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ABSTRACT 
 

The main goal of this study was to investigate the relationship between Early Maladaptive Schemas and 
Coping Style in Iran and India and to compare mild & moderately depressed, young & older women.  
The tools of this research were Beck Depression Inventory, Young Schema Questionnaire, Young-Rygh 
Avoidance Inventory, and Young Compensation Inventory were administered to depressed women 
residing in Iran and India that were randomly selected n = 200. The age group of sample was 16-60 India 
(M=30.26 SD=11.45) and Iran (M=31.92 SD=10.08). Data analyses comprised of the methods of 
descriptive statistics and deductive statistics.  
Pearson Correlation was obtained between the Subjugation, Failure to achieve, and Unrelenting Standards 
schemas and compensation subscales in the total group. In addition, the comparison between two 
countries showed that the correlation between compensation subscales in women from India was higher 
than women from Iran. In the total group, it was showed a correlation between the Denial Unhappiness, 
the Psychosomatic Symptom, the Avoidance through sleeping and lack of energy subscales in Avoidance 
and Maladaptive Schema P<0.05& P<0.001). Likewise, the results indicated differences within Iran and 
India among mild & moderately depressed, young & older women in overcompensation as coping style as 
opposed to avoidance.  
KEYWORDS:  Coping Style, Cross Cultural, Depression, Early Maladaptive Schemas. 
 

1. INTRODUCTION 
 
The World Health Organization cited that by 2020, depression will be the second most prevalent 

non-infectious disease, and secondary only to ischemic heart disease. It is also estimated that the 
prevalence of disability caused by depression is on the rise. Nearly twice as many women (12.0 percent) 
as men (6.6 percent) are affected by a depressive disorder each year. These figures are translated to 12.4 
million women and 6.4 million men in the U.S (WHO) [1]. This is one of the reasons for the motivation 
of selecting the women for the present study. 

In stages of development, adolescence is a particular time of stress for girls due to the pressures to 
adopt increasingly inflexible gender roles that emphasize appearance, dependency, and passivity [2, 3, 4]. 
Epidemiological data shows that the mid to late 20s is the age of the most frequent onset of depression [5, 
6]. In 2010 a study predicted that gender differences in life events prior to Major Depressive Disorder 
(MDD) onset would emerge in the younger age groups (adolescence and young adulthood) but not in the 
older age groups [7]. Investigations done by researchers found that negative life events predict MDD and 
general emotional maladjustment more strongly in girls than in boys[8, 9, 10,11, 12,13].  

Regarding the prevalence of depression in women, a cross sectional study was conducted on general 
population to determine the characteristics of depression in Kashmir (India). The difference in the 
prevalence of depression among males and females is significant. Depression is much higher in rural 
areas (84.73%) as compared to urban areas (15.26%). In rural areas the prevalence of depression among 
females is higher (93.10 %) as compared to males (6.8%) [14]. Likewise, an attempt was made to 
determine the prevalence of depressive disorders and some associated factors in Rasht City (Northern part 
of Iran). It was revealed that the prevalence of dysthymic and minor depressive disorder were more than 
major depressive disorder, and low socio-economic class was the most significant risk factor associated 
with depression [15]. 

In the fields of psychology, each of the paradigms has their views to the etiology of depression. In 
this connection, in cognitive theory a number of assumptions have been discussed, one of which is 
schema. Schema is cognitive structures that allot meaning to perception. Schemas are basically the 
representations of early childhood experiences, and serve as patterns for processing and defining 
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behaviours, thoughts, feelings, emotions, and relationships with others in following one’s life [16]. Hence, a 
schema can be positive or negative, adaptive or maladaptive; dysfunctional in a significant degree, it can be 
formed in childhood or later in life [17].  Young who has innovated Schema Therapy Approach in 1992, 
defined maladaptive or dysfunctional schemas as enduring, pervasive, unconditional, negative beliefs about 
oneself, others, and the environment that are learned in childhood and perpetuated and elaborated in 
adulthood. Furthermore, it is believed that unmet core emotional needs in childhood lead to dysfunctional 
schemas. Negative experiences were labelled as Early Maladaptive Schema. According to Schema 
approach, three factors are of significance; early childhood experiences, the innate temperament of the child, 
and cultural influences. There are 18 maladaptive schemas in schema therapy approach, which are grouped 
into five broad categories of unmet emotional needs called schema domains [18, 19].  

Over time, deep beliefs about self and others become dysfunctional to a significant degree and 
highly resistant to change in persons. Individuals typically develop behavioural strategies to cope with the 
distressing thoughts, overwhelming emotions, and impulses associated with early maladaptive schema. 
These long standing, usually unrecognized maladaptive coping styles are often effective in reducing the 
schema- evoked distress [20, 21].  

According to schema therapy, there are three coping styles as: 1) Surrender, referring to a process 
whereby perceptions and behaviours are changed so that they comply with the schema.  2) Avoidance, 
referring to the ways in which people avoid activating schemas. It includes both conscious and automatic 
processes3) Overcompensation Schema compensation, referring to the processes of overcompensating for 
early maladaptive schemas [22].  
 

2. METHODS 
2.1. Sampling 

The comparative subjects for the present study were selected from Iran and India. The sample was 
selected randomly and consists of 200 females diagnosed with (mild- moderate) depression. A sample of 
100, each selected from Indian and Iranian metropolitan cities, Pune (India) and Tehran (Iran), 
respectively. The age group of sample was 16-60 years (India M=30.26, SD=11.45) and (Iran M=31.92,   
SD=10.08). 
 
2.2. Tools: 

2.2.1. Beck’s Depression Inventory (BDI II, 1996) 
The test is created by Aaron T. Beck in 1961. It is a 21- question multiple choice self- report 

inventory about how the subject has been feeling in the last week. This scale reliably measures the 
severity of affective, cognitive, motivational, and physical (vegetative) symptoms of depression. Each 
question has a set of at least four possible answer choices, ranging in intensity and each answer being 
scored on a scale value of 0 to 3. A study reported that the BDI-II had good internal consistency (α = .90) 
and that the total score was not significantly correlated with gender, age, or ethnicity of the patients [23]. 
It was also noted the BDI-II appears to have strong psychometric support as a screening measure for 
depression among older adults in the general population [24]. 

2.2.2. Young Schema Questionnaire-Short Form (YSQ-SF, 2003) 
It is a self – report measure containing 90 items to assess schemas. Patients rate themselves on how 

well each item describes them on a 6-point Likert scale. Items on the questionnaire are clustered 
according to specific schemas. To measure EMSs in 18 subscales including in 5 domains as 
Abandonment/Instability, Mistrust/Abuse, Emotional Deprivation, Defectiveness/Shame, Social 
Isolation/Alienation, Dependence/ Incompetence, Vulnerability to harm or Illness, Enmeshment/ 
Undeveloped Self, Failure, Entitlement/Grandiosity, Insufficient Self-Control, Subjugation, Self-
Sacrifice, Approval-Seeking/Recognition-Seeking, Negativity/Pessimism, Emotional Inhibition, 
Unrelenting Standards, Punitiveness. A study showed that the Young Schema Questionnaire possesses 
very good internal consistency and that its primary factor structure is stable across clinical samples from 
two different countries and for different diagnoses [25]. In the present study, Cronbach’s coefficient alpha 
in Iran was 0.80 and in India 0.84  
2.2.3. Young-Rygh Avoidance Inventory (RYAI, 1994) 

The instrument is used to assess this variable is the Young-Rygh Avoidance Inventory. The Young 
– Rygh Avoidance Inventory (1994) is a 41- item questionnaire that assesses schema avoidance. The 
patients rate responses on a 6-point scale. To score this inventory, we simply circle all items with a high 
rating of “5” or “6”. According to a study, the split half value was 0.79 [26]. In the current study, the split 
half (Cronbach’s coefficient alpha) in Iran was 0.58 and 0.78 in India. 
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2.2.4. Young Compensation Inventory (YCI, 1995) 
The Young compensation inventory (1995) is a 48- item questionnaire that assesses schema 

overcompensation. The inventory uses a 6-point scale. To score this inventory, the therapist circles all 
items with a high rating of “5” or”6”. There is not a one –to-one correspondence between each item on 
the YCI and any schema. In a study reliability coefficient through splitting was yielded 0.79 [26]. In this 
study Cronbach’s alpha, obtained in Iran, was 0.89 and in India was 0.88.  

 
3. PROCEDURE 

 
The client was informed of the various instruments to be administered. The researcher first used to 

illustrate about the instructions of the questionnaires. After taking patient’s consent, they were assured 
that all the information will be kept confidential and will be used only for research purpose. Then, they 
were requested to answer all the questions. The time of answering questionnaires was not limited and it 
depended on the participants. 

 
4. RESULTS 

 
The analysis of data was conducted by SPSS 17.0. For the purpose of comparing two groups t-test 

was selected and for the aim of correlation, Pearson correlation was executed. Firstly, Kolmogorov- 
Smirnov test was conducted for the aim of making normality of data. Also, linearity test was used for 
assessment of linear correlation. The results of both tests revealed normality and linear correlation.  

Table 1 reveals 31% of the population is mildly depressed while 62% was moderately depressed. 
28% young and 22% was older in Iranian population and 25% is young and older age group in India. 

 
Table 1: Sample Demographics variables 
  percent 

Iran Mild 
 

31% 
 

Moderate 69% 

Young 56% 

Old 44% 

India Mild 45% 

Moderate 55% 

Young 50% 

Old 50% 

 
 Table 2 reveals the correlation between Early Maladaptive Schemas and Compensation Subscales 

as a coping style. The second column demonstrates the correlation for the total group. Column three 
shows the Iranian group and the last column presents the same correlations for the Indian group .It 
indicates a relationship between the compensation subscales and the Subjugation schema(r=.46), Failure 
to Achieve (r=.34), and Unrelenting Standards (r=.33) in Indian and Iranian women together. Approval 
Seeking (r=.44), and Subjugation (r=.42) in the compensation style are highly associated with 
corresponding Maladaptive Schemas in the Iranian group. 

There is correlation between Subjugation (r=.50), Insufficient Self-Control (r=.47), Entitlement 
(r=.42), Mistrust/Abuse (r=.41), Defectiveness/Shame (r= .40), Failure to Achieve (r=.38), Self-Sacrifice 
(r=.37). Overall, these correlational findings are very interesting since they reveal a significant 
relationship (p<0.01) between Early Maladaptive Schemas and Compensation, particularly among Indian 
women. These findings could yield pointers for intervention, particularly in this country. 
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Table 2: The correlation between Compensation subscales and Early Maladaptive Schemas 
Compensation  Subscales Maladaptive Schemas 

Total Iran India 
Mistrust/Abuse .32**  .41** 
Defectiveness/Shame .31**  .40** 
Failure to Achieve .34** .30* .38** 
Subjugation .46** .42** .50** 
Self-Sacrifice   .37** 
Unrelenting Standards .33** .29* .36** 
Entitlement .29**  .42** 
Insufficient Self-Control .27**  .47** 
Approval Seeking .30** .44**  

               **p< 0.01*p< 0.05 
 

Table 3 shows correlation between Maladaptive Schemas and Avoidance in Indian and Iranian 
groups together. The table indicates that few significant relationships emerged from this correlational 
analysis, largely in the subscales of Social Isolation, Vulnerability to harm, Mistrust/Abuse, Subjugation, 
and Defectiveness/ Shame. Interestingly, the results of this study show significant negative correlations 
between Denial Unhappiness (DUN) subscale as a coping style and Maladaptive Schemas such as Social 
Isolation schema (r= -.50), Defectiveness/Shame (r= -.38),Vulnerability to Harm (= -.35) and Emotional 
Deprivation (r= -.32).  

 
Table 3: The Correlation between the Avoidance subscales and the Early Maladaptive Schemas (EMSs) - 

the Total Group (India & Iran) 
 
 

      
 
 
 
 
 

**p< 0.01 *p< 0.05 
 
Table 4 indicates the correlation between the Avoidance subscales and the Early Maladaptive 

Schemas for Indian group. Similar to the results of the total group, Denial of Unhappiness (DUN) is the 
only subscale in this group which correlates significantly negatively with the Maladaptive Schemas. The 
highest negative correlation for the Indian group in this subscale is found with the Social Isolation (r= -
.52 p<.0.01). This negative correlation with Denial of Unhappiness (DUN) shows that the women admit 
easily to being unhappy; i.e. they do not deny it. Indian women who are depressed may not feel so 
isolated since they live in a collectivistic society and can find support.  

Suppression of Anger (SUA) associates significantly with Self-Sacrifice (r=.39). In Indian women it 
might be due to social and cultural reasons. In the joint family system, a woman may compromise with 
the situation for her family members at the cost of own wishes. Psychosomatic symptoms (PS) subscale 
significantly correlates with Vulnerability to Harm (r=.45), Pessimism/Worry, Mistrust/Abuse (r= .42), 
Punitiveness (r= .40), and Social Isolation (r= .40). Withdrawal from people subscale (WP) has a 
correlation with Subjugation (r= .46), unrelenting Standards (r= .41), Entitlement/ Superiority (r= .38), 
and Social Isolation (r= .37). Avoidance through sleep / lack of energy (AVS) correlates significantly 
with Insufficient Self-Control (r= .46), Failure to Achieve (r= .40), Subjugation (r= .39), and Dependence 
Incompetence (r= .37). Self-Soothing (SES) has correlation with Defectiveness/ Shame (r= .36), and 
Social Isolation schema (r= .35. Passive distraction: Fantasy, daydreaming, television (PDF) associates 
with Approval Seeking (r= .36). Avoidance of upsetting situations (AUS) correlates with Unrelenting 
Standards (r= .36).  
 
 

EMSs Avoidance 
Subscales DNU PS WP AVS SES PDF 
Emotional Deprivation -.32** .29** .24** .18* .32**  
Mistrust/Abuse -.30** .39** .29** .27** .25** .22** 
Social Isolation -.50** .37** .35** .29** .26** .19** 
Defectiveness/Shame -.38** .26** .23** .36** .29** .21** 
Failure to Achieve -.22** .19** .23** .35** .15* .20** 
Vulnerability to Harm  -.35** .44** .23** .28** .23** .23** 
Subjugation -.23** .31** .39** .30** .21** .21** 
Entitlement -.28** .30** .34** .20** .30** .17* 
Insufficient Self-Control -.28** .16* .27** .38** .28** .28** 
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Table 4: The correlation between Avoidance subscales and Early Maladaptive Schemas (EMSs)-the 
Indian group 

EMSs Avoidance 
Subscales DUN SUA PS WP AVS SES PDF AUS 
Emotional deprivation -.29**  37** .29** .21* .29**  .23* 
Abandonment -.37** .22* .31** .29** .21*  .32** .33** 
Mistrust/ Abuse -.33** ..23* .42** .33** .30** .32* .25* .27** 
Social Isolation -.52**  .40** .37** .26* .35** .30** .33** 
Defectiveness / Shames -.40**  .39**  .27** .36** .30** .25* 
Failure to Achieve -.35**  .29** .21* .40**  .29** .22* 
Dependence Incompetence -.29**  .33**  .37**   .22* 
Vulnerability to Harm -.30** .29** .45** .26* .31** .24* .26*  
Subjugation -.25** .35** .38** .46** .39**  .27** .22* 
Self-Sacrifice  .39** .24* .33**    .22* 
Unrelenting Standards -.29** .34** .36** .41** .30** .21* .34** .36** 
Entitlement -.38**  .31** .38** .26** .25* .25* .35** 
Insufficient  Self-Control -.43**  .29** .36** .46** .21* .26* .31** 
Approval Seeking -.32**     .27** .36**  
Pessimism  .28** .42** .33** .29** .22* .30** .25* 
Punitiveness -.22* .25* .40** .32** .36** .22* .22* 30** 
**p<0.01       *p<0.05 

 
Table 5 exhibits the correlation between the Maladaptive Schema and Avoidance in the Iranian 

group. The analysis of data shows negative correlation between Denial of unhappiness subscale and the 
Social Isolation (r= -.42), Vulnerability to Harm and Emotional Deprivation (r= -.39), 
Defectiveness/Shame(r= -.38). This means that women in this group with these schemas rely on the 
opposite of the Denial of unhappiness avoidance strategy that is; they accept their unhappiness and admit 
to it. In addition, there is negative correlation between Intentionally not Thinking about Upsetting things 
(ITU) and Abandonment schema (r= -.35). Psychosomatic symptoms (PS) associate with Vulnerability to 
Harm (r= .42), Self-Sacrifice (r= .39), and Mistrust/Abuse (r= .37). There is also a significant correlation 
between Avoidance through sleep / lack of energy (AVS) and Defectiveness/Shame schema (r= .45), and 
Social Isolation (r= .36). Iranian women who feel flawed and defective or believe themselves to be 
different from others tend to use Avoidance as a coping strategy. Self-soothing (SES) shows correlation 
with Emotional Deprivation (r= .37). Self-soothing was relied on as a coping strategy by Iranian women 
who feel emotionally deprived. Passive blocking of upsetting emotions (PBU) associates with Emotional 
Inhibition (r= .39). In this group, Excessive rationality and control (EXR) does not have any correlation 
with maladaptive schemas. Mean scores- Indian/ Iranian samples, mildly-moderately depressed, and 
young -older age groups. 
 

Table 5: The correlation between Avoidance subscales and Early Maladaptive Schemas (EMSs)-the 
Iranian group 

EMSs Avoidance 

Subscales ITU DUN PS AVS SES PBU 
Emotional deprivation  -.39** .22*  .37**  
Abandonment -.35** -.22* .31** .24* .30**  
Mistrust/ Abuse .26* -.30** .37** .25* .20*  
Social Isolation .29** -.42** .34** .36**  .34** 
Defectiveness/ Shames .25* -.38**  .45** .23* .29** 

  Vulnerability to Harm  -.39** .42** .28** .21* .21* 
Self-Sacrifice   .39**  .23*  
Emotional Inhibition  -.29** .28** .25*  .39** 

     **p< 0.01 *p< 0.05 
 

Table 6 presents the analysis of data obtained from both countries combined is, N=200. This table 
clearly shows that there was no significant difference across coping styles (Avoidance and Compensation) 
across both countries, or even between younger and older groups. Interestingly, moderately depressed 
women did score significantly higher on the Compensation Inventory (t=3.50, p<.001). Interestingly, the 
results show mean and SD are higher in overcompensation; mildly (m=149.00, SD=33.07) and 
moderately depressed (m=167.46, SD=31.25) than avoidance coping style; mildly (m=125.26, SD=16.53) 
and moderately depressed (m=128.29, SD=20.01). Despite previous investigations showing that 

61 



Khajouei Nia and Sovani, 2014 

depressed patients often tend to use avoidance as a coping strategy to adapt with their problems, the 
results of this study indicate the opposite. 
 

Table 6: Mean scores- Indian/ Iranian samples, mildly-moderately depressed, and young -older age 
groups 

Groups Avoidance t p-value Compensation t p-value 
Iran mean 125.20  

 
1.58 

 
 

NS 

mean 162.38  
 

0.81 

 
 

NS SD 14.56 SD 30.39 

India mean 129.83 mean 158.02 

SD 22.11 SD 35.62 
Mild 
 

mean 125.26  
1.27 

 
NS 

mean 149.00  
3.50 

 
0.001 SD 16.53 SD 33.07 

Moderate mean 128.29 mean 167.46 
SD 20.01 SD 31.25 

Young 
 

mean 128.46  
 

0.68 

 
 

NS 

mean 164.71  
 

1.88 

 
 

NS 
SD 21.08 SD 32.56 

Old mean 126.47 mean 154.67 
SD 16.04 SD 33.23 

 
Table 7 shows there is significant difference among mildly and moderately depressed (t=2.59, 

p<.05), younger and older groups (t=3.50, P<.001) by using compensation as a coping strategy in Iranian 
women with symptoms of depression.  The result demonstrates that mean and SD in moderately 
depressed (m=168.07, SD=29.89) higher than mildly depressed (m=149.52, SD=28.02) and also, younger 
(m=163.00, SD=32.57) is higher than older group (m=161.56, SD=27.67) in compensation coping style.  
 
Table 7: Mean scores-Coping styles in Iranian women with depression by segregation groups of mildly- 

moderately depressed and young-older age groups 
Coping styles  Mild Moderate t p-value Young Old t p-value. 
Avoidance mean 122.60 126.32 1.14 NS 124.29 126.23 1.27 NS 

SD 12.76 15.24 21.08 16.04 
Compensation mean 149.52 168.07 2.59 0.05 163.00 161.56 3.50 0.001 

SD 28.02 29.89 32.57 27.67 

 
Table 8 indicates significant difference within Indian group between mildly and moderately 

depressed (t=2.29, p<.05), younger and older groups (t=2.25, p<.05) in the Compensation. Also, the table 
reveals mean and SD in compensation; moderately (m=166.68, SD=33.26) is higher than mildly 
depressed (m=148.68, SD=36) and this difference can be seen between younger (m=166.51, SD=32.86) 
and older (m=148.86, SD=36.63) groups. Hence, separating the data showed that in each country the 
latter trend was present, but was not clearly seen in pooled data. 
 

Table 8: Mean scores- Coping style in Indian women with depression by segregation groups of mildly- 
moderately depressed and young-older age groups 

 
5. DISCUSSION 

 
The aim of the current study was Cross Cultural Comparison between Women with Depressive 

Symptoms in India and Iran-role of Maladaptive Schemas and Coping Styles. This section presents a 
discussion on each of the obtained results of the current study, keeping relevant theories and past 
researches in view. 

Since in this research an attempt was made to explore the given variables on mild and moderately 
depressed levels, the results of this part of the study, to a certain extent, are consistent with a research, 
suggesting that depressed persons with high levels of depressive symptoms tend to use more avoidance 

Coping styles  Mild Moderate t p-value  Young Old t p-value 
Avoidance  mean 126.97 122.50  

1.13 
 
NS 

133.05 126.7  
1.29 

 
NS SD 18.51 24.92 24.99 18.66 

Compensation  mean 148.68 166.68  
2.29 

 
0.05 

166.51 148.86  
2.25 

 
0.05 SD 36.14 33.26 32.86 36.63 
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and emotion-focused coping, while problem-focused coping is correlated with lower levels of depressive 
symptoms [27]. 

The results of the present research are not in agreement with investigators suggesting avoidance 
coping has been found to be more usual among women than men, indicated that depressed women were 
engaged in more escape–avoidance coping strategies and less problem-solving controlling for the 
stressfulness of the event, than non-depressed female controls [28, 29, 30, 31]. In 2012 a study also 
showed that avoidance coping style could be considered as a good prediction for disconnection-rejection 
schema, vigilance and avoidance. Compensatory coping style had no relations with this area which is 
inconsistent with the result of the current research [26].  

The results of the present study indicated Compensation coping styles and Maladaptive Schemas 
mostly correlate moderately. In Iranian group, the Approval Seeking and Subjugation schemas were 
associated with the same subscales in compensation. In Indian group Subjugation, Insufficient Self-Control, 
Entitlement, Mistrust/Abuse, Defectiveness/Shame, Failure to achieve, and Self-Sacrifice schemas were 
correlated with the corresponding subscales. Mistrust/Abuse, Defectiveness/Shame, Self-Sacrifice, 
Entitlement, Insufficient Self-Control showed correlation only in the Indian group and on the other hand, in 
the Iranian group only the Approval Seeking schema was highly correlated. It seems that Indian depressed 
women tend to utilize compensation as coping strategies more than Iranian depressed women. 

The results of correlation between Maladaptive Schemas and Avoidance showed two common 
negative and positive correlations in both countries; Negative significant relationship between Denial 
Unhappiness subscale and Social Isolation schema. This indicated that depressed women rely on the 
opposite of the Denial of Unhappiness avoidance strategy i.e. Social Isolated females show their 
unhappiness and solitary openly. It is interesting that this pattern occurs regardless of culture or 
geographical location. Perhaps women are “permitted” in both cultures to express their unhappiness. 

The common positive significance showed correlation between Psychosomatic Symptoms and 
Vulnerability to Harm. The differences were; in India depressed women rely on Withdrawal from People 
to cope with unhealthy Unrelenting Standards schema and Avoidance through Sleeping and lack of 
energy to adapt with Insufficient Self-Control. But Iranian depressed women tend to use Avoidance 
through Sleeping and lack of energy to adapt with Defectiveness/Shame.  

The results revealed Indian depressed women do not utilize Substance abuse and Excessive rationality 
and control as coping styles to avoid their Maladaptive Schemas. This may be a cultural finding, since they 
may find it socially undesirable to admit to these coping styles. Likewise, the results in this group indicated 
correlation between Suppression of Anger (SUA) and Self-Sacrifice. It might be due to social and cultural 
reasons. Since, the system of family in India is joint family. In the joint family system, a woman may 
compromise with the situation for her family members at the cost of her own wishes.  

It was seen that there is negative correlation between Intentionally not Thinking about Upsetting 
things (ITU) and Abandonment schema. People with Abandonment schema think that significant others 
will not be able to continue providing emotional support and practical protection. It might be due to the 
reasons that Iranian depressed women feel insecure because of social and economic situations. 

The results lead us to infer that culture and early negative experiences influence individuals how to 
adapt with their Maladaptive Schemas. For example, women from different countries relied on different 
coping styles to cope with the same Maladaptive Schema. Furthermore, it could be also inferred that people 
from different society and family systems cope with the same Maladaptive Schema in different manners. 

The other aim of the current study was to examine coping styles between mild and moderately 
depressed, young and old women from Iran and India. Differences were seen between Iran and India among 
mild and moderately depressed women in the Compensation. Older age group in Iranian sample scored 
higher than Indian. But the results were reverse with younger age group. Indian young age group scored 
higher than Iranian in the same group. Interestingly, the results showed that mean and SD of 
overcompensation style was high in both groups of mild and moderate level of depression. Consequently, it 
was indicated that depressed women in this study tend to use overcompensation to cope with problems 
which they encounter in their life. But, when they cannot solve their problems, they would be overwhelmed 
in their difficulties which consequently leads to depression and the vice circles will be continued.  

Therefore, coping styles chose help in perpetuation of maladaptive schemas. The analysis of data, as 
expected, indicated a correlation between maladaptive schemas and the coping styles among two 
countries because of cultural differences. However, coping styles, as the results indicated, were the same 
within depressed women and interestingly most of the women were dependant on overcompensation as 
coping styles to adapt with their maladaptive schemas. Interesting insights, based on the results of this 
research, could be offered into the relationship between coping styles and dysfunctional core believes. In 
the schema maintenance process, all maladaptive coping styles, serve as elements and consequently keep 
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the individuals imprisoned in their negative schemas. Therefore, it is of great significance to recognize 
maladaptive schemas and coping style of a patient in order to break the vicious circle for assisting the 
patient in a therapeutic procedure to recover from troublesome situations.  

This study was conducted only on females. Therefore, the researcher may attempt to extend the 
study which could be undertaken on a different gender group and to compare genders to identify their 
Early Maladaptive Schemas and Coping Style. Culture and ethnicity are important aspects of health and 
illness. Further research needs to take into account the role of culture, perception, and context in shaping 
someone’s physical and mental health due to the fact that cultural differences in help-seeking behaviour 
may influence the treatment of depression. As each part of Iran and India has various cultures, therefore, 
more research could be done to investigate the effect of early negative experiences and cultures in the 
development of the Early Maladaptive Schemas. 

To some extent, it was difficult to find a depressed person without comorbidity. Most of the time, 
patients used to seek professional help with symptoms of bipolar or personality disorders as well. Data 
collection was occasionally difficult in India, where depressed individuals might not really seek out 
psychiatric or mental health care for depressive symptoms because of stigmatization reasons. The last 
limitation is that the sample was female. Thus, the findings cannot be generalized across both genders. 
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Appendix: Different strategies based on Avoidance Inventory and their abbreviation 

 
 
 
 
 
 
 
 

Intentionally not thinking about upsetting things. (ITU) 
Substance abuse. (SUB) 
Denial of unhappiness. (DUN) 
Excessive rationality and control. (EXR) 
Suppression of anger. (SUA) 
Psychosomatic symptoms. (PS) 
Withdrawal from people. (WP) 
Denial of memories. (DM) 
Avoidance through activity. (AVS) 
Self-soothing (eating, shopping, etc.). (SES) 
Distraction through activity. (DIA) 
Passive blocking of upsetting emotions. (PBU) 

  Passive distraction: fantasy, daydreaming, Television. (PDF) 
Avoidance of upsetting situation.  (AUS) 
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