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Abstract 
AIM: To explore (1) intergroup differences in comfortable interpersonal distances (CIDs) and the use of coping strategies; (2) the association of these parameters with individual symptomatology; and (3) the interplay between CIDs and coping styles. 
METHODS: The parameters of interest were assessed by means of standardized questionnaires: CID and Coping Inventory for Stressful Situations. Psychopathology was evaluated with the Beck Depression Inventory and Positive and Negative Syndromes Scale. ANOVA, Pearson's correlations and multiple regression analyses were used to examine relationships among the variables. 
RESULTS: Compared with controls, depressed patients were more  distanced from family members, significant others and self-images, whereas patients with schizophrenia were less distanced from neutral and threat-related stimuli. Distancing from self-images was mostly associated with depression severity in depressed patients, whereas distancing from hostile and threat-related stimuli with the severity of psychotic and affective symptoms in patients with schizophrenia. Both patient groups used more emotion-oriented than task-oriented and avoidance-oriented coping strategies. Self-distancing among patients with schizophrenia was positively associated with the use of the social diversion coping, implying social support seeking. 
conclusion: Patients with depression and schizophrenia use different maladaptive emotion - regulation strategies to cope with their symptoms and related distress. Training in stress management might provide these patients with skills for more effective emotion regulation. 
© 2013 Baishideng. All rights reserved.
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Core tip: This paper takes a unique approach by investigating two emotion-regulation strategies, interpersonal distancing and coping with stress, in patients diagnosed with both adjustment disorder with depression and schizophrenia, and the relationships of these strategies to symptomatology of the disorders. The findings generally supported the hypotheses that the patient groups would display greater interpersonal distances from both positively and negatively valenced stimuli, and greater use of emotion-focused coping than controls. The findings suggest that patients with depression and schizophrenia use different maladaptive emotion-regulation strategies to cope with their symptoms and related distress. Training in stress management might provide patients with skills for more effective emotion regulation. 
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Introduction

Despite accumulating evidence of the important role of emotional regulation and coping with stress in the development and maintenance of psychopathology, little is known about the interplay between distinct emotion-regulation strategies and individual clinical symptoms in different mental disorders. Based on the models of emotional regulation[1], coping with stress[2] and personal space[3] in the frameworks of the stress-vulnerability model of psychopathology[4,5], this study will explore the relationships among interpersonal distancing, coping styles, psychopathology and associated emotional distress in patients diagnosed with adjustment disorder (AJD) with depressed mood (as a model of stress-induced depression) and schizophrenia. We assume that this integrative approach will enable the identification of findings that can have useful implications for treatment. 

Conceptual foundation

Emotion regulation: In recent decades there has been increased interest in affective phenomena in psychopathology and emotion-regulatory strategies incorporated into psychopathology models[6-10]. Emotion regulation is defined as a mixture of conscious and unconscious processes by which individuals modulate their emotions to appropriately respond to environmental stress[1,11-15]. Regulatory strategies modify either the magnitude or the type of individual emotional response to the emotion-inducing event[1,16].


The well known stress-vulnerability model of aetiological impact in psychiatry suggests that due to genetic or psychological predispositions individuals who are selectively vulnerable to environmental risks respond to stressors with increasing levels of emotional distress and by mobilizing psychosocial resources[4,5,17,18] . From the stress-process perspective, the distress-related disorders are viewed as the outcome of emotion dysregulation[9,11,14]. Several researchers have also empirically demonstrated that individuals who are unable to effectively manage their emotional responses to external or internal stresses, experience more severe and protracted periods of emotional distress that may evolve into diagnosable depression or anxiety disorders[5,9,19,20]. The stress-vulnerability models also suggest that training in specific stress management techniques could provide benefits to patients with schizophrenia and affective disorders[21,22].


Different emotion-regulation strategies have been hypothesized to function as either risk factors or protective factors against a defined type of psychopathology. For example, in their recent meta-analytic review, examining the relationships between emotion-regulation strategies (acceptance, avoidance, problem solving, reappraisal, rumination, and suppression) and symptoms of mental disorders, Aldao et al.[10] demonstrated that mood-related disorders (anxiety and depression) were more consistently associated with regulatory strategies than behavioral disorders (eating and substance-related disorders). 


Regarding schizophrenia research, there are conflicting results on widely used emotion-regulation strategies and their association with specific psychopathology. For instance, van der Meer et al[23] reported increased use of suppression and less use of reappraisal strategies by patients with schizophrenia than by healthy controls, and found that it was associated with depressive symptoms. Conversely, Henry et al[24] found neither such differences nor an association between the use of suppression and reappraisal strategies and blunted affect ratings. There are also studies that show specific differences in stress-reactivity among different psychopathologies, e.g. relative to normal controls, patients with schizophrenia show significantly more frequent and higher levels of trait emotional reactivity[25], whereas depressive patients significantly more often report an impaired tolerance to certain stresses[26]. 

Coping strategies: According to the Folkman et al[2] stress-coping transactional model, coping strategies are used to change the person-environment relationship either by using strategies regulating emotional distress (emotion-oriented coping) or by using strategies directed to reframe the problem precipitating the distress (problem-oriented coping). In either way, the coping strategies function as emotion modulators and in this sense they are similar to the above concept of emotion regulation. Research on coping with stress has indicated that individuals with schizophrenia are inflexible in their use of coping strategies[27], tend to use maladaptive emotion- oriented coping styles[28-30], and rely more on passive avoidant strategies and less on active problem solving[31,32]. Maladaptive coping patterns in people with schizophrenia have been associated with higher levels of negative symptoms, depression, and anxiety[33]. A previous study found a significant relationship between different coping strategies and both severity of symptoms and emotional distress[34]: particularly avoidance-oriented coping strategies (e.g., distraction) were negatively correlated with paranoid symptoms. Another study of the same researchers reported that patients with schizophrenia used emotion-oriented coping significantly more frequently, and task-oriented and combined task-avoidance oriented coping patterns significantly less often than healthy controls[35]. Obviously, the vulnerable patients with high levels of trait emotional reactivity who use maladaptive emotion-oriented coping strategies are at an increased risk of psychotic relapse under stress conditions.
Approach-avoidance distress regulation: Another mechanism providing affect regulation when faced with environmental stress operates through approach-avoidance behavior responses that maintain comfortable interpersonal distance (CID) in social interactions[36,37]. In some sense, this mechanism resembles Gross' strategy of "situation selection"[1], which comprises approaching or avoiding people, places or objects in order to regulate emotions. The boundaries of personal space, with underlying interpersonal distances outlining an invisible circle surrounding oneself, known as comfort, buffer, safe or security zone, if violated, cause a person to become vulnerable or defensively aggressive to protect him/herself[3]. These boundaries develop during infanthood through interpersonal interactions, when a child develops his/her self-concept and becomes unique and distinct from others[38]. During adult life, keeping a distance from strangers, potentially dangerous or threatening figures[39], as well as proximity seeking to attachment figures[40], become important defensive mechanisms, the normal functioning of which may be considerably disturbed in psychopathological states.


The relation between symptomatology of mental disorders and approach-avoidance responses to environmental stress are thought to play an important role in individual defensive reactions to stress. Unfortunately, the psychiatric literature rarely refers to personal space, although closeness and distance, as well as the relative position of the patient and therapist, are intuitively used and modulated in psychotherapy[41]. The relationship between CIDs and psychopathology has been explored by only few studies[42-45]. These found that compared with normal controls, people with schizophrenia maintained significantly larger distances from generally close persons and themselves and smaller distances from neutral and threatening people[44], and that this inversion was related to the negative syndrome severity. We are aware of no research investigating interpersonal distances in relation to symptomatology and coping abilities among patients diagnosed with depression and schizophrenia.

Given the importance of a multi-sample approach to the study of psychopathology[10], in the present study we decided to compare patients diagnosed with depression and schizophrenia versus non-patient controls in order to explore (1) between-group differences in CIDs from word stimuli distinguished by emotional valences, and coping strategies used in stressful situations, (2) associations between CIDs and the severity of specific symptoms, and (3) the relationships between the CIDs and coping strategies used by patients with both disorders. Based mostly on our clinical observation and the relevant literature, we hypothesized that comfortable interpersonal distance would be specifically associated with (1) psychiatric diagnosis (schizophrenia vs depression vs normal); (2) clinical symptoms (positive vs negative vs affective); and (3) coping strategies (task- vs emotion- vs avoidance-oriented coping).

materials and Methods

Participants

Depressive group: Seventy patients (29 men and 41 women) aged 18-50 years were recruited, who consecutively attended a community outpatient clinic (Talbieh Mental Health Center, Jerusalem, Israel) in 2006, and had a Diagnostic Statistical Manual, Fourth edition (DSM-IV) diagnosis of adjustment disorder with depressed mood (AJD, 309.0). This diagnosis was used as a model of stress-induced depression, because in psychiatric practice AJD is very often subsumed under the label of "reactive" or "situational" depression. For reasonable homogeneity of the sample we evaluated and excluded competing diagnoses of other stress-related and mood disorders, such as posttraumatic stress disorder (309.81), generalized anxiety disorder (300.02), dysthymia (300.4), and major depressive disorder (296.2).
Schizophrenia group: Fifty-one patients (36 men and 15 women) aged 18-50 years, with DSM-IV diagnosis of schizophrenia (295.0-9) and who had been stabilized on antipsychotic medication, were recruited during 2007 in an open ward of the Kfar Shaul Mental Health Center, Jerusalem, Israel. Patients with other comorbid Axis-I disorders, personality disorders and those with comorbid medical illness were not included. 
Comparison group: Sixty-one subjects (30 men and 31 women) age-matched to the patient groups and without known history of mental disorders were enrolled from staff members of the same centers as a comparison group.
Ethical considerations: After explanation of the study aims and procedure all participants provided written informed consent for participating in the study as approved by the Institutional Review Boards for Human Studies.

Clinical assessment

Depressed group: In the extended clinical interview performed by an experienced psychiatrist, all patients were diagnosed as fulfilling the DSM-IV criteria for AJD with depressed mood (309.0). A senior psychiatrist was consulted for all unclear cases requiring differential diagnosis. Depending on the case complexity, the interview lasted from 1 to 1.5 h. 
Schizophrenia group: Diagnoses were made by two senior psychiatrists using the Structured Clinical Interview for DSM‑IV (SCID)[46]. The schizophrenia group included 27 patients with paranoid type (295.30), 10 with undifferentiated type (295.90), 7 with disorganized type (295.10), and 7 with residual type (295.60) of the disorder. All patients were stabilized on antipsychotic drugs: 35 were receiving typical antipsychotics (e.g., haloperidol, perphenazine) and 16 atypical ones (e.g., risperidone, olanzapine). 
Comparison group: In order to exclude any psychiatric disorder among non-clinical participants, a short clinical interview was conducted with each of them. In addition, to exclude sub-threshold depressive symptoms, controls completed the Beck Depression Inventory (BDI)[47]. 
Measures

Severity of current depressive symptoms was evaluated with the Beck Depression Inventory (BDI-abridged form)[47]. The BDI is an extensively validated self-report measure of depressive symptoms (sadness, pessimism, past failure, loss of pleasure, guilt feelings, self-dislike, suicidal thoughts or wishes, loss of interest, indecisiveness, change in appearance, loss of energy, fatigue, and changes in appetite). Each of its 13 symptom and attitude categories score from 0 (absence of the symptom) to 3 (extreme severity of the symptom). Total scores range from 0-4, none or minimal, to 5-7, mild, 8-15, moderate; and 16 and over, severe depressive symptoms. The Cronbach's α for the present study is 0.93. 


The Positive and Negative Syndromes Scale (PANSS)[48] was administered as a Structured Clinical Interview[49] for assessing the severity of psychopathology in the schizophrenia group. This instrument assesses the symptomatology in three subscales reflecting positive, negative and general psychopathological symptoms, as well as a total score. The 30 items are scored from absent (1) to extreme problem (7). The Cronbach's α for the present study was 0.70 for the positive scale, 0.92 for the negative scale, and 0.87 for both general psychopathology scale and PANSS as a total.


To evaluate the parameters of interest, all participants were asked to complete two standardized questionnaires, the Comfortable Interpersonal Distance scale (CID)[50] and the Coping Inventory for Stressful Situations (CISS)[51]. The time-frame for all the instruments was the 10 days preceding the interview.

The CID determines safe interpersonal distance. The original instrument displays a plane with 8 radii emanating from a common point, each 90 millimeters of the radius being associated with a randomly numbered "entrance" to what is described as an imaginary "round room". Subjects are instructed to imagine themselves at the center-point of the diagram (room) and to respond to imaginary persons (stimuli) approaching them along a particular radius by marking on the radius the person’s preferred closeness to themselves (stop-distance procedure[39]). Responses are scored as the distance in millimeters between the mark and the center of the CID. Psychological distance, as measured by this projective technique, has been found to be highly correlated with physical distances in "real life" interactions[52,53]. In this study, we used the CID to measure 20 distances between the subject and emotionally-valenced stimuli grouped in 5 subscales: (1) close family members (mother, father, sibling, child); (2) significant others (friend, doctor, neighbor, boss); (3) self-images (myself in the childhood , recent past, present and future); (4) neutral persons (builder, salesman, shoemaker, tailor); and (5) threat-related/hostile images (murderer, robber, gangster, monster)[44]. The Cronbach's α for the present study ranged from 0.87 for the family member scale to 0.78 for the neutral person scale.

The CISS consists of 48 statements describing ways people can cope with various difficult, stressful, or upsetting situations. The statements represent three 16-item orthogonal factors ― task-oriented coping (e.g., "Schedule my time better" or "Analyze the problem before reacting"), emotion-oriented coping (e.g., "Blame myself for not knowing what to do" or "Worry about what I am going to do"), avoidance-oriented coping, including social diversion ("Try to be with other people" or "Phone a friend") and distraction ("Go out for a snack or meal" or "Watch TV") subscales. In the present study, the patients were asked to indicate how often they currently used each of the 48 coping devices, on a 5-point Likert scale ranging from 1 (“not at all”) to 5 (“very much”). The CISS has demonstrated high reliability, as well as convergent and concurrent validity[35,5]. The Cronbach's α for the present study ranged from 0.84 for the task-oriented coping scale to 0.77 for the avoidance-oriented coping scale.

Statistical analysis

Statistical analyses were performed with SAS-9.1 software package (SAS Institute Inc, Cary, NC). We computed frequency distributions and mean scores for the participants’ sociodemographic and clinical characteristics. Yates' chi-squared tests were used for intergroup comparisons of categorical variables. Mean scores and standard deviations (SDs) were computed for the parameters of interest. To test our hypotheses, first, univariate analyses comparing intergroup measures were performed using ANOVA with post-hoc Tukey single comparisons, and Pearson correlations among the measures were computed. In addition, we calculated correlations between each interpersonal distance and the PANSS individual items for the schizophrenia group, as well as between each distance and the BDI items for the depression group. Then, multiple regression analysis was performed on four linear models to predict PANSS general psychopathology and BDI scores (the outcome variable) from both CID domains' and CISS dimensions' scores (the predictor variables) in patients with schizophrenia and depression, separately. Only five and three predictor variables were included in the respective models to keep the variable-to-patient ratio large enough to prevent multicollinearity. For all analyses, the level of statistical significance was set at P < 0.05.
Results

Participants' characteristics

Table 1 presents and compares participants' demographic and selected clinical characteristics. All groups were comparable by age, but they differed significantly by gender, marital status and years of education. The depression group had more females and the schizophrenia group more males, while both patient groups, in particular schizophrenia had more singles than the control group, and the depression and control groups were more educated than the schizophrenia group (P < 0.05). The patient groups differed in mean age at onset of the disorder, with earlier onset in patients with schizophrenia (P < 0.01). Likewise, in comparison with the depressed patients, those with schizophrenia had a longer duration of the disorder (P < 0.001). There was also a significant between-group difference in depression severity, with moderate depression for the depressed group (BDI score > 8 but < 15) versus no depression (BDI score < 4) for the control group (t = 15.82, df = 129, P <0 .001).

Comfortable interpersonal distance
Table 2 presents inter-group comparisons of CID subscale mean scores. As can be seen, distances from stimuli with different emotional valences significantly differed between the study groups. Distances from family members (P < 0.05), self-images (P < 0.001), and significant others (P < 0.02) were significantly larger in depressed individuals, compared with controls. Distances from neutral people (P < 0.001) and hostile images (P < 0.01) were also significantly larger for depressed individuals than for patients with schizophrenia. Compared with the controls, patients with schizophrenia were less distanced from neutral people (P < 0.001) and hostile images (P < 0.01) but more distanced from themselves (P < 0.001). 
Despite the between-group differences in the relative size of interpersonal distances, rank order (hierarchy) of preferable interpersonal distances was similar within each group, except that compared to the control group, both patient groups maintained a larger distance from their self image than from family members, the opposite of the control group. All groups maintained the largest distance from threat-related stimuli, with distances from emotionally neutral and significant others following in descending order. 
Coping strategies

Table 2 also compares the study groups by the coping strategies used to overcome stressful situations. Compared with healthy individuals, both patient groups used significantly more emotion-oriented coping (P < 0.0001), while depressed patients used less avoidance-oriented coping in its social diversion form (P < 0.05). Patients with depression exceeded patients with schizophrenia (but not controls) in the use of task-oriented coping strategies. The three groups did not differ in the use of the distraction type of avoidance-oriented coping. 

To examine the relationships between distinct interpersonal distances and specific measures of psychopathology in the depressed and schizophrenia groups, we calculated Pearson's correlations among the CID, BDI and PANSS scores. In the depressed group, the depression severity positively and moderately correlated with distances from significant others and self-images (both r = 0.40, P < 0.01) and from neutral people (r = 0.41, all P < 0.001) and also significantly correlated with distance from family members (r = 0.26, P < 0.05). In the schizophrenia group, a significant positive correlation was found between distance from threat-related images , PANSS total score (r = 0.28, P < 0.05) and General Psychopathology scale score (r = 0.38, P < 0.001), and between the latter and distance from family members (r = 27, P < 0.05). 
Table 3 shows the significant correlations between each interpersonal distance and the PANSS individual items for the schizophrenia group, as well as between each distance and the BDI items for the depression group. As can be seen, for the former group, most significant correlations were found between the distance from threat-related stimuli and selected psychotic and affective symptoms (excitement, r= 0.35, P < 0.01; suspiciousness/persecution, r = 0.26, P < 0.05; lack of judgment and insight, r = 0.34, P < 0.01; anxiety, r = 0.27, P < 0.05; tension, r = 0.33, P < 0.05; motor retardation, r = 0.34, P < 0.05). For the latter group, significant correlations were noted between the distance from self-images and most BDI items (8 items out of 13), as well as highly significant correlations were found between the distance from significant others and neutral persons and BDI items of self-dislike (r = 0.44 and 0.30, respectively, P < 0.01) and social withdrawal (r = 0.40 and 0.41, respectively, P < 0.01) and between the distance from neutral persons and self-image change (r = 0.32, P < 0.01).  

To explore the relationship between the two affect-regulation strategies, Pearson intercorrelations between CID and CISS scale scores were calculated separately for each disorder. In depression, distance from self-images negatively correlated to task-oriented coping (r = -0.27, P < 0.05) while positively to emotion-oriented coping (r = 0.27, P < 0.05). Distancing from significant others was associated negatively with both task-oriented coping (r = -0.29, P < 0.05) and avoidance-oriented coping in the form of social diversion (r = -0.38, P < 0.001). In schizophrenia, distance from self-images was significantly and positively correlated only to social diversion coping strategy (r = 0.34, P < 0.05).

To test the hypothesis that the distinct affect-regulation strategies (interpersonal distancing and diverse coping styles) are differentially associated with the severity of affective psychopathology in both disorders, multiple regression analyses were performed on four models (Table 3). In model 1 (interpersonal distancing in schizophrenia) only two of the five distances under test (from family members and threat-related images) predicted the severity of PANSS general psychopathology, accounting for 18.9% of the total variance (7.1% and 11.8%, respectively; R2 = 0.48; Adjusted R2 = 0.36; F4,51 = 4.2, P < 0.001). In model 2 (interpersonal distancing in depression), all but distances from threat-related images predicted the severity of current depression, accounting for 37.6% of the total variance in BDI scores (R2 = 0.54; Adjusted R2 = 0.37; F2,68 = 5.7, P < 0.001). The most robust predictor - distancing from self-images - accounted for 13.4% of the variance, followed by distance from family members (9.5%), significant others (6.7%), and neutral people (6%). In the third model (coping in schizophrenia), task- and emotion-oriented coping styles predicted PANSS general psychopathology scores, accounting for 8.8% and 7.2%, respectively, of the total variance (R2 = 0.45; Adjusted R2 = 0.34; F4,51 = 3.3, P < 0.001). Finally, the fourth model showed that all coping styles contributed to the prediction of depressive symptoms, altogether accounting for 19% of total variance (R2 = 0.35; Adjusted R2 = 0.36; F2,70 = 4.2, P < 0.001). 
Discussion

The results of this study confirmed the hypothesized associations between CIDs and (1) psychiatric diagnosis; (2) psychopathological syndromes; and (3) coping strategies used by the patients for emotional regulation.

Distancing and diagnosis

Contrasting the study groups, we observed that each group had established a similar rank order of interpersonal distances, with maximum distance from emotionally neutral and hostile stimuli and minimum from family members and self-images, with the spacing pattern from significant others intermediating in between. This observation is consistent with the conception of "personal space as a dynamic process that is continually open to modification but that shows considerable stability due to the persistence of previously maintained distances"[39]. However, as hypothesis 1 predicted, distances from generally positively-valenced stimuli (self-images, family members and significant others) were significantly larger for depressive individuals than for healthy subjects but they were similar to the analogous distances for patients with schizophrenia. However, contrary to our postulate, distances from strangers (emotionally neutral and hostile stimuli) were similar in the depressed and control participants, although substantially exceeded those in the schizophrenia group. The findings suggest that for depressed individuals the tendency to enlarge personal space is an attempt to down-regulate emotional distress resulting from interaction with generally close people; the distancing responses to strangers in depressed patients are in the normal range, whereas people with schizophrenia down-regulate their emotional distress by reducing distances from strangers. Thus, the same protective mechanism of emotion regulation (modulation of personal space) works differently in diverse mental disorders. 

Regarding intra-personal distancing, we did find that compared with the controls, both clinical groups demonstrated a larger distance from themselves than from family members. This finding suggests that in psychopathology the intrusion-discomfort function of personal space[55] is impaired in such a way that approaching the patient's own self-images induces a greater feeling of discomfort (emotional distress) than if others would intrude into his/her personal space. This internal self-alienation may play an important role in defending the patient's ego from emotional distress associated with psychopathology.  

Distancing and symptomatology 
There were surprising findings highlighting the role paranoid symptoms play in avoidant social behavior of the patients with schizophrenia. In contrast to previous studies which found an association between safe interpersonal distance and negative syndrome[44,45], in this study interpersonal distancing from threat-related and hostile figures was associated with psychotic and affective features of the disorder. The findings suggest that patients with increased paranoid symptoms ('suspiciousness/persecution' and 'excitement' items) selectively maintain a greater distance from hostile images. 
In order to take into account findings from literature[56-59] that comorbid depression occurs approximately in 50% of patients with schizophrenia at some point in the course of the disorder, we also analyzed the relation of affective symptoms to safe distancing. We found that affective symptoms (PANSS anxiety, tension, and motor retardation items) were associated with safer distancing from threat-related figures, confirming previous findings that mood-related disorders (anxiety and depression) are closely related to certain problems in emotion regulation[9,10,19], especially to focusing on and the inability to separate oneself from threatening situations[60]. 

Another important finding was that patients with expressed thinking disorders ('conceptual disorganization') maintained similarly smaller distances from both significant others and neutral people. In line with previous research which showed that a negative syndrome attenuates differences in distances from generally close and distant persons[44], this finding suggests that conceptual disorganization (e.g., loosening of associations) could also operate in the same way, attenuating normal differences in the maintenance of safe interpersonal distance from persons with different emotional valences.  

In depression, our findings support the view that distancing is a passive defensive strategy to secure a "safety zone", which protects one from external and internal threats[41]. In accordance with our predictions, we found positive correlations between intra-personal distancing and the severity of depressive symptomatology. Although interpersonal distancing (from significant others and neutral people) also demonstrated the role of specific symptoms in the avoidant social behavior of depressive patients, it accounted for a significantly smaller number of associated symptoms than intra-personal distancing. The associations were mostly with cognitive symptoms, indicating the characteristic negative self- appraisals of depressed individuals accounting for guilt feelings, self-dislike, indecisiveness, and self-image change. However, there were also associations with mood (sadness), behavioral (social withdrawal, self-harm, work difficulty) and physical (fatigability) symptoms of depression. In sharp contrast with patients with schizophrenia, there was only one symptom (self-dislike) associated with distancing from threat-related/hostile images. 

The between-group differences in the objects of distancing associated with the specific symptomatology deserve further consideration. Distancing themselves from threat-related/hostile figures reduces anxiety and fear (and, in turn, enhances a sense of safety) among patients with paranoid schizophrenia as well as among depressed and normal individuals in stressful situations. However, patients with depression distance from themselves more than patients with schizophrenia and controls. These findings suggest that depressive individuals perceive and appraise themselves as an additional source of threat for their safety and well being. Therefore, like interpersonal distancing, intra-personal distancing could play an important role in emotion regulation strategy, enhancing the patient's sense of security and coping with distressing symptoms.

Distancing and coping

In this regard, there was a counterintuitive finding. Despite the fact that depressed patients adopted task-oriented coping more frequently than patients with schizophrenia, they experienced a more intense emotional distress. In other words, this adaptive coping strategy, actively directed towards transformation of a more stressful situation into a less stressful one, did not reach its goal. In accordance with studies showing that depressive individuals lack social support[61,62], we found that they employed social diversion (i.e. the coping strategy oriented to social support seeking) significantly less often than their nonclinical counterparts. 


Regarding inter- and intra-personal distancing and coping with stress as the distinct emotion regulation strategies having the common aim of reducing clinical symptoms and associated emotional distress, we examined the relationship between the two. Correlation analysis revealed several significant findings. In depression, the use of adaptive task-oriented coping was associated with reduced distance from themselves and others, whereas the use of maladaptive emotion-oriented coping strategies correlated with increased self-alienation. In schizophrenia, distancing from self-images was associated with the increased use of avoidance-oriented coping in the form of social diversion. In other words, the more the patients were alienated from themselves, the more they looked for social support and emotional help from others. [By contrast, the use of social diversion by depressed patients was associated with reduction of distance from significant others.] Another coping pattern, the task-oriented coping, was associated with greater distancing from neutral surroundings.


The robust regression models supported, in general, our findings obtained at the bivariate level of analysis. They showed that distancing from threat-related/hostile images was the strongest predictor of the severity of general psychopathology in patients with schizophrenia, whereas distancing from self-images strongly predicted the severity of depressive symptoms in depressed patients. The analogous models for the relations of coping patterns with psychopathology severity also were consistent with the previous results, demonstrating that task-oriented and emotion-oriented coping strategies predicted, respectively, reduction and increasing in general psychopathological symptoms in the schizophrenia group, as well as in the severity of depressive symptoms in the depression group. 
Clinical Implications 
Consistent with other studies[10], our findings emphasize the importance of a multi-sample approach in psychopathology research, consisting of simultaneous investigation of both clinical and normative populations. Direct comparisons between different clinical and normative groups can be critical in delineating how and when normative processes become pathological. The relationship between emotion-regulation strategies and psychopathology may be stronger, once more extreme groups are compared. In this study, we were able to show that specific symptoms in patients with depression and schizophrenia were differentially associated with emotion dysregulation in the form of a larger intra-personal distancing (self-alienation), and a greater use of emotion-oriented coping relatively to social diversion. This is consistent with research demonstrating that emotion regulation plays a central role in the etiology and maintenance of clinical levels of psychopathology[6-9,63].

Of particular interest are the findings of greater self-alienation in the depressive subgroup of patients, an issue that has implication for treatment interventions such as CBT, aiming at creating a more positive relationship with the patient's own self. For people with schizophrenia, training to improve task-oriented coping skills could reduce the use of passive-avoidant coping strategy of social diversion (associated with increased self-distancing) in favor of greater self-confidence and self-efficacy. For example, a recent study[64] showed that an intervention enhancing specific self-efficacy for coping with stress significantly reduced psychotic symptoms in patients with schizophrenia or schizoaffective disorder, as well as heightening their well-being and satisfaction with outcomes, and that these effects were observed not only at post-intervention, but also at three- and six-month follow-ups. 
Undoubtedly, more extensive studies on the relationship between interpersonal distancing (in both therapeutic and diagnostic aspects) and coping mechanisms in normal and clinical groups will increase our understanding of the psychopathological processes involved in reaction to stress in both conditions of depression and schizophrenia. 

Limitations
The main limitation of this study is its cross-sectional design which precludes inferring cause-effect relationships between parameters studied. Since mentally ill people may use different strategies over the course of their disorder or even during single emotional events, the temporal course of emotion-regulation strategies should be investigated in the future. Although we have confirmed the relationships between some emotion-regulation strategies (distancing and coping) and psychopathological symptoms (depressive and schizophrenic) severity, most relationships still remain untested. Another limitation is the relatively small sample size for both patient groups that precluded examining a greater number of predictors. Finally, a self-report measure (BDI) for assessing the severity of depression in clinical samples should be supported by an observer-rated instrument. However, relevant literature shows that BDI is among the most used self-rating scales for measuring depression due to its high internal consistency, high content validity, validity in differentiating between depressed and nondepressed subjects, sensitivity to change and international recognition[65].
In a conclusion, our results suggest that depressive patients use emotion-regulation strategies, such as inter- and intra-personal distancing to a greater extent than do normal controls and even patients with schizophrenia. Depressive symptomatology is associated with a greater self-alienation but also with a larger distancing from significant others and neutral people, whereas positive and affective symptoms in schizophrenia are related to a greater distancing from hostile figures. Training in stress management might provide patients with skills for more effective emotion regulation. 
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comments
Background

Despite the increased interest in affective phenomena in psychopathology and emotion-regulatory strategies incorporated into psychopathology models, little is known about the interplay between emotion-regulation strategies (intra- and interpersonal distancing and coping with distressing symptoms) and individual symptoms of mental disorders, such as stress-induced depression and schizophrenia.
Research frontiers

The important areas of research are (1) the differences in the use of distancing and coping strategies between patients with depression and schizophrenia; (2) the association between emotional regulation strategies and individual symptomatology of the mental disorders; and (3) the interplay between distinct forms of emotional regulation in these mental disorders.
Innovations and breakthroughs
This is the first study that compared the use of emotional regulation in the form of safe distancing and coping with distressing symptoms in patients with different mental disorders versus healthy controls. The results showed that distancing from threat-related/hostile images was the strongest predictor of the severity of general psychopathology in patients with schizophrenia, whereas distancing from self-images strongly predicted the severity of depressive symptoms in depressed patients. We found also that task-oriented and emotion-oriented coping strategies predicted, respectively, reduction and increase in general psychopathological symptoms in the schizophrenia group, as well as in the severity of depressive symptoms in the depression group. 
Applications

The finding of greater self-alienation in the depressive subgroup of patients has implication for treatment interventions such as CBT, aimed at creating a more positive relationship with the patient's own self. For people with schizophrenia, training to improve task-oriented coping skills could reduce the use of passive-avoidant coping strategy of social diversion (associated with increased self-distancing) in favor of greater self-confidence and self-efficacy. 
Terminology

Emotion regulation is defined as a mixture of conscious and unconscious processes by which individuals modulate their emotions to appropriately respond to environmental stress. Similarly, coping strategies are used to change the person-environment relationship either by using strategies regulating emotional distress (emotion-oriented coping) or by using strategies directed to reframe the problem precipitating the distress (problem-oriented coping). The boundaries of personal space, with underlying interpersonal distances outline an invisible circle surrounding oneself, known as comfort, buffer, safe or security zone, which if violated, cause a person to become vulnerable or defensively aggressive to protect him/herself. These boundaries develop during infanthood through interpersonal interactions, when a child develops his/her self-concept and becomes unique and distinct from others. During adult life, keeping a distance from strangers, potentially dangerous or threatening figures, as well as proximity seeking to attachment figures, become important defensive mechanisms, the normal functioning of which are considerably disturbed in psychopathological states.

Peer review 

The paper is well-written; the topic is of interest and potential clinical relevance. The study has been completely described, results are clear and discussion is adequate; and only minor revisions are needed to enhance the quality of the paper.
References

1 Gross JJ. The emerging field of emotion regulation: An integrative review. Rev Gen Psychol 1998; 2: 271−299[doi: 10.1037/1089-2680.2.3.271]

2 Folkman S, Lazarus RS. Stress-processes and depressive symptomatology. J Abnorm Psychol 1986; 95: 107-113 [PMID: 3711433 DOI: 10.1037/0021-843X.95.2.107]

3 Hayduk LA. Personal space: Where we now stand. Psychol Bull 1983; 94: 293–335[DOI: 10.1037//0033-2909.94.2.293]

4 Zubin J, Spring B. Vulnerability--a new view of schizophrenia. J Abnorm Psychol 1977; 86: 103-126 [PMID: 858828 DOI: 10.1037/0021-843X.86.2.103]

5 Monroe SM, Simons AD. Diathesis-stress theories in the context of life stress research: implications for the depressive disorders. Psychol Bull 1991; 110: 406-425 [PMID: 1758917 DOI: 10.1037/0033-2909.110.3.406]

6 Berenbaum H, Raghavan C, Le HN, Vernon LL, Gomez JJ. A taxonomy of emotional disturbances. Clin Psychol Sci Pract 2003; 10: 206−226 [DOI: 10.1093/clipsy.bpg011]

7 Greenberg LS. Emotion-focused therapy: Coaching clients to work through their feelings. Washington DC: APA, 2002

8 Kring AM, Bachorowski JA. Emotions and psychopathology. Cogn Emot 1999; 13: 575−599

9 Mennin DS, Farach FJ. Emotion and evolving treatments for adult psychopathology. Clin Psychol Sci Pract 2007; 14: 329−352

10 Aldao A, Nolen-Hoeksema S, Schweizer S. Emotion-regulation strategies across psychopathology: A meta-analytic review. Clin Psychol Rev 2010; 30: 217-237 [PMID: 20015584 DOI: 10.1016/j.cpr.2009.11.004]

11 Campbell-Sills L, Barlow DH. Incorporating emotion regulation into conceptualizations and treatments of anxiety and mood disorders. In Gross JJ (Ed), Handbook of emotion regulation (pp. 542−559). New York: Guilford Press, 2007.

12 Cole PM, Martin SE, Dennis TA. Emotion regulation as a scientific construct: methodological challenges and directions for child development research. Child Dev 2004; 75: 317-333 [PMID: 15056186 DOI: 10.1111/j.1467-8624.2004.00673.x]

13 Gratz KL, Roemer L. Multidimensional assessment of emotion regulation and dysregulation: Development, factor structure, and initial validation of the difficulties in emotion regulation scale. J Psychopathol Behav Asses 2004; 26: 41−54[DOI: 10.1007/s10862-008-9102-4]

14 Gross JJ, Munoz RF. Emotion regulation and mental health. Clin Psychol Sci Pract 1995; 2: 151−164[DOI: 10.1111/j.1468-2850.1995.tb00036.x]

15 Thompson RA. Emotion regulation: a theme in search of definition. Monogr Soc Res Child Dev 1994; 59: 25-52 [PMID: 7984164 DOI: 10.1111/j.1540-5834.1994.tb01276.x]

16 Diamond LM, Aspinwall LG. Emotion regulation across the life span: An integrative perspective emphasizing self-regulation, positive affect, and dyadic processes. Motiv Emot 2003; 27: 125−156[DOI: 10.1023/A: 1024521920068]

17 Elliott TR, Marmarosh C, Pickelman H. Negative affectivity, social support, and the prediction of depression and distress. J Pers 1994; 62: 299-319 [PMID: 7965561 DOI: 10.1111/j.1467-6494.1994.tb00299.x]

18 Myin-Germeys I, van Os J, Schwartz JE, Stone AA, Delespaul PA. Emotional reactivity to daily life stress in psychosis. Arch Gen Psychiatry 2001; 58: 1137-1144 [PMID: 11735842 DOI: 10.1001/archpsyc.58.12.1137]

19 Nolen-Hoeksema S, Wisco BE, Lyubomirsky S. Rethinking rumination. Perspect Psychol Sci 2008; 3: 400−424 doi: 10.1111/j.1745-6924.2008.00088.x

20 Ingram RE, Miranda J, Segal ZV. Cognitive Vulnerability to Depression. Guilford Press : New York, 1998

21 Norman RM, Malla AK, McLean TS, McIntosh EM, Neufeld RW, Voruganti LP, Cortese L. An evaluation of a stress management program for individuals with schizophrenia. Schizophr Res 2002; 58: 293-303 [PMID: 12409170]

22 Phillips LJ, Francey SM, Edwards J, McMurray N. Strategies used by psychotic individuals to cope with life stress and symptoms of illness: a systematic review. Anxiety Stress Coping 2009; 22: 371-410 [PMID: 19333796 DOI: 10.1080/10615800902811065]

23 van der Meer L, van't Wout M, Aleman A. Emotion regulation strategies in patients with schizophrenia. Psychiatry Res 2009; 170: 108-113 [PMID: 19906439 DOI: 10.1016/j.psychres.2009.07.010]

24 Henry JD, Rendell PG, Green MJ, McDonald S, O'Donnell M. Emotion regulation in schizophrenia: affective, social, and clinical correlates of suppression and reappraisal. J Abnorm Psychol 2008; 117: 473-478 [PMID: 18489225 DOI: 10.1037/0021-843X.117.2.473]

25 Docherty NM, St-Hilaire A, Aakre JM, Seghers JP. Life events and high-trait reactivity together predict psychotic symptom increases in schizophrenia. Schizophr Bull 2009; 35: 638-645 [PMID: 18245057 DOI: 10.1093/schbul/sbn002]

26 Bechdolf A, Schultze-Lutter F, Klosterkötter J. Self-experienced vulnerability, prodromal symptoms and coping strategies preceding schizophrenic and depressive relapses. Eur Psychiatry 2002; 17: 384-393 [PMID: 12547304]

27 Wilder-Willis KE, Shear PK, Steffen JJ, Borkin J. The relationship between cognitive dysfunction and coping abilities in schizophrenia. Schizophr Res 2002; 55: 259-267 [PMID: 12048149]

28 Wiedl KH, Schöttner B. Coping with symptoms related to schizophrenia. Schizophr Bull 1991; 17: 525-538 [PMID: 1947876 DOI: 10.1093/schbul/17.3.525]

29 van den Bosch RJ, van Asma MJ, Rombouts R, Louwerens JW. Coping style and cognitive dysfunction in schizophrenic patients. Br J Psychiatry Suppl 1992; 123-128 [PMID: 1389035]

30 Higgins JE, Endler NS. Coping, life stress and psychological and somatic distress. Eur J Personality 1995; 9: 253 – 270[DOI: 10.1002/per.2410090403]

31 Lysaker PH, Bryson GJ, Marks K, Greig TC, Bell MD. Coping style in schizophrenia: associations with neurocognitive deficits and personality. Schizophr Bull 2004; 30: 113-121 [PMID: 15176766]

32 Horan WP, Ventura J, Mintz J, Kopelowicz A, Wirshing D, Christian-Herman J, Foy D, Liberman RP. Stress and coping responses to a natural disaster in people with schizophrenia. Psychiatry Res 2007; 151: 77-86 [PMID: 17382405]

33 Lee SY, Kim KR, Park JY, Park JS, Kim B, Kang JI, Lee E, An SK, Kwon JS. Coping strategies and their relationship to psychopathologies in people at ultra high-risk for psychosis and with schizophrenia. J Nerv Ment Dis 2011; 199: 106-110 [PMID: 21278539 DOI: 10.1097/NMD.0b013e3182083b96]

34 Ritsner M, Ben-Avi I, Ponizovsky A, Timinsky I, Bistrov E, Modai I. Quality of life and coping with schizophrenia symptoms. Qual Life Res 2003; 12: 1-9 [PMID: 12625513]

35 Ritsner MS, Gibel A, Ponizovsky AM, Shinkarenko E, Ratner Y, Kurs R. Coping patterns as a valid presentation of the diversity of coping responses in schizophrenia patients. Psychiatry Res 2006; 144: 139-152 [PMID: 17011633]

36 Cacioppo JT, Berntson GG. Relationship between attitudes and evaluative space: A critical review with emphasis on the separability of positive and negative substrates. Psychol Bull 1994; 115: 401–423

37 Chen M, Bargh JA. Consequences of automatic evaluation: Immediate behavioral predispositions to approach or avoid the stimulus. Pers Soc Psychol Bull 1999; 25: 215–224[DOI: 10.1177/0146167299025002007]

38 Katherine A. Boundaries: Where you begin and I end. New York, NY: Fireside, 1991.

39 Hayduk LA. Personal space: The conceptual and measurement implications of structural equation models. Can J Behav Sci 1985; 17: 140-149

40 Bowlby J. A secure base: Clinical applications of attachment theory. New York, NY: Basic Books, 1988

41 Horowitz MJ, Duff DF, Stratton LO. Body-buffer zone; Exploration of personal space. Arch Gen Psychiatry 1964; 11: 651-656 [PMID: 14209746 DOI: 10.1001/archpsyc.1964.01720300081010]

42 Horowitz MJ. Spatial behavior and psychopathology. J Nerv Ment Dis 1968; 146: 24-35 [PMID: 5648858]

43 Srivastava P, Mandal MK. Proximal spacing to facial affect expressions in schizophrenia. Compr Psychiatry 1990; 31: 119-124 [PMID: 2311379]

44 Nechamkin Y, Salganik I, Modai I, Ponizovsky AM. Interpersonal distance in schizophrenic patients: relationship to negative syndrome. Int J Soc Psychiatry 2003; 49: 166-174 [PMID: 14626359 DOI: 10.1177/00207640030493002]

45 Park SH, Ku J, Kim JJ, Jang HJ, Kim SY, Kim SH, Kim CH, Lee H, Kim IY, Kim SI. Increased personal space of patients with schizophrenia in a virtual social environment. Psychiatry Res 2009; 169: 197-202 [PMID: 19762087 DOI: 10.1016/j.psychres.2008.06.039]

46 First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical Interview for DSM-IV I Disorders, Patient Edition (SCID-P), Version 2. New York, NY: New York State Psychiatric Institute, Biometrics Research, 1995.

47 Beck AT, Beamesderfer A. Assessment of depression: the depression inventory. Mod Probl Pharmacopsychiatry 1974; 7: 151-169 [PMID: 4412100]

48 Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale (PANSS) for schizophrenia. Schizophr Bull 1987; 13: 261-276 [PMID: 3616518]

49 Opler LA, Ramirez PM. Structured Clinical Interview for the PANSS (SCI-PANSS). Toronto, Canada: Multi-Health Systems, 1992

50 Duke MP, Nowicki S. A new measure and social-learning model for interpersonal distance. J Experiment Res Pers 1972; 6: 119–132

51 Endler NS, Parker JD. Multidimensional assessment of coping: a critical evaluation. J Pers Soc Psychol 1990; 58: 844-854 [PMID: 2348372 DOI: 10.1037/0022-3514.58.5.844]

52 Duke MP, Kiebach C. A brief note on the validity of the Comfortable Interpersonal Distance scale. J Soc Psychol 1974; 94: 297–298[doi: 10.1080/00224545.1974.9923221]

53 Deus V, Jokić-Begić N. Personal space in schizophrenic patients. Psychiatr Danub 2006; 18: 150-158 [PMID: 17099605]

54 Ritsner M, Modai I, Endicott J, Rivkin O, Nechamkin Y, Barak P, Goldin V, Ponizovsky A. Differences in quality of life domains and psychopathologic and psychosocial factors in psychiatric patients. J Clin Psychiatry 2000; 61: 880-89; quiz 890 [PMID: 11105747]

55 Hayduk LA. The permeability of personal space. Can J Behav Sci 1981; 13: 274-287[doi: 10.1037/h0081182]

56 Siris SG. Diagnosis of secondary depression in schizophrenia: implications for DSM-IV. Schizophr Bull 1991; 17: 75-98 [PMID: 2047791]

57 Kohler CG, Lallart EA. Postpsychotic depression in schizophrenia patients. Curr Psychiatry Rep 2002; 4: 273-278 [PMID: 12126595]

58 Möller HJ. Occurrence and treatment of depressive comorbidity/cosyndromality in schizophrenic psychoses: conceptual and treatment issues. World J Biol Psychiatry 2005; 6: 247-263 [PMID: 16272080 DOI: 10.1080/15622970500316674PMID: ]

59 Buckley PF, Miller BJ, Lehrer DS, Castle DJ. Psychiatric comorbidities and schizophrenia. Schizophr Bull 2009; 35: 383-402 [PMID: 19011234 DOI: 10.1093/schbul/sbn135; ]

60 Appraisals, emotions and emotion regulation: An integrative approach. Motiv Emot 2010; 34: 63-72 [PMID: 20376165]

61 Paykel ES. Life events, social support and depression. Acta Psychiatr Scand Suppl 1994; 377: 50-58 [PMID: 8053367 DOI: 10.1111/j.1600-0447.1994.tb05803.x]

62 Kawachi I, Berkman LF. Social ties and mental health. J Urban Health 2001; 78: 458-467 [PMID: 11564849]

63 Lecomte Y, Mercier C. The stress process perspective and adaptation of people with schizophrenia--an exploratory study. Soc Psychiatry Psychiatr Epidemiol 2005; 40: 139-148 [PMID: 15685406]

64 Vázquez Pérez ML, Godoy-Izquierdo D, Godoy JF. Clinical outcomes of a coping with stress training program among patients suffering from schizophrenia and schizoaffective disorder: a pilot study. Anxiety Stress Coping 2013; 26: 154-170 [PMID: 22300334 DOI: 10.1080/10615806.2012.654778; ]

65 Richter P, Werner J, Heerlein A, Kraus A, Sauer H. On the validity of the Beck Depression Inventory. A review. Psychopathology 1998; 31: 160-168 [PMID: 9636945]

P-Reviewers Maniglio R, Müller MJ, Serafini G,         S-Editor Wen LL             L-Editor                  E-Editor

Table 1 Basic characteristics of patients and controls n (%)
	Characteristics
	Depression group 
(n = 70)
	Schizophrenia group(n = 51)
	Control group (n = 61)
	Significance test

	Gender
	
	
	
	

	  Male
	29 (41.4)
	36 (70.6)
	30 (49.2)
	(2=9.1,df=2,P=0.01

	  Female
	41 (58.6)
	15 (29.4)
	31 (50.8)
	

	Age (yr) (mean ± SD)
	37.4±13.4
	33.8±10.5
	35.7±11.3
	F=1.09,df=129,P=0.27

	Marital status
	
	
	
	

	  Single
	34 (48.6)
	40 (78.4)
	24 (39.3)
	(2=19.1, df=4, P <0.001


	  Married
	26 (37.1)
	6 (11.8)
	31 (50.8)
	

	  Divorced/separated/widowed
	10 (14.3)
	5 (9.8)
	6 (9.8)
	

	Schooling (years) (mean ± SD)
	13.4±1.7
	11.2±3.0
	14.1±2.3
	F=1.96,df=129,P <0.05

	Age at onset (years) (mean ± SD)
	35.5±13.6

range 15-39
	25.3±9.4

range 14-29
	--
	t=4.61,df=119,P <0.01

	Duration of disorder (mo) (mean ± SD) 
	12.8±7.7

range 1-36
	28.0±13.4

range 6-131
	--
	--

	Depressive symptoms 1(mean ± SD)
	13.3 (5.7)
	--
	1.2 (1.9)
	t=15.82,df=129,P < 0.001 

	PANSS 2total score (mean ± SD)
	--
	54.5 (18.5)
	--
	--

	  Positive syndrome
	--
	11.0 (5.5)
	--
	--

	  Negative syndrome
	--
	15.8 (7.9)
	--
	--

	  General psychopathology
	--
	27.6(9.6)
	--
	--


1Beck Depression Inventory- Short Form (Beck et al[47]); 2Positive and Negative Syndrome Scale (Kay et al[48]).
Table 2 Comfortable interpersonal distance from stimuli with different emotional valence and coping patterns (CISS) across the study groups 
	Variable 
	Depression 
group
(n = 70)
	Schizophrenia group 
(n = 51)
	Nonpatient

group 
(n = 61)
	ANOVA

F            P
	Tukey 

post-hoc single comparisons1

	Interpersonal distance

 (from)
	
	
	
	
	
	

	Family members
	115.5±80.6
	99.2±57.5
	80.4±48.8
	3.00    
	0.05 
	D>N

	Self-images
	129.1±83.6
	103.7±75.9
	59.5±56.0
	9.02
	0.001
	D>N<S

	Significant others
	192.5±68.1
	178.0±68.3
	158.8±63.9
	3.76   
	0.03
	D>N

	Neutral people
	270.5±63.1
	219.2±73.7
	268.8±76.6
	9.02
	0.001
	D>S<N

	Hostile images
	336.2±44.6
	312.1±75.9
	348.0±20.9
	4.92
	0.01
	D>S<N

	
	
	
	
	
	

	Coping pattern 
	
	
	
	
	
	

	Task-oriented
	3.5±0.8
	3.1±0.9 
	3.8±0.7
	7.45
	0.001
	D>S<N

	Emotion-oriented
	3.2±0.9
	3.0 ±0.8
	2.3±0.8
	14.01
	0.0001
	D>N<S

	Avoidance-oriented
	2.8±1.0
	3.0±1.0
	3.0±09
	0.82
	0.44
	D=S=N

	  Distraction
	2.6±1.2
	2.7±1.2
	2.4±1.1
	0.53
	0.59
	D=S=N

	  Social diversion
	3.0±1.2
	3.3±1.2
	3.6±1.1
	2.99
	0.05
	D<N 


mean scores ± SD are shown. CISS: Coping inventory for stressful situations. 1All comparisons are significant at the 0.05 level.
Table 3 Significant Pearson correlations between comfortable interpersonal distance and specific symptoms measures

	Symptoms
	Distance from

	
	Family members
	Significant others
	Self-images
	Neutral persons
	Threat-related persons

	Schizophrenia sample (n = 51)
	
	
	
	
	

	PANSS items: 
	
	
	
	
	

	 Conceptual disorganization
	
	-0.32a
	
	-0.30a
	

	 Excitement
	
	
	
	
	0.35b

	Suspiciousness/persecution
	
	
	
	
	0.26a

	 Anxiety 
	
	
	
	
	0.27a

	 Guilt feelings
	
	
	0.28 a
	
	

	 Tension 
	
	
	
	
	0.33 a

	 Motor retardation
	
	
	
	
	0.34 a

	 Lack of judgment & insight
	
	
	
	
	-0.34b

	Depression sample (n = 70) 
	
	
	
	
	

	BDI items: 
	
	
	
	
	

	 Sadness 
	
	0.28 a
	0.40c
	
	

	 Guilt 
	
	0.26 a
	0.28 a
	0.29 a
	

	 Self-dislike
	
	0.44 c
	0.32 b
	0.30 b
	0.30 b

	 Self-harm
	
	
	0.28 a
	
	

	 Social withdrawal
	0.26 a
	0.40 c
	
	0.41 c
	

	 Indecisiveness 
	
	
	0.23 a
	
	

	 Self-image change
	
	0.28 a
	0.24 a
	0.32 b
	

	 Work difficulty
	
	
	0.23 a
	
	

	 Fatigability 
	
	
	0.23 a
	
	


PANSS: Positive and Negative Syndrome Scale (Kay et al[47]); BDI: Beck Depression Inventory (Beck et al[48]). Comfortable interpersonal distance vs specific symptoms measures: aP < 0.05,  bP < 0.01, dP < 0.001.
Table 4 Multiple regression models for predicting the severity of general psychopathology in patients with schizophrenia and current depressive symptoms in patients with depression by regulation strategies
	Predictor variables
	Schizophrenia
	Depression

	
	β
	t-value

(β=0)
	P
	Total % variance

accounting for 
	β
	t-value

(β=0)
	P
	Total % variance

accounting for 

	Interpersonal distance from
	
	
	
	
	
	
	
	

	  Family members
	0.22
	7.3
	0.007
	7.1
	0.28
	6.8
	0.011
	9.5

	  Hostile images
	0.29
	12.7
	<.001
	11.8
	0.01
	1.8 
	--
	--

	  Neutral people
	0.04
	0.15
	0.148
	--
	0.23
	9.1
	0.012
	6.0

	  Self-images
	-0.06
	0.35
	0.179
	--
	0.32
	7.5
	<0.001
	13.4

	  Significant others
	-0.05
	1.3
	0.091
	--
	0.27
	6.2
	0.017
	8.7

	Model properties
	R2=.48, adjusted R2=.36, F=4.2, P < .001
	R2=0.54, adjusted R2=0.37, F=5.7, P <0.001

	Coping patterns
	
	
	
	
	
	
	
	

	  Task-oriented 
	-0.31
	6.1
	0.016
	8.8
	-0.17
	2.8
	0.009
	4.2

	  Emotion-oriented
	0.23
	5.4
	0.025
	7.2
	0.11
	4.7
	0.032
	7.2

	  Social diversion
	0.17
	2.8
	0.097
	--
	-0.09
	5.1
	0.027
	7.6

	Model properties
	R2=0.45, adjusted R2=0.34, F=3.3, P < 0.001
	R2=0.35, adjusted R2=0.23, F=3.1, P=0.002


PANSS: Positive and Negative Syndrome Scale (Kay et al[47]); BDI: Beck Depression Inventory (Beck et al[48]);  CID: Comfortable interpersonal distance; CISS: Coping inventory for stressful situations.
