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ab s t r a c t
It is important for prevention efforts and for designing appropriate interventions to identify people at risk
of depression while considering cognitive coping and individual characteristics. This study with 334
French adults examined the ways in which people may combine the use of several cognitive coping strategies and investigated whether depression, self-esteem, and state- and trait-anxiety would differ across
distinctive cognitive coping proﬁles. A two-phased cluster analytic plan was employed to derive clusters
of cognitive coping proﬁles. We identiﬁed three proﬁles that differed according to the levels of depression, self-esteem, and state- and trait-anxiety. Research should therefore not focus on a single cognitive
coping strategy, but on all cognitive coping strategies that are used simultaneously to investigate the
relation between cognitive coping and emotional problems. Cognitive coping proﬁles provided a deeper
understanding of how different individuals cope with negative and unpleasant events, and they allowed
us to identify targeted groups that are most likely to beneﬁt from speciﬁc mental health promotion and
prevention campaigns.

1. Introduction
Coping is of critical importance to mental health and psychological well-being (Miller, Brody, & Summerton, 1988). The ways in
which people deal with stress can reduce or amplify the effects
of adverse life events and conditions not just on emotional distress
and short-term functioning, but also on the development of longterm mental health problems, such as depression (Skinner, Edge,
Altman, & Sherwood, 2003). Although coping has been receiving
increasing empirical attention, potentially important individual
differences in preferred coping proﬁle have yet to be investigated
more thoroughly.

mental health (Garnefski & Kraaij, 2006a). A deﬁciency in cognitive
coping skills increases vulnerability to depression (Haaga, Thorndike, Friedman-Wheeler, Pearlman, & Wernicke, 2004). Therefore,
this study focused speciﬁcally on the role of cognitive coping strategies in vulnerability to depression (Garnefski, Kraaij, & Spinhoven,
2001). In the literature, nine conceptually different cognitive coping strategies have been distinguished, including four maladaptive
strategies of Self-blame, Other-blame, Rumination, and Catastrophizing, and ﬁve adaptive strategies of Putting into Perspective, Positive Refocusing, Positive Reappraisal, Acceptance, and Planning
(Garnefski & Kraaij, 2006b; Garnefski et al., 2001).
1.2. Cognitive coping and psychological adjustment

1.1. Cognitive coping
Coping is a multidimensional construct that encompasses both
cognitive and behavioral regulatory processes to manage the internal and external demands encountered during a speciﬁc stressful
situation (Lazarus & Folkman, 1984). The speciﬁc thoughts or
cognitions by means of which people regulate their emotions in
response to negative life events are assumed to be important for
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68.
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Previous research suggests that cognitive coping is linked to
indicators of low psychological adjustment associated with anxiety
and depression symptoms (Garnefski, Legerstee, Kraaij, Van den
Kommer, & Teerds, 2002; Garnefski, Teerds, Kraaij, Legerstee, &
Van den Kommer, 2004; Garnefski et al., 2001). In general, the results suggest that people who use strategies such as Rumination,
Catastrophizing and Self-blame may be more vulnerable to emotional problems compared to those who do not use these strategies. Furthermore, those who use cognitive coping strategies such
as Positive Reappraisal may be less vulnerable. As cognitive processes play a signiﬁcant role in the development, maintenance,
and exacerbation of depression and anxiety symptoms, it seems

important to identify cognitive coping proﬁles associated with vulnerability to depression and anxiety.
1.3. The role of self-esteem and trait-anxiety
Individual differences in personality traits have been associated
with both resilience to negative life events and depression induced
by negative life events (Duggan et al., 2003). Among psychosocial
resources, high self-esteem has been found to buffer the effects
of stress on mental health, acting as a protective factor of depression and anxiety symptoms (Rosenberg, Schooler, Schoenbach, &
Rosenberg, 1995; Sowislo & Orth, 2013). The vulnerability model
suggests that negative evaluations of the self constitute a causal
risk factor of depression (Sowislo & Orth, 2013). People with high
self-esteem are more likely to use adaptive rather than maladaptive coping (Aspinwall & Taylor, 1992; Terry, 1994) and are less
likely to be depressed (Mruk, 1999). Conversely, strong evidence
suggests that high trait-anxiety is an important risk factor for the
development of depression (Hettema, 2008; Kendler, Kuhn, & Prescott, 2004; Min, Lee, Lee, Lee, & Chae, 2012). Trait-anxiety has been
implicated as one of the vulnerability characteristics associated
with the development of depression (Charney, 2004; Sandi & Richter-Levin, 2009). People with high trait-anxiety rely more on avoidance and less on adaptive coping; consequently, they are more
likely to be depressed (Carver, Scheier, & Weintraub, 1989; Terry,
1994). Figure 1 illustrates the relationships among the abovementioned variables.
1.4. Proﬁles of coping
Despite their respective strengths and weaknesses, previous
studies adopted a dichotomous view of coping when investigating
the relationships between cognitive coping and mental health.
Such an approach has neglected the multivariate nature of coping

and the possibility that people may use more than one coping
strategy when dealing with stressful situations (Sideridis, 2006).
Studies on the relation between cognitive coping and dysfunction
should therefore not focus on a single cognitive coping strategy
but on multiple cognitive coping strategies simultaneously in order
to arrive to meaningful conclusions (Garnefski et al., 2001).
As an alternative to the dichotomous view of coping, some
researchers have begun examining cognitive and behavioral coping
strategies in terms of ‘‘proﬁles’’ that exist across individuals using
cluster analytical procedures in different settings (Gaudreau &
Blondin, 2004; Kaluza, 2000; Rijavec & Brdar, 2002; Smith & Wallston, 1996; Steele, Cushing, Bender, & Richards, 2008; Wijndaele
et al., 2007). For example, Wijndaele et al. (2007) identiﬁed three
coping proﬁles in the adult population. The ‘‘Stressed’’ group
(e.g., high passive and avoidant coping) turned out to have the
most maladaptive proﬁle associated with increased anxiety and
depression and decreased physical activity. The ‘‘Nonstressed’’
group (e.g., high active coping) had the most adaptive proﬁle characterized by decreased depression and anxiety and increased physical activity. Overall, coping proﬁles were differently associated
with psychological adjustment. Despite the advantages of using
this technique (cluster analysis) in coping research, little is known
about the cognitive coping proﬁles related to depression
vulnerability.

1.5. Goals and hypotheses
The aim of this paper was twofold. The ﬁrst aim was to examine
and describe the ways in which people combine several cognitive
coping strategies to deal with negative or unpleasant events. The
second aim was to investigate whether the subgroups of individuals created by the cluster analysis also differ in self-esteem, stateand trait-anxiety, and depression.

Fig. 1. The relationships among self-esteem, trait-anxiety, cognitive coping, depression and state-anxiety in traditional studies.

2. Method
2.1. Participants and procedure
A cross-sectional survey assessing psychological well-being was
conducted among a nonclinical population between mid-September and mid-October 2011 in Nantes (France). The sample included
334 French adults (187 females and 147 males) aged 18–75 years
of age (Mage = 26.25, SDage = 12.46). Participants were recruited in
two ways: (a) via advertisements placed within a living area not
far from the university as well as at the university and (b) via
advertisements in local newspapers. Participants contacted the research assistant by phone or e-mail. Subsequently, the assistant
mailed the questionnaire to the participants. They returned the
completed questionnaire and the written informed consent. All
participants who were contacted participated in the study. In order
to ensure the conﬁdentiality of the data, participants did not write
their names on the questionnaire. They were not paid for their participation, and they were all volunteers. An ethical committee also
approved the protocol (GNEDS – Ref: 2011-09-03).
In order to deal with the issue of common methods variance, we
used procedural remedies (see, Podsakoff, MacKenzie, & Podsakoff,
2012). We introduced a proximal separation between the measures of the predictor and criterion variables, controlled the position of different questionnaires and used different formats.
Podsakoff et al. (2012) noted that this procedure should reduce
the respondent’s ability and/or motivation to use previous answers
to ﬁll the gaps in recall, infer missing details, or answer subsequent
questions.
2.2. Measures
2.2.1. Cognitive coping
Cognitive coping was assessed using the French version (Jermann, Van der Linden, d’Acremont, & Zermatten, 2006) of the Cognitive Emotion Regulation Questionnaire (CERQ; Garnefski et al.,
2001), which contains nine four-item cognitive coping strategies
subscales. Participants were asked to indicate what they generally
think when they experience negative or unpleasant events. The
items were rated on a 5-point Likert scale ranging from 1 ‘‘almost
never’’ to 5 ‘‘almost always’’. All internal consistency values were
>0.70.
2.2.2. Self-esteem
The Rosenberg Self-Esteem Scale (RSE; Rosenberg, 1965) is a
widely used 10-item scale assessing global self-esteem. The items
were rated on a 4-point Likert scale ranging from 1 ‘‘strongly
agree’’ to 4 ‘‘strongly disagree’’. A French version by Vallières and
Vallerand (1990) was used. The Cronbach’s alpha coefﬁcient was
0.86.
2.2.3. Trait and state anxiety
The State–Trait Anxiety Inventory is a widely used measure of
trait and state anxiety (STAI; Spielberger, Gorsuch, Lushene, Vagg,
& Jacobs, 1983). A French version by Gauthier and Bouchard (1993)
was used. The STAI has both trait and state scales. Each scale consists of 20 items rated on a 4-point Likert scale ranging from 1 ‘‘Almost Never’’ to 4 ‘‘Almost Always’’. The STAI Trait (a = 0.90) and
the STAI State (a = 0.93) demonstrated excellent internal
consistency.
2.2.4. Depressive symptoms
The Center for Epidemiologic Studies-Depression Scale (CES-D;
Radloff, 1977) was developed to measure depressive symptomatology in general population. We used the French version (Fuhrer &

Rouillon, 1989) of the CES-D comprising 20 items that measure
the presence and severity of depressive symptoms. The range of responses varied from 0 ‘‘rarely or none of the time’’ to 3 ‘‘most of the
time – 5–7 days’’ within the last seven days. Higher scores indicated greater depressive symptoms. The Cronbach’s alpha coefﬁcient was 0.90.
2.3. Data analysis
Analyses were carried out using the SPSS 17.0 statistical software package (SPSS, Inc., Chicago, IL, USA). Descriptive statistics
are presented in Table 1. To identify and classify naturally occurring patterns of cognitive coping strategies, we used cluster analysis after transforming scores into standardized z-scores and
identifying multivariate outliers (Hair, Anderson, Tatham, & Black,
1998). As recommended by Henry, Tolan, and Gorman-Smith
(2005), we employed a two-phased cluster analytic plan to derive
clusters of cognitive coping proﬁles using the nine subscales of the
CERQ. First, to provide the maximum ﬂexibility in determining the
appropriate number of clusters, we examined the standardized
data using a hierarchical cluster analysis method (i.e., Ward’s linkage clustering using minimized squared Euclidean distances as the
distancing metric). This process allowed us to identify the number
of clusters that maximizes differences between groups and minimizes differences in the dependent variables (i.e., cognitive coping
strategies) within groups. We then used a non-hierarchical (kmeans) cluster analysis to conﬁrm the number of groups identiﬁed
by the hierarchical clustering. As described by Taylor and colleagues (2001), this method provides a relatively robust identiﬁcation of clusters. Henry et al. (2005) noted that this combination of
clustering methods ‘‘capitalizes on the strengths of both methods
and compensates for their weaknesses’’ (p. 124). To validate the
clusters solution, a series of ANOVAs was conducted, with the cluster membership as an independent variable and the cognitive coping strategies as dependent variables (Aldenderfer & Blashﬁeld,
1984).
Differences in self-esteem, state- and trait-anxiety, and depression between clusters were analyzed by means of MANOVA and
ANOVA with Tukey’s HSD post hoc test. Finally, given that previous
research reported gender and age differences between clusters
(Wijndaele et al., 2007), participants’ demographic characteristics
were analyzed to add insight to the cluster proﬁles. ANOVA, the
Tukey’s HSD post hoc test, and the chi-square (X2) test were used.
3. Results
3.1. Cluster analyses
Using the critical value of Mahalanobis distance ( v
X(13)2 > 34.53,

p < 0.001), three multivariate outliers were identiﬁed for all cognitive coping strategies, self-esteem, depression, and trait and state
anxiety variables. First, a hierarchical cluster analysis was
conducted. The number of clusters was determined using the
dendrogram, the agglomeration schedule coefﬁcients, and the
interpretability of the cluster solution (Aldenderfer & Blashﬁeld,
1984). The results suggested a three-cluster solution. Second, a
non-hierarchical cluster analysis was performed on the data,
specifying a three-cluster solution. The three subgroups were signiﬁcantly different on all cognitive coping strategies (p < 0.05),
thus providing a solid indication of its tenability (see Table 2).
Moreover, visual inspection of cluster centres and mean scores
on the clustering variables suggested similar patterns across the
two clustering methods.
Based on cluster means (see Fig. 2), the three identiﬁed cluster
groups were (a) ‘‘Adaptive copers’’ (n = 115; 34.7%, 56 females and

59 males), (b) ‘‘Avoidant copers’’ (n = 88; 26.6%, 57 females and 31
males), and (c) ‘‘Low copers’’ (n = 128; 38.7%, 72 females and 56
males).

Table 1
Descriptive statistics of the study variables for the total group, men and women.
Variable

Acceptance
Positive refocusing
Refocus on planning
Positive reappraisal
Putting into perspective
Self-blame
Rumination
Catastrophizing
Blaming others
Self-esteem
Trait-anxiety
Depression
State-anxiety
Age

Total group
(N = 334)

Men (n = 147)

Women
(n = 187)

M

SD

M

SD

M

SD

13.27
10.37
13.61
13.14
13.45
9.85
12.41
7.57
7.31
29.54
41.10
15.16
36.24
26.25

3.43
3.88
3.42
3.65
3.48
3.05
3.86
3.10
2.46
6.16
10.92
9.53
11.44
12.46

12.94
10.69
13.76
13.78
13.65
9.27
11.24
7.44
7.52
31.53
37.19
12.84
33.44
28.84

3.32
3.83
2.96
3.48
3.58
2.64
3.66
2.96
2.41
5.53
9.78
8.66
10.31
13.58

13.53
10.11
13.50
12.63
13.30
10.31
13.33
7.67
7.15
27.97
44.18
16.99
38.44
24.21

3.50
3.91
3.74
3.71
3.40
3.27
3.78
3.21
2.50
6.18
10.81
9.81
11.82
11.13

3.2. Differences in self-esteem, anxiety, and depression among clusters
The results of a MANOVA yielded a signiﬁcant multivariate effect of the cognitive coping proﬁle on the dependent variable
(Wilk’s λ = 0.83, F(8,650) = 7.64, p < 0.001, partial n2 = 0.08). After a
Bonferroni correction, the results of univariate ANOVAs indicated
that depression, state-anxiety, trait-anxiety, and self-esteem differed signiﬁcantly (p < 0.016) across the three proﬁles of cognitive
coping. The results of post hoc comparison using Tukey’s HSD are
presented in Table 2.
3.3. Gender and age in cluster composition
The results of proﬁle (3) x gender (2) chi-square test of association indicated no gender differences among the clusters

Table 2
Descriptive statistics and comparisons of external variables across the three cognitive coping proﬁles.
Clus 1 (n = 115)
Adaptive Copers

Acceptance
Positive refocusing
Refocus on planning
Positive reappraisal
Putting into perspective
Self-blame
Rumination
Catastrophizing
Blaming others
Self-esteem
Trait-anxiety
Depression
State-anxiety
Age

Clus 2 (n = 88)
Avoidant copers

Clus 3 (n = 128)
Low copers

M

SD

z

M

SD

z

M

SD

z

14.50
12.95
15.36
15.84
16.03
9.05
11.87
6.00
6.78
31.89
35.94
11.60
31.69
27.57

3.36
3.48
2.70
2.73
2.45
2.66
3.48
1.86
1.99
5.12
8.58
6.95
7.90
12.82

0.36
0.66
0.50
0.74
0.73
-0.26
-0.13
-0.50
-0.21

14.60
9.78
14.78
13.50
12.67
11.70
15.97
10.68
8.84
27.48
45.88
19.86
41.05
25.16

2.84
3.74
3.04
3.30
3.08
3.04
2.43
2.99
2.64
6.40
10.55
10.71
13.00
12.92

0.38
-0.15
0.34
0.10
-0.22
0.60
0.92
1.00
0.61

11.16
8.58
11.16
10.45
11.80
9.23
10.48
6.71
6.59
28.81
42.39
15.11
36.89
25.84

2.75
2.94
2.72
2.47
3.05
2.73
3.22
2.13
1.91
6.24
11.28
9.24
11.44
11.91

-0.61
-0.46
-0.71
-0.73
-0.47
-0.20
-0.50
-0.27
-0.29

df

F

n2

Tukey’s HSD

2,328
2,328
2,328
2,328
2,328
2,328
2,328
2,328
2,328
2,328
2,328
2,328
2,328

49.94⁄
53.34⁄
78.70⁄
112.76⁄
70.82⁄
27.06⁄
82.90⁄
115.10⁄
32.55⁄
15.35⁄
25.27⁄
21.18⁄
19.05⁄

0.23
0.24
0.32
0.40
0.30
0.14
0.33
0.41
0.16
0.09
0.13
0.11
0.10

3 < 1,
1 > 2,
3 < 1,
1 > 2,
1 > 2,
2 > 1,
2 > 1,
2 > 1,
2 > 1,
1 > 2,
1 < 2,
1 < 2,
1 < 2,

Note: *p < 0.016 (Bonferroni correction). All post hoc results presented in this table are signiﬁcant at p < 0.016. Signiﬁcant results are bolded.

Fig. 2. Standardized scores of cognitive coping strategies across the three cognitive coping proﬁles.

2
3
2
3;
3
3
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3
3
3
3
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X2 (2) = 5.24, p > 0.05). The results of the ANOVA showed no
age differences among the clusters (F(2,328) = 1.04, p = 0.35).

4. Discussion
The present study aimed to identify people at risk of depression,
taking into consideration cognitive coping and individual characteristics, such as trait-anxiety and self-esteem. Using cluster analysis, our results provided empirical evidence to support the
proposition that people use several cognitive coping strategies
simultaneously to deal with negative and unpleasant events.
Based on their multivariate cognitive coping responses on the
CERQ, participants were categorized into three groups not confounded by age and gender. Adaptive copers displayed higher levels of positive reappraisal, positive refocusing, and perspective
taking compared to avoidant copers and low copers. Avoidant copers reported higher levels of self-blame, rumination, catastrophizing, and blaming others compared to adaptive copers and low
copers. Low copers used relatively low levels of coping strategies
overall. Given that the cognitive coping strategies are assumed to
be important for mental health (Garnefski & Kraaij, 2006a), this
study extended the cognitive coping literature by not focusing only
on a single strategy but on multiple cognitive coping strategies
used simultaneously (proﬁle) (Garnefski et al., 2001; Sideridis,
2006). Moreover, while previous cluster-analytic studies (Gaudreau & Blondin, 2004; Kaluza, 2000; Rijavec & Brdar, 2002; Smith
& Wallston, 1996; Steele et al., 2008; Wijndaele et al., 2007) have
examined both cognitive and behavioral coping strategies in terms
of ‘‘proﬁles’’, our study brought additional insights to the coping
literature by focusing speciﬁcally on cognitive coping strategies
in terms of ‘‘proﬁles’’. Thus, this study provided a deeper understanding of the combined use of several cognitive coping strategies
to deal with negative and unpleasant events by identifying subgroups of individuals based on their multivariate proﬁles of cognitive coping.
Beyond identifying cognitive coping proﬁles, the present study
aimed to investigate whether these subgroups of individuals differ
in state-anxiety and depression. Our results indicated that ‘‘Adaptive copers’’ reported better functioning in terms of displaying fewer levels of depression and state-anxiety, whereas ‘‘Avoidant
copers’’ displayed higher levels of both symptoms. Using a different methodology (cluster analysis), these ﬁndings indicated that
combined adaptive forms of cognitive coping are more associated
with better psychological adjustment and decreased risk of depression compared to combined avoidant or maladaptive forms of cognitive coping. In traditional studies, adaptive cognitive coping
strategies and maladaptive ones were negatively and positively
associated with depression and anxiety symptoms, respectively
(Garnefski et al., 2001, 2002, 2004). Thompson and colleagues
(2010) showed that particularly rumination exacerbated depression by interfering with effective problem solving. However, the
present study highlighted that not only certain cognitive coping
strategies related to psychological adjustment, but also the proﬁle
of cognitive coping as a whole. Therefore, the ‘‘Adaptive Copers’’
proﬁle may act as a buffer against depression and anxiety (Thompson et al., 2010).
In order to provide a deeper understanding of our cognitive
coping proﬁles, it seems important to consider the cluster memberships’ dispositional characteristics, such as trait-anxiety and
self-esteem. In the present study, group membership was signiﬁcantly related to trait-anxiety and self-esteem. Adaptive copers
reported higher levels of self-esteem and fewer levels of trait-anxiety compared to low copers and avoidant copers. These results
supported that people with high self-esteem rely more on adaptive coping and less on avoidance (Aspinwall & Taylor, 1992;

Terry, 1994) and are less depressed (Mruk, 1999; Sowislo & Orth,
2013). Self-esteem may inhibit stress proliferation indirectly
through its effect on choice of coping strategy, in particular,
through the positive association with adaptive coping and negative association with avoidance (Rosenberg et al., 1995). Moreover, given that adaptive copers displayed lower levels of
depression and state-anxiety, our results supported that higher level of self-esteem and lower levels of trait-anxiety act as a buffer
against anxiety and depressive symptoms (Rosenberg et al., 1995;
Sowislo & Orth, 2013). Conversely, low levels of self-esteem and
high levels of trait-anxiety seem to act as an important risk factor
for the development of depression and anxiety (Hettema, 2008;
Kendler et al., 2004). The ‘‘Avoidant Copers’’ proﬁle associated
with high anxiety-trait and low self-esteem may be implicated
as one of the vulnerability characteristics associated with anxiety
and depression symptoms.
In addition, ‘‘Low Copers’’ who used relatively low levels of cognitive coping strategies overall retained our attention (Gaudreau &
Blondin, 2004; Rijavec & Brdar, 2002; Smith & Wallston, 1996;
Steele et al., 2008). Our results indicated that low copers differed
from other proﬁles in terms of depression and state-anxiety and
that they had equivalent levels of self-esteem and trait-anxiety
compared to avoidant copers. They experienced more depression
and state-anxiety compared to the adaptive copers while exhibiting higher levels of psychological adjustment compared to the
avoidant copers. Wijndaele et al. (2007) obtained similar results,
indicating that individuals from the intermediate group experienced more anxiety and depression compared to the nonstressed
group and less anxiety and depression compared to the stressed
group. While our results support previous studies, showing that
lower copers exhibited higher levels of psychological adjustment
compared to avoidant copers, our results did not support that
low copers experienced less psychological distress compared to
adaptive copers (Gaudreau & Blondin, 2004; Smith & Wallston,
1996). Clearly, future research needs to further examine this coping proﬁle, speciﬁcally the situational characteristics and the primary cognitive appraisals associated with the low utilization of
coping strategies. Furthermore, future studies should investigate
whether the intermediate proﬁle is associated positively with psychological adjustment in situations where high level of stress can
render the use of coping strategies necessary.
In spite of its contributions, this study is not exempt from certain limitations. First, the use of a self-report questionnaire administered at one time point might have increased the possibility of a
method bias (Podsakoff et al., 2012). Second, given the cross-sectional nature of this study, the direction of the causality of the
present results cannot be determined. In order to deal with these
problems, prospective future research should improve the study
design. This is particularly important regarding the bounds between cognitive coping, individual characteristics, and psychological adjustment in order to give more credit to the idea that certain
cognitive coping proﬁles are actually more adaptive compared to
others in a given context. A ﬁnal limitation concerns the participants in the current study. To increase generalization, our results
should be replicated using a more representative sample.
4.1. Conclusion
This study utilized an alternative methodology (cluster analysis) that may provide researchers with a useful way of examining
distinct combinations of cognitive coping strategies in a mental
health setting. Cluster analysis has the potential to make a major
contribution to applied health psychology research through the
identiﬁcation of groups that might best beneﬁt from speciﬁc mental health promotion, prevention campaigns, and/or interventions
as well as further research (Clatworthy, Buick, Hankins, Weinman,

& Horne, 2005). Because of the exploratory nature of this investigation, the results will require replication (perhaps in a clinical sample) to fully explore the theoretical and clinical implications of
these results. It will also be important to assess whether the coping
proﬁles have better predictive utility compared to the measures of
individual coping strategies.
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