 11.7 % African American, 2.2 % 

Hispanic, 1.1 % Asian, 0.6 % American Indian or Alaska Native, and 2.2 % mixed race/

ethnicity. Annual family income ranged from less than $5,000 to over $180,000 (median 

income = $40,000). Of parents, 61.7 % were married, 21.7 % divorced, 5.0 % separated, 

1.1 % widowed, and 10.6 % never married. Twenty-seven percent of parents were in 

currently depressed at the time of assessment and 73 % were not in episode at the time of the 

baseline assessment. At baseline, 82 % of parents reported experiencing multiple episodes of 

depression during the youth’s lifetime (median number of episodes = 3), 15 % of parents 

reported experiencing a single episode in the youth’s lifetime, and 2.7 % of parents reported 

dysthymia in the youth’s lifetime.

Procedure

Participants were enrolled in a study testing the efficacy of a family group cognitive-

behavioral intervention to prevent depression in offspring of parents with a history of MDD. 

Informed consent was obtained from all parents and assent was obtained from all youth. 

Baseline data are utilized in the current study.

Measures

Youth Symptoms of Anxiety and Depression—Parents completed the Child 

Behavior Checklist (CBCL; Achenbach and Rescorla 2001) about their child. The CBCL 
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includes a 118-item checklist of problem behaviors during the previous 6 months. Youths 

completed the Youth Self Report (YSR; Achenbach and Rescorla 2001), the self-report 

version of the CBCL for adolescents 11–18 years of age. Children who were 9 or 10 years of 

age completed the YSR to allow for complete data on all measures. The CBCL and YSR 

assess a number of problem areas in youth, including anxiety, depression, oppositional 

behaviors, and attention, and reliability and validity of the CBCL and YSR are well 

established.

The DSM Affective Problems and Anxiety Problems scales were selected for analyses. 

These scales were derived based on items that reflect DSM symptoms of depression and 

anxiety disorders. The Affective Problems scale is comprised of 13 items, including 

symptoms such as sadness, sleep problems, and feelings of worthlessness. The Anxiety 

Problems scale includes 6 items assessing symptoms such as nervousness, fears, and 

worries. The DSM-oriented scales have demonstrated strong test-retest reliability, internal 

consistency, and cross-informant agreement (Achenbach et al. 2003), and good convergent 

and divergent validity (Nakamura et al. 2009). These scales are correlated with diagnoses 

targeted by each DSM scale (Ebesutani et al. 2010), and the Anxiety and Affective Problems 

scales have predicted their target diagnoses (Ferdinand 2008). Internal consistency reliability 

for the current sample was α = .71 for the CBCL Affective Problems scale; α = .64 for the 

CBCL Anxiety Problems scale; α = .78 for the YSR Affective Problems scale; and α = .71 

for the YSR Anxiety Problems scale.

Youth Stress Associated with Parental Depression and Youth Coping—Parents 

and their children completed the parental depression version of the Responses to Stress 

Questionnaire (RSQ; Connor-Smith et al. 2000), a self-report measure of youth stress related 

parental depression and how children cope with this stress. The RSQ consists of two 

sections—frequency of stressful events related to parental depression in the past 6 months 

and how the child responds to those stressors. The RSQ demonstrates excellent reliability 

and validity (Connor-Smith et al. 2000). In the first section, 12 stressful events capturing 

three areas of parent behavior affected by parental depression (inter-parental conflict, 

withdrawal, and intrusiveness) are assessed. Items are rated on a scale from 1 to 4 that 

indicates the frequency with which the child experiences these stressors. Pro-rated scores 

were calculated for the total stress score in order to account for missing items.

The second portion of the RSQ includes 57 items assessing how often the child engaged in 

or enacted specific coping responses in the past 6 months. A five-factor model on the ways 

in which youths cope with and respond to stress has been established and supported by 

confirmatory factor analyses across diverse samples of adolescents reporting on a wide range 

of stressors (e.g., Benson et al. 2011; Compas et al. 2006; Connor-Smith et al. 2000; 

Wadsworth et al. 2004; Yao et al. 2010). The five factors include three coping factors and 

two stress reactivity factors. The present study focuses on the three coping factors: primary 

control coping (i.e., problem solving, emotional expression, emotional modulation), 

secondary control coping (i.e., cognitive restructuring, positive thinking, acceptance, 

distraction), and disengagement coping (i.e., avoidance, denial, wishful thinking). Proportion 

scores were used to control for response bias and individual differences in base rates of item 

endorsement. Proportion scores are calculated by taking the total score for a factor and 
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dividing by the RSQ total score (e.g., Osowiecki and Compas 1999; Vitaliano et al. 1987). 

Internal consistencies for the current sample were α = .77 for RSQ primary control coping, 

α = .73 for secondary control coping, and α = .79 for disengagement coping.

Parent Symptoms of Depression—Parents completed the Beck Depression Inventory-

II (BDI-II; Beck et al. 1996; Steer et al. 2001), a widely used 21-item self-report measure 

assessing depressive symptoms over the previous 2 weeks. The BDI-II assesses depressive 

symptoms on a scale from 0 (no change/not at all) to 3 (significant change/severely). The 

internal consistency in the current sample was α = .93.

Data Analyses

Consistent with previous research (e.g., Compas et al. 2010; Dunbar et al. 2013; Watson et 

al. 2014), composite variables were created from parent and youth reports of stress related to 

parental depression, coping, and symptoms of anxiety and depression by converting scores 

to standardized scores (z-scores) and calculating the mean of the parent and youth z-scores 

for each variable. Means and standard deviations for youth symptoms of anxiety and 

depression, youth coping, and total stress related to parental depression were calculated. 

Bivariate Pearson’s correlations were calculated to examine associations between symptoms, 

coping, and total stress for both composite and parent and child report. Linear multiple 

regression analyses were conducted to examine the extent to which total youth stress related 

to parental depression and youth coping demonstrate specificity to youth symptoms of 

anxiety versus depression. The part (semi-partial) correlations were compared using Fisher’s 

z test to confirm findings from the linear multiple regression analyses for the between-

subjects specificity of youth stress and coping to symptoms of anxiety and depression. 

Because the sample relied on parent depression history in the child’s lifetime, parents’ 

depressive symptoms at the time of assessment were included as a control in regression 

analyses.

Results

For the purposes of describing the sample and allowing for comparison to other studies, 

means and standard deviations for youth symptoms of anxiety and depression, youth coping, 

and youth total stress scores are presented in Table 1. As expected in this at-risk sample, 

youth depressive symptoms as measured by the YSR Affective Problems Scale (mean T = 

64.54) and the CBCL Affective Problems scale (mean T = 60.43) reflected moderate levels 

of depressive symptoms. Similarly, youth Anxiety Problems on the YSR (mean T = 55.36) 

and CBCL (mean T = 58.22) were moderately elevated. Parents’ depressive symptoms as 

measured by the BDI-II ranged from 0 to 52.5, with a mean score of 19.23 (SD = 12.58). 

Scores between 13 and 19 are in the mild range on the BDI, and scores 20 and above are in 

the moderate to severe range.

Correlational analyses were conducted to examine the associations between youth anxiety 

and depressive symptoms, total stress, and child coping. First, correlations were examined 

between parent and youth report. Parent and youth report on total stress associated with 

parental depression, primary control, secondary control, and disengagement coping, and 

symptoms of anxiety and depression were all significantly correlated and ranged from .17 
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to .43. Next, correlations were examined for the composite of parent and youth report on 

symptoms, stress, and coping (see Table 2). Youth stress related to parental depression was 

significantly associated with symptoms of anxiety and Additionally, youth stress related to 

parental depression was significantly associated with primary control, secondary control, 

and disengagement coping. Youth primary control coping was significantly negatively 

associated with symptoms of anxiety and depression. Secondary control coping was also 

significantly negatively associated with youth anxiety and depression. Youth disengagement 

coping was positively associated with youth depressive symptoms, but not anxiety 

symptoms. Fisher’s z tests were performed to analyze differences in the strength of the 

correlation between youth symptoms and the hypothesized correlates. Youth depressive 

symptoms were more strongly associated with primary control coping (z = 3.44, p < .001), 

disengagement coping (z = 2.63; p <.01), and stress associated with parental depression (z = 

2.71, p < .01) than was youth anxiety. In addition, parental depressive symptoms were 

significantly correlated with youth anxiety (r = .18, p < .05) and depressive symptoms (r = .

36, p < .01).

Linear regressions to examine the whether youth stress from parental depression and youth 

coping were significant and unique predictors of symptoms of anxiety and depression are 

presented in Table 3. Youth stress associated with parental depression and youth primary and 

secondary control coping were significant independent predictors after accounting for youth 

anxiety symptoms. Disengagement coping was not a significant unique predictor of youth 

depressive symptoms. Youth anxiety symptoms were also a significant predictor of youth 

depressive symptoms. In total, youth stress associated with parental depression, primary and 

secondary control coping, and anxiety symptoms accounted for 49 % of the variance in 

youth depressive symptoms. In addition, current parent depressive symptoms were a 

significant predictor of youth depressive symptoms, indicating higher self-reported 

depressive symptoms in the parent predicted higher levels of depressive symptoms in the 

child.

Only youth secondary control coping and youth depressive symptoms were significant 

unique predictors of youth anxiety symptoms. Youth stress associated with parental 

depression, primary control coping, and disengagement coping were not significant 

predictors of youth anxiety symptoms. Youth secondary control coping and depressive 

symptoms accounted for 39 % of the variance in youth anxiety symptoms. Parent self-

reported depressive symptoms did not significantly predict youth anxiety symptoms.

Part correlations were compared as a second test of specificity of the hypothesized 

predictors (Lee and Preacher 2013). Analyses confirmed findings from the linear regression 

analyses, demonstrating that the part correlation between primary control coping (z = −2.37; 

p <.01) and youth depressive symptoms was significantly stronger than the part correlation 

between primary control coping and youth anxiety symptoms. However, Fishers z test 

indicates that the part correlation between total stress associated with parental depression 

and youth depressive symptoms was not significantly different than total stress and anxiety 

symptoms (z = 0.94; p = .16). Additionally, the part correlation between youth secondary 

control coping (z = −0.85; p = .20) and youth depressive and anxiety symptoms was not 

significantly different, confirming findings from the regression analyses.
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Discussion

The present study confirmed previous work showing that anxiety and depressive symptoms 

are highly correlated but separable sets of symptoms in youth. The high correlation between 

the Anxiety and Affective Problems scales in this study is similar to other studies (e.g., 

Achenbach et al. 2005; Boots and Wareham 2010). Further, specificity analyses found that 

while some correlates of symptoms of anxiety and depression are transdiagnostic, others 

demonstrate specificity to symptoms of anxiety or depression.

Similar to previous research with this population (e.g., Jaser et al. 2005), bivariate 

correlational analyses indicated youth stress associated with parental depression was 

associated with higher symptoms of both anxiety and depression. Contrary to our 

hypothesis, youth stress associated with parental depression demonstrated specificity to 

symptoms of depression but not anxiety in linear regression analyses. However, in a third 

more stringent test of specificity, there were no differences between the part correlations of 

symptoms of depression or anxiety and stress associated with parental depression. Previous 

research supports stress as a non-specific correlate of psychopathology across the lifespan 

(Hammen 2005; McMahon et al. 2004; Monroe and Reid 2009). However, the current study 

examined stress specific to living with a depressed parent, rather than general life stress. 

Given substantial research to support specific biological and cognitive risk factors for 

depression, these risk factors may predispose youth to be uniquely vulnerable to the type of 

stress created by parental depression (e.g., Conway et al. 2014; Hankin et al. 2004, 2012; 

Vrshek-Schallhorn et al. 2013). These findings suggest that examining more distinct types of 

stress experienced by youth (e.g., stress specific to parental depression), rather than general 

overall life stress, may further inform our understanding of how stress is associated with 

symptoms of psychopathology in a sample of youth of depressed parents.

In bivariate analyses, higher reported primary control coping in the face of stress associated 

with parental depression was associated with lower reported anxiety and depressive 

symptoms. In specificity analyses, primary control coping in response to stress due to 

parental depression was associated with symptoms of depression but not anxiety. Previous 

studies showed varied evidence for primary control coping as a correlate of mixed anxiety/

depression symptoms in offspring of depressed parents (e.g., Fear et al. 2009; Jaser et al. 

2005, 2011). Given that primary control coping was found to be a specific correlate of 

depressive symptoms, this may account for mixed findings across studies using a mixed 

anxiety/depression measure. Primary control coping reflects strategies that involve taking 

action to change the stressful situation or one’s emotions associated with the stressful 

situation. The active component of primary control coping strategies may parallel the 

process of behavioral activation, which has been supported as an effective treatment for 

depressive symptoms but not symptoms of anxiety (e.g., Sturmey 2009). Primary control 

coping also involves the modulation of and controlled expression of emotions, which may be 

particularly important in coping with the stress associated with parental depression.

As hypothesized, in both bivariate and specificity analyses, secondary control coping was a 

transdiagnostic correlate of symptoms in youth. Analyses replicate prior studies that show 

secondary control coping is related to lower internalizing symptoms (e.g., Compas et al. 
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2010; Fear et al. 2009; Jaser et al. 2005). Secondary control coping reflects strategies that 

involve altering or adapting the self to a stressful situation, including cognitive reappraisal 

and positive thinking. Automatic negative cognitions have been shown to predict both 

symptoms of anxiety and depression (e.g., Bird et al. 2013). Therefore, using strategies to 

reframe or manage those negative thoughts through secondary control coping may decrease 

symptoms in youth at high risk for depression. In addition, parental depression is 

experienced as relatively uncontrollable, suggesting that secondary control coping may be a 

particularly important strategy for children of depressed parents when coping with the stress 

associated with their parent’s depression. Findings from Compas et al. (2010) demonstrated 

that secondary control coping mediated the impact of a preventive intervention for children 

of depressed parents on internalizing symptoms in youth. The present study further suggests 

that secondary control coping may be an important target for transdiagnostic interventions 

for anxiety and depression.

Findings for disengagement coping as a predictor of symptoms of anxiety and depression in 

youth were mixed. In bivariate correlations, youth depressive symptoms and disengagement 

coping were positively correlated. Symptoms of anxiety were not significantly correlated 

with disengagement coping at this level. In linear regression analyses, disengagement coping 

was not a significant predictor of either symptom in youth. Disengagement coping includes 

strategies of orienting away from a stressful situation. While these strategies intuitively 

appear to be strategies that would exacerbate internalizing symptoms, these findings suggest 

that in the presence of primary and secondary control coping, disengagement coping in 

response to stress associated with parental depression is not a significant correlate of 

symptoms in youth. Further research is needed to explore this relationship in the context of 

more adaptive coping strategies. Exploration of potential moderators of the effects of 

disengagement coping will be an important next step in order to understand whether these 

strategies may work or be more harmful for some groups but not others.

The present study has several limitations. First, the sample was based on parents’ depression 

history. Although parents experienced heightened levels of anxiety symptoms in this sample, 

no parents in the sample had a history of anxiety only. In future research it will be important 

to include a sample of parents with a history of anxiety only, depression only, and both 

anxiety and depression to best test specificity to youth outcomes. In addition, the Affective 

Problems and Anxiety Problems scales are comprised of 13- and 6-items, respectively. The 

alphas for these scales ranged from .64 to .78, with only the parent report on the child’s 

anxiety problems falling below the acceptable range (α <.70). These coefficients are within 

the range of those reported by Achenbach and Rescorla (2001). Given that alpha is a 

function of the number of items per scale, it is not surprising that the Anxiety Problems scale 

demonstrated lower reliability when compared to the Affective Problems scale. Future 

research may benefit from using additional measures of symptoms of anxiety that capture a 

wider range of symptoms or include a greater number of items. Further, the RSQ parental 

depression version probes for ways in which youth cope with parental depression, an 

uncontrollable source of stress in their lives. Secondary control coping includes strategies 

that are most useful in situations that are uncontrollable; therefore, secondary control coping 

may show stronger associations with uncontrollable stressors (e.g., depression) than 

controllable ones. Additional tests of the specificity of secondary control coping as it relates 
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to symptoms of anxiety and depression in controllable stressful situations are needed to 

strengthen these findings. Finally, the present study examined cross-sectional relations 

among symptoms and their correlates. Cross-sectional analyses provide an important first 

step in understanding specificity in coping and symptoms of anxiety and depression in this 

sample of high-risk youth. However, causality cannot be inferred from these analyses. In 

order to better understand the relationship between these mechanisms of risk and symptoms 

in youth, the next step in this research are prospective studies. Although it is plausible that 

coping may be a risk or protective factor for symptoms in children and adolescents, it is also 

plausible that symptoms of anxiety and depression in youth may impact youth’s ability to 

effectively employ adaptive coping strategies. Therefore, longitudinal studies are needed to 

allow for causal inferences to be made regarding the relationship between stress, coping, and 

symptoms.

Identifying specific and transdiagnostic correlates of depression and anxiety symptoms in 

youth has important implications for prevention and treatment. The field has moved toward 

the development of promising transdiagnostic treatments for youth anxiety and depression 

(e.g., Craske 2012; Ehrenreich-May and Bilek 2012). Transdiagnostic treatments may offer a 

number of benefits over disorder-specific approaches, including the potential to better 

address comorbidity in youth and a consolidation of resources for clinicians in real world 

settings. Although these symptoms frequently co-occur and have potentially shared 

mechanisms of risk, it is important to also recognize that these symptoms also have specific 

factors that may impact intervention. Additionally, findings inform specific risk and 

protective factors for depressive symptoms in youth, suggesting that youth experiencing 

elevated depressive symptoms may uniquely benefit from learning certain coping skills. 

While transdiagnostic treatment protocols may address a number of useful skills for both 

symptoms of anxiety and depression in youths, specific predictors of symptoms in youth 

should not be overlooked. Future work that focuses on the use of stringent tests of specificity 

to identify those mechanisms that are truly transdiagnostic versus specific will inform our 

understanding of the development, prevention, and treatment of these problems in youth. 

The current study provides evidence to suggest specific types of stress and the use of 

primary and secondary control strategies to cope with this stress demonstrate specificity to 

symptoms of anxiety and depression in high-risk children and adolescents. These findings 

highlight the importance of understanding the relationship between stress, coping, and 

symptoms in order to inform prevention and treatment research.

References

Achenbach TM, Bernstein A, Dumenci L. DSM-oriented scales and statistically based syndromes for 
ages 18 to 59: Linking taxonomic paradigms to facilitate multitaxonomic approaches. Journal of 
Personality Assessment. 2005; 84:49–63. [PubMed: 15639767] 

Achenbach TM, Dumenci L, Rescorla LA. DSM-oriented and empirically based approaches to 
constructing scales from the same item pools. Journal of Clinical Child and Adolescent Psychology. 
2003; 32:328–340. [PubMed: 12881022] 

Achenbach, TM., Rescorla, LA. Manual for the ASEBA school-age forms and profiles. Burlington, 
VT: University of Vermont, Research Center for Children, Youth, and Families; 2001. 

Beck AT, Steer RA, Ball R, Ranieri WF. Comparison of Beck Depression Inventories 1A and II in 
psychiatric outpatients. Journal of Personality Assessment. 1996; 67:588–597. [PubMed: 8991972] 

Bettis et al. Page 10

J Child Fam Stud. Author manuscript; available in PMC 2017 August 07.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Benson MA, Compas BE, Layne CM, Vandergrift N, Pašalić H, Katalinksi R, Pynoos RS. 
Measurement of post-war coping and stress responses: A study of Bosnian adolescents. Journal of 
Applied Developmental Psychology. 2011; 32:323–335.

Bird T, Mansell W, Dickens C, Tai S. Is there a core process across depression and anxiety? Cognitive 
Therapy and Research. 2013; 37:307–323.

Boots DP, Wareham J. Does controlling for comorbidity matter? DSM-Oriented scales and violent 
offending in Chicago youth. Aggressive Behavior. 2010; 35:1–17.

Caron A, Weiss B, Harris V, Catron T. Parenting behavior dimensions and child psychopathology: 
Specificity, task dependency, and interactive relations. Journal of Clinical Child & Adolescent 
Psychology. 2006; 35:34–45. [PubMed: 16390301] 

Cohen, J., Cohen, P. Applied multiple regression/correlation analyses for the behavioral science. 
Hillsdale, NJ: Erlbaum; 1983. 

Compas BE, Boyer MC, Stanger C, Colletti RB, Thomsen AH, Dufton LM, Cole DA. Latent variable 
analysis of coping, anxiety/depression, and somatic symptoms in adolescents with chronic pain. 
Journal of Consulting and Clinical Psychology. 2006; 74:1132–1142. [PubMed: 17154742] 

Compas BE, Champion JE, Forehand R, Cole DA, Reeslund KL, Roberts L. Coping and parenting: 
Mediators of 12-month outcomes of a group cognitive-behavioral preventive intervention with 
families of depressed parents. Journal of Consulting and Clinical Psychology. 2010; 78:623–634. 
[PubMed: 20873898] 

Compas BE, Connor-Smith JK, Saltzman H, Thomsen AH, Wadsworth ME. Coping with stress during 
childhood and adolescence: Problems, progress, and potential in theory and research. 
Psychological Bulletin. 2001; 127:87–127. [PubMed: 11271757] 

Compas BE, Jaser S, Dunbar JP, Watson KH, Bettis AH, Gruhn M, Williams EK. Coping and emotion 
regulation from childhood to early adulthood: Points of convergence and divergence. Australian 
Journal of Psychology. 2014; 66:71–81. [PubMed: 24895462] 

Connor-Smith J, Compas BE, Wadsworth ME, Thomsen AH, Saltzman H. Responses to stress in 
adolescence: Measurement of coping and involuntary stress responses. Journal of Consulting and 
Clinical Psychology. 2000; 68:976–992. [PubMed: 11142550] 

Conway CC, Slavich GM, Hammen C. Dysfunctional attitudes and affective responses to daily 
stressors: Separating cognitive, genetic, and clinical influences on stress reactivity. Cognitive 
Therapy and Research. 2014; doi: 10.1007/s10608-014-9657-1

Craske MG. Transdiagnostic treatment for anxiety and depression. Depression and Anxiety. 2012; 
29:749–753. [PubMed: 22949272] 

D’Avanzato C, Joormann J, Siemer M, Gotlib IH. Emotion regulation in depression and anxiety: 
Examining diagnostic specificity and stability of strategy use. Cognitive Therapy and Research. 
2013; 37:968–980.

Dunbar JP, McKee L, Rakow A, Watson KH, Forehand R, Compas BE. Coping, negative cognitive 
style and depressive symptoms in children of depressed parents. Cognitive Therapy and Research. 
2013; 37:18–28.

Ebesutani C, Bernstein A, Nakamura BJ, Chorpita BF, Higa-McMillan C, Weisz JR. Concurrent 
validity of the child behavior checklist DSM-oriented scales: Correspondence with DSM 
diagnoses and comparison to syndrome scales. Journal of Psychopathology and Behavioral 
Assessment. 2010; 32:373–384. [PubMed: 20700377] 

Ehrenreich-May J, Bilek EL. The development of a transdiagnostic, cognitive behavioral group 
intervention for childhood anxiety disorders and co-occurring depression symptoms. Cognitive and 
Behavioral Practice. 2012; 19:41–55.

Epkins CC, Gardner CC, Scanlon N. Rumination and anxiety sensitivity in preadolescent girls: 
Independent, combined, and specific associations with depressive and anxiety symptoms. Journal 
of Psychopathology and Behavioral Assessment. 2013; 35:540–551.

Fear J, Forehand R, Colletti C, Roberts L, Champion J, Reeslund K, Compas BE. Parental depression 
and interparental conflict: Adolescents’ self-blame and coping responses. Journal of Family 
Psychology. 2009; 23:762–766. [PubMed: 19803612] 

Ferdinand RF. Validity of the CBCL/YSR DSM-IV scales anxiety problems and affective problems. 
Journal of Anxiety Disorders. 2008; 22:126–134. [PubMed: 17321103] 

Bettis et al. Page 11

J Child Fam Stud. Author manuscript; available in PMC 2017 August 07.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Goodman SH, Gotlib IH. Risk for psychopathology in the children of depressed mothers: A 
developmental model for understanding mechanisms of transmission. Psychological Review. 1999; 
106:458–490. [PubMed: 10467895] 

Goodman SH, Rouse MH, Connell AM, Broth MR, Hall CM, Heyward D. Maternal depression and 
child psychopathology: A meta-analytic review. Clinical Child and Family Psychology Review. 
2011; 14:1–27. [PubMed: 21052833] 

Hammen C. Stress and depression. Annual Review of Clinical Psychology. 2005; 1:293–319.

Hammen C, Brennan PA, Shih JH. Family discord and stress predictors of depression and other 
disorders in adolescent children of depressed and nondepressed women. Journal of the American 
Academy of Child and Adolescent Psychiatry. 2004; 43:994–1002. [PubMed: 15266194] 

Hankin BL. Future directions in vulnerability to depression among youth: Integrating risk factors and 
processes across multiple levels of analysis. Journal of Clinical Child & Adolescent Psychology. 
2012; 41:695–718. [PubMed: 22900513] 

Hankin BL, Abramson LY, Miller N, Haeffel GJ. Cognitive vulnerability-stress theories of depression: 
Examining affective specificity in the prediction of depression versus anxiety in three prospective 
studies. Cognitive Therapy and Research. 2004; 28:309–345.

Jaser SS, Champion JE, Dharamsi KR, Riesing MM, Compas BE. Coping and positive affect in 
adolescents of mothers with and without a history of depression. Journal of Child and Family 
Studies. 2011; 20:353–360. [PubMed: 21731408] 

Jaser SS, Langrock AM, Keller G, Merchant MJ, Benson M, Compas BE. Coping with the stress of 
parental depression II: Adolescent and parent reports of coping and adjustment. Journal of Clinical 
Child and Adolescent Psychology. 2005; 34:193–205. [PubMed: 15677293] 

Kessler RC, Berglund P, Demler O, Jin R, Walters EE. Lifetime prevalence and age-of-onset 
distributions of DSM-IV disorders in the National Comorbidity Survey Replication. Archives of 
General Psychiatry. 2005; 62:593–602. [PubMed: 15939837] 

Krueger RF, Chentsova-Dutton YE, Markon KE, Goldberg D, Ormel J. A cross-cultural study of the 
structure of comorbidity among common psychopathological syndromes in the general health care 
setting. Journal of Abnormal Psychology. 2003; 112:437–447. [PubMed: 12943022] 

Lee, IA., Preacher, KJ. Calculation for the test of the difference between two dependent correlations 
with one variable in common. 2013 Sep. [Computer software]. http://quantpsy.org

Lovejoy MC, Graczyk PA, O’Hare E, Neuman G. Maternal depression and parenting behavior: A 
meta-analytic review. Clinical Psychology Review. 2000; 20:561–592. [PubMed: 10860167] 

McLaughlin KA, Nolen-Hoeksema S. Rumination as a transdiagnostic risk factor in depression and 
anxiety. Behaviour Research and Therapy. 2011; 29:186–193.

McMahon SD, Grant KE, Compas BE, Thurm AE, Ey S. Stress and psychopathology in children and 
adolescents: Is there evidence of specificity? Journal of Child Psychology and Psychiatry. 2004; 
44:107–133.

Merikangas KR, He J, Burstein M, Swanson SA, Avenevoli S, Cui L, et al. Lifetime prevalence of 
mental disorders in U.S. adolescents: Results from the National Comorbidity Survey Replication—
Adolescent Supplement (NCS-A). Journal of the American Academy of Child and Adolescent 
Psychiatry. 2010; 49:980–989. [PubMed: 20855043] 

Mesman J, Koot HM. Common and specific correlates of preadolescent internalizing and externalizing 
psychopathology. Journal of Abnormal Psychology. 2000; 109:428–437. [PubMed: 11016112] 

Moffitt TE, Harrington H, Caspi A, Kim-Cohen J, Goldberg D, Gregory AM, Poulton R. Depression 
and generalized anxiety disorder: Cumulative and sequential comorbidity in a birth cohort 
followed prospectively to age 32 years. Archives of General Psychiatry. 2007; 64:651–660. 
[PubMed: 17548747] 

Monroe SM, Reid MW. Life stress and major depression. Current Directions in Psychological Science. 
2009; 18(2):68–72.

Nakamura BJ, Ebesutani C, Bernstein A, Chorpita BF. A psychometric analysis of the Child Behavior 
Checklist DSM-oriented scales. Journal of Psychopathology and Behavioral Assessment. 2009; 
31:178–189.

Osowiecki D, Compas BE. A prospective study of coping, perceived control, and psychological 
adaptation to breast cancer. Cognitive Therapy and Research. 1999; 23:169–180.

Bettis et al. Page 12

J Child Fam Stud. Author manuscript; available in PMC 2017 August 07.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://quantpsy.org


Raviv T, Wadsworth ME. The efficacy of a pilot prevention program for children and caregivers coping 
with economic strain. Cognitive Therapy and Research. 2010; 34:216–228.

Seeley JR, Kosty DB, Farmer RF, Lewinsohn PM. The modeling of internalizing disorders on the basis 
of patterns of lifetime comorbidity: Associations with psychosocial functioning and psychiatric 
disorders among first-degree relatives. Journal of Abnormal Psychology. 2011; 120:308–321. 
[PubMed: 21401216] 

Sellers R, Collishaw S, Rice F, Thaper AK, Potter R, Thapar A. Risk of psychopathology in adolescent 
offspring of mothers with psychopathology and recurrent depression. The British Journal of 
Psychiatry. 2013; 202:108–114. [PubMed: 23060622] 

Starr LR, Conway CC, Hammen CL, Brennan PA. Transdiagnostic and disorder-specific models of 
intergenerational transmission of internalizing psychopathology. Psychological Medicine. 2014; 
44:161–172. [PubMed: 23663355] 

Steer RA, Brown GK, Beck AT, Sanderson WC. Mean Beck Depression Inventory–II scores by 
severity of major depressive disorder. Psychological Reports. 2001; 88:1075–1076. [PubMed: 
11597055] 

Sturmey P. Behavioral activation is an evidence-based treatment for depression. Behavior 
Modification. 2009; 33:818–829. [PubMed: 19933444] 

van Lang, Natasja DJ., Ferdinand, RF., Oldehinkel, AJ., Ormel, J., Verhulst, FC. Concurrent validity of 
the DSM-IV scales affective problems and anxiety problems of the youth self-report. Behaviour 
Research and Therapy. 2005; 43:1485–1494. [PubMed: 16159590] 

Vitaliano PP, Maiuro RD, Russo J, Becker J. Raw versus relative scores in the assessment of coping 
strategies. Journal of Behavioral Medicine. 1987; 10:1–18. [PubMed: 3585998] 

Vrshek-Schallhorn S, Mineka S, Zinbarg RE, Craske MG, Griffith JW, Adam EK. Refining the 
candidate environment: Interpersonal stress, the serotonin transporter polymorphism, and gene-
environment interactions in major depression. Clinical Psychological Science. 2013; 2:235–248. 
[PubMed: 27446765] 

Wadsworth ME, Compas BE. Coping with family conflict and economic strain: The adolescent 
perspective. Journal of Research on Adolescence. 2002; 12:243–274.

Wadsworth ME, Rieckmann T, Benson MA, Compas BE. Coping and responses to stress in Navajo 
adolescents: Psychometric properties of the responses to stress questionnaire. Journal of 
Community Psychology. 2004; 32:391–411.

Watson KH, Dunbar JP, Thigpen J, Reising MM, Hudson K, McKee L, et al. Observed parental 
responsiveness/warmth and children’s coping: Cross-sectional and prospective relations in a 
family depression preventive intervention. Journal of Family Psychology. 2014; 28:278–286. 
[PubMed: 24773219] 

Weisz JR, McCabe MA, Dennig MD. Primary and secondary control among children undergoing 
medical procedures: Adjustment as a function of coping style. Journal of Consulting and Clinical 
Psychology. 1994; 62:324–332. [PubMed: 8201070] 

Yao S, Xiao J, Zhu X, Zhang C, Auerbach RP, Mcwhinnie CM, Wang C. Coping and involuntary 
responses to stress in Chinese university students: Psychometric properties of the responses to 
stress questionnaire. Journal of Personality Assessment. 2010; 92:356–361. [PubMed: 20552510] 

Bettis et al. Page 13

J Child Fam Stud. Author manuscript; available in PMC 2017 August 07.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Bettis et al. Page 14

Table 1

Means and standard deviations for measures of youth depressive symptoms, anxiety symptoms, stress related 

to parental depression, and coping

Youth symptoms Mean Standard deviation

Self-report depressive symptoms (YSR) 56.54 7.39

Self-report anxiety symptoms (YSR) 55.36 6.98

Parent-report depressive symptoms (CBCL) 60.43 8.04

Parent-report anxiety symptoms (CBCL) 58.22 7.76

Youth stress related to parental depression

 Self-report total stress (RSQ) 9.73 6.27

 Parent report total stress (RSQ) 13.05 5.58

Youth coping

 Self-report primary control coping (RSQ) .17 .04

 Self-report secondary control coping (RSQ) .23 .05

 Self-report disengagement coping (RSQ) .20 .03

 Parent-report primary control coping (RSQ) .17 .04

 Parent-report secondary control coping (RSQ) .21 .05

 Parent-report disengagement coping (RSQ) .20 .03

YSR Youth Self Report, CBCL Child Behavior Checklist, RSQ Responses to Stress Questionnaire
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