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While child and adolescent depressive disorders have been historically studied 

as a downward extension of adult depression, recent research has supported the 

existence of child and adolescent depression as a distinct disorder and has indicated 

important developmental differences in symptomatology (Birmaher, Ryan, Williamson, 

Brent, & Kaufman, 1996; Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993), as 

well as greater intensity and endurance of depressive disorders in childhood and 

adolescence than in adults (Jensen, Ryan, & Prien, 1992). Continued research with 

adolescence is particularly necessary because such symptomatology can manifest in self 
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destructive or even life threatening behaviors.  Symptoms such as depressed mood, 

irritability, and diminished interest in activities can lead to cognitive, familial, and 

social problems (Hammen & Rudolph, 1996).  There is a particular need to investigate 

ways to identify individuals at risk for depression, and highlighting interactions between 

risk factors could make this possible.  Childhood and adolescent investigations have 

under-examined the self-schema and its possible ability to moderate the effect of 

negative life events on depression. 

The current study investigated the role of life events as an element that, when 

combined with distorted and negative cognitions relating to the self, would increase the 

existence of depressive symptomatology in adolescents.  Self-schemas, life events, and 

interactions of both variables were examined as predictors of the severity of depressive 

symptomatology in 9- to 14-year old girls in two public school districts in Central 

Texas.  Participants completed a self-report measure of depression, a projective measure 

of the self-schema, a self-report measure of life events, and a diagnostic interview.  As 

expected, a negative self-schema significantly predicted level of depressive 

symptomatology.  However, the experience of adverse life events did not predict level 

of depressive symptomatology.  Additionally, while analyses demonstrated that adverse 

life events and negative self-schema together predicted the severity of depressive 

symptoms to a statistically significant degree, the interaction of the two independent 

variables did not predict severity of depressive symptoms.  Implications of the results, 

limitations, and recommendations for future research are provided. 
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CHAPTER I 

 

Introduction 

 

There are numerous theories concerning cognitive vulnerability to psychological 

disturbances, particularly depression (Abramson, Metalsky, & Alloy, 1989; Beck, 1967; 

Garber, & Hilsman, 2000).  When examining depression in adolescence, it is necessary 

to acknowledge the importance of developmental issues.  This awareness is essential 

when using cognitive models, as conceptions of the self change remarkably from 

infancy to childhood, adolescence, and adulthood.  Child and adolescent depressive 

disorders have been historically studied as a downward extension of adult depression.  

More recently, however, the existence of child and adolescent depression as a distinct 

disorder has been well documented (Birmaher, Ryan, Williamson, Brent, & Kaufman, 

1996; Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993), and researchers have 

indicated important developmental differences in symptomatology. 

Depressive symptomatology can have a significant negative impact on the life of 

an adolescent, sometimes manifesting in self destructive or even life threatening 

behaviors.  Symptoms such as depressed mood, irritability, and diminished interest in 

activities can lead to cognitive, familial, and social problems (Hammen & Rudolph, 

1996).  Additionally, research has indicated greater intensity and endurance of 

depressive disorders in childhood and adolescence than in adults (Jensen, Ryan, & 

Prien, 1992).  
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Therefore, there is great interest in identifying predictors of depressive 

symptomatology in adolescents for appropriate intervention and possible prevention.  

Furthermore, there is specific interest in the study of adolescent depression in females, 

as it is well established that significantly more females than males experience 

depressive disorders (Hankin et al., 1998; Weissman et al., 1984), a disparity that 

becomes apparent during adolescence (Lewinsohn, Clark, Seeley, & Rohde, 1994).  A 

unique characteristic of this study is the focus on depression in 9- to 14-year-old girls. 

It is important to acknowledge the existence of multiple factors and pathways 

leading to the development and maintenance of depressive symptomatology.  Risk 

factors associated with depression include genetic predispositions, physiological factors, 

familial influences, external stressors, and cognitive vulnerabilities.  The current study 

focused on the interaction of two factors: cognitive vulnerability and stressful life 

events.  The study tested the diathesis-stress model of depression, which suggests that a 

combination of an existing vulnerability and an external stressor may lead to the 

development of a depressive disorder.  Prior research has supported a specific 

vulnerability hypothesis in adults by indicating that individuals with a history of 

aversive experiences have greater perceived vulnerability to psychological distress 

when exposed to similar circumstances in the future than individuals without experience 

of stressful events (Perloff & Fetzer, 1986). 

Depressive disorders are often precipitated by stressful events (Garber, 1992; 

Williamson, Birmaher, Frank, Anderson, Matty, et al., 1998), be they acute or chronic.  

A review of research with children and adolescents indicated that depressive symptoms 
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and disorders are associated with minor and major negative life events (Compas, 1987).  

Depressed individuals have been shown to be significantly more likely to have 

experienced undesirable life events than nondepressed individuals (Kashani, Vaidya, 

Soltys, Dandoy, & Reid, 1990; Thoits, 1983), and some individuals are more likely than 

others to respond to adverse life experiences with a depressive disorder (Billings & 

Moos, 1985).  A possible explanation for this is the way in which a depressed individual 

perceives the adverse event. 

Research consistently indicates that depressed individuals tend to interpret 

information negatively (Beck, 1967; Davis, 1979; Derry & Kuiper, 1981; Garber & 

Robinson, 1997; Hammen & Zupan, 1984; Kendall, Stark, & Adam, 1990).  A 

maladaptive cognitive pattern of negative automatic thoughts and dysfunctional beliefs 

is a significant feature in the development and maintenance of depressive symptoms 

(Abramson, Metalsky, & Alloy, 1989; Beck, 1967).  According to Beck’s (1967) 

cognitive model, depressed individuals structure their experience on distorted 

cognitions, leading to misrepresentation of external cues.   

Garber (1992) suggests that individuals with a depressogenic cognitive 

vulnerability are likely to experience more intense negative affect, and have greater 

difficulty regulating that affect once it begins.  An implication of Garber’s (1992) study 

is that there may be a difference in how quickly depressed individuals recover from 

their initial dysphoric reaction to a negative life event.  Therefore, it follows that a 

person with negative cognitive distortions would likely interpret a stressful life event in 

a more negative way and take longer to recover, thus increasing the likelihood of a 
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depressive episode.  Conversely, an individual with a healthy, non-depressive self-

schema may interpret the negative event in a more healthy and constructive way, and 

my therefore be protected from depressive disorders. 

There is a need for further studies that actually test the cognitive diathesis stress 

model in adolescents, in which both cognitive style and negative life events are assessed 

in interaction with each another.  Results of previous such studies in both children and 

adults have been mixed (Garber, 1992).  Previous studies have investigated explanatory 

style (Nolen-Hoeksema et al., 1986) and attributional style (Hammen, Adrian, & Hiroto, 

1988).  The present study investigated the self-schemas and life events of adolescents 

with a spectrum of depressive symptomatology, from no symptomatology to very high 

levels. 

The goal of the proposed study was to describe the relationship among life 

events, self-schemas, and the severity of depressive symptomatology in girls aged 9 to 

14.  As a test of the cognitive diathesis-stress model, the proposed study investigated the 

role of life events as an element that, when combined with distorted and negative 

cognitions relating to the self, would increase the severity of depressive 

symptomatology.   

Support for the diathesis-stress model would suggest that self-schema moderates 

the effect of stressful life events on depressive symptomatology, resulting in 

implications for the focus of prevention and treatment, specifically cognitive therapy.  

Therapeutic goals would include restructuring a negative self-schema in a more positive 
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way, facilitating healthy initial reactions to negative events, and developing strategies 

for regulating negative affect once it occurs. 
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CHAPTER 2 

 

Review of the Literature 

 

The following literature review begins with a description of the diagnostic 

criteria, prevalence rates, comorbidities, developmental differences, and established risk 

factors of adolescent depression.  Next, an overview of the role of self-schemas and 

stressful life events in the development of adolescent depression is provided, along with 

a review of cognitive theory.  A discussion of the assessment of depressive 

symptomatology, the self-schema, and life events is also included.  The diathesis-stress 

model of etiology is then examined, with particular attention paid to the combination of 

negative self-schemas and stressful life events.  After reviewing these vulnerabilities 

and the various methods for assessing them, a test of the diathesis-stress model is 

proposed in which the combination of negative self-schemas and stressful life events 

moderates depressive symptomatology in adolescents. 

 

Depression in Adolescence 

Symptoms and Diagnostic Criteria 

It is common for children and adolescents to experience occasional, appropriate 

sadness.   However, some adolescents experience intense and debilitating levels of 

depression.  There are three clinical diagnoses of unipolar depression recognized by the 

Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV-TR) (APA, 
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2000).  In order to meet diagnostic criteria for the first diagnosis, Major Depressive 

Disorder (MDD), a child must experience at least two weeks of pervasive mood change 

characterized by either depressed or irritable mood and/or loss of interest and pleasure 

in things previously stimulating and enjoyable.  Other diagnostic criteria include 

significant changes in appetite, weight, energy and/or activity level, sleep patterns, 

concentration, motivation, and self-esteem (American Psychiatric Association [APA], 

2000).  Furthermore, the symptoms must represent a change from prior functioning and 

cause impairment in daily performance and in social relationships.  Finally, symptoms 

may not be exclusively attributed to substance abuse, use of medications, other 

psychopathology, bereavement, or medical illness (See Appendix A). 

Typically, a child experiencing an episode of depression reports experiencing at 

least eight symptoms, which are detrimental to the child’s emotional, cognitive, 

physiological, and interpersonal functioning (Stark, Ostrander, Kurowski, Swearer, & 

Bowen, 1995).  It is important to note that a child may experience significant distress 

without meeting full criteria for a major depressive disorder.  There is increasing 

evidence that children with elevated symptom scores in the absence of clinical 

diagnoses display troublesome impairment in social, academic, and family functioning 

(Gotlib & Hammen, 1992). 

The second diagnosis of unipolar depression is dysthymic disorder, which is 

characterized by the same fundamental symptoms of major depressive disorder (See 

Appendix B).  However, the symptoms are less severe but longer lasting, and possibly 

more insidious.  Dysthymia has been associated with a long-term detrimental impact on 
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psychosocial functioning, and has been found to be more resistant to treatment than 

major depression (Kovacs, Feinberg, Crouse-Novak, Paulauskas, & Finkelstein, 1984).  

To meet criteria for dysthymic disorder, symptoms must be present for at least two 

years.  The third diagnosis of unipolar depression, depressive disorder not otherwise 

specified (DDNOS), is used in cases in which the individual is experiencing impairment 

and distress without meeting the specific criteria for major depressive disorder or 

dysthymic disorder (See Appendix C). 

 

Developmental Differences 

When discussing depressive disorders in childhood and adolescence, it is 

important to distinguish between symptomatology across the developmental spectrum.  

The study and treatment of child and adolescent psychopathology had its main 

foundation in downward extensions of adult psychopathology.  Although the clinical 

picture of childhood depression parallels symptoms of adult depression, there are 

several distinctions in terms of presentation, expression, and symptomatology (Weiss & 

Garber, 2003).   

Depressed children generally exhibit more symptoms of anxiety, somatic 

complaints, psychomotor agitation, auditory hallucinations, and separation anxiety. 

They also demonstrate irritability and frustration in the form of temper tantrums and 

behavior problems, in contrast to verbalizing these emotions.  Unlike children, 

adolescents tend to have more delusions and more serious suicidal ideation and 

attempts.  Adolescents also indicate more functional impairment, anhedonia, 
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hopelessness, hypersomnia, weight change, and substance abuse.  However, adolescents 

still exhibit more behavioral problems and fewer neurovegetative symptoms than adults 

with depressive disorders.  

In addition to experiencing dysphoric mood, depressed children and adolescents 

may feel unlovable or experience feelings of worthlessness, self-pity, and self-

deprecation (Stark, et al., 1995).  Negative cognitions observed in adults, such as self-

schema, attributions, locus of control, and cognitive distortions, have also been 

observed in children and adolescents (Garber, Quiggle, & Shanley, 1990).  Additional 

cognitive symptoms include negative self-evaluations, excessive guilt, and 

hopelessness, (Beck, Rush, Shaw, & Emery, 1979; Kuiper & MacDonald, 1982). 

 

Prevalence 

Prevalence studies of major depression have estimated rates ranging from 0.4% 

to 2.5% in children and from 0.4% to 8.3% in adolescents (Birmaher, Ryan, 

Williamson, Brent, & Kaufman, 1996).  Angold and Rutter (1992) estimated adolescent 

prevalence rates to be 6% to 8%.  During childhood, boys and girls evidence similar 

rates of depression, however by early to middle adolescence, the rate of girls who are 

depressed doubles that of boys, a ratio that persists in adulthood (Lewinsohn, Clark, 

Seeley, & Rohde, 1994).  Lewinsohn and colleagues (1994) indicated that the average 

age of onset for a first depressive episode is 15 years.  In terms of ethnicity, higher rates 

of depression are reported by African-American girls (Garrison, Jackson, Marsteller, 
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McKeown, & Addy, 1990) and Hispanic girls (Emslie, Weinberg, Rush, Adams, & 

Rintelmann, 1990) compared to European-American boys and girls. 

 Lifetime prevalence rates for dysthymic disorder in children and adolescents 

range from 12% (Kashani, Venzke, & Millar, 1981) to 14% (Pfeffer, Zuckerman, 

Plutchik, & Mizruchi, 1984) in school populations.  Early onset dysthymia has been 

shown to be strongly predictive of future mood disorders, with 81% estimated to 

develop into major depressive disorder (Kovacs, Akiskal, Gatsonis, & Parone, 1994).  

While this suggests that early onset dysthymia is a risk factor for future depressive 

disorders, dysthymia is rarely investigated independently from major depression. 

 

Clinical Course 

The age of onset of depression affects the stability and developmental course of 

child psychopathology.  There is also evidence that the developmental course of 

depression is affected by gender, social support, and early attachment with primary 

caregivers. Overall, features of psychopathology remain stable unless major changes in 

both environmental and physiological aspects occur, such as the application of therapy 

and medication or the removal of harmful stressors. 

 Individuals who are depressed as children or adolescents tend to have later 

recurrent episodes of depression (Kovacs et al., 1984).  The majority of cases of child 

and adolescent depression recover within a year, but approximately 20% remain 

depressed (Mash & Barkley, 1996).  The continuity of depression may be due to 

continuous underlying processes (e.g., biological predisposition or chronic stressors), 
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developmental risk factors (e.g., parental depression, marital discord, etc.), or a 

sensitization to later episodes due to previous episodes.  The mean length of an episode 

of major depression is approximately 32 weeks (Kovacs, Feinberg, Crouse-Novak, 

Pollack, and Finkelstein, 1984).  Gotlib and Hammen (1992) suggested that the best 

predictor of a future major depressive episode was a past episode of depression, and that 

the presence of comorbid disorders seemed to worsen the course of a depressive 

disorder, accompanied by poorer functioning and lower recovery rates.  

 

Comorbidity 

Comorbidity refers to the simultaneous experience of multiple psychological 

disorders.  Depressive disorders are often accompanied by poor psychosocial outcome, 

comorbid conditions, and high risk of substance abuse, therefore necessitating acute 

treatment and prevention.  Studies have suggested that 40% to 90% of youth with MDD 

have other psychiatric disorders, with at least 20% to 50% having two or more 

diagnoses (Birmaher, et al., 1996), with the most common comorbid diagnoses being 

dysthymia, anxiety disorders, disruptive disorders, and substance use disorders.  In a 

review of existing research, Kovacs (1989) concluded that among clinically depressed 

children, up to 70% had significant anxiety symptoms, and 30-75% had diagnosable 

anxiety disorders.  Puig-Antich (1982) found that one third of a sample of preadolescent 

boys with a diagnosis of depression also met criteria for conduct disorder, one of the 

several examples of gender specificity in depressive disorders. 
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Gender Differences 

In childhood, rates of depression in young girls and boys are similar with 

prevalence rates slowly increasing, until the onset of early adolescence when the rates 

begin to steadily increase (Nolen-Hoeksema, 1995).  However, research has indicated 

an emergence of a significant gender difference during this transitional period.  During 

this time, girls’ rates of depression increase considerably, while boys’ rates remain the 

same.  By late adolescence, girls become twice as likely to suffer from depression as 

boys (Lewinsohn, Clark, Seeley, & Rohde, 1994).  This difference is maintained into 

adulthood and is not limited to culture or ethnicity (Nolen-Hoeksema, 1990). 

Hankin and colleagues (1998) investigated the emergence of gender differences 

in clinical depression and the overall development of depression from preadolescence to 

young adulthood among members of a complete birth cohort using a prospective 

longitudinal approach with structured diagnostic interviews administered 5 times over 

the course of 10 years.  They found that small gender differences in depression (females 

greater than males) first began to emerge between the ages of 13 and 15.  The greatest 

increase in this gender difference occurred between ages 15 and 18.  Depression rates 

and accompanying gender differences for a university student sub-sample were no 

different than for a non-university sample.   

Further, there was no gender difference for depression recurrence or for 

depression symptom severity.  The peak increase in both overall rates of depression and 

new cases of depression occurred between the ages of 15 and 18 (Hankin et al., 1998).  

These results suggest that middle-to-late adolescence may be a critical time for studying 
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vulnerability to depression because of the higher depression rates and the greater risk 

for depression onset and dramatic increase in gender differences in depression during 

this period. 

Other theories suggest that there are more biological and interpersonal stressors 

for girls in early adolescence than boys (Peterson, Sarigiani, & Kennedy, 1991).  

Pubertal change prior to or simultaneous with school change can also be tumultuous for 

young girls, which may lead to some difficult body image issues.  Body image is the 

psychological variable most affected by early maturation in females, and gender 

differences in depressive symptoms are substantially reduced when body image is 

controlled (Siegel, 2002).  In addition to body image disturbances, several other risk 

factors to depressive disorders have been identified.  It has also been suggested that a 

reduction in acceptable behavior for girls occurs in early adolescence (Nolen-Hoeksema 

& Girgus, 1994).   

An additional source for the gender difference is coping style.  It is suggested 

that girls are more likely to use a ruminative style of coping than boys, a strategy that 

has been associated higher incidence of depression (Abela, Vanderbilt, & Rochon, 

2004; Nolen-Hoeksema, 1987; Nolen-Hoeksema, Larson, & Grayson, 1999).  

Furthermore, it is suggested that this inward focus on feelings of distress may lead to 

depression by hindering the use of more effective strategies such as problem solving. 

(Nolen-Hoeksema et al., 1999).  It is also suggested that women have a lower sense of 

competence and mastery than men, which exacerbates rumination (Nolen-Hoeksema et 

al., 1999). 
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However, it is most likely that an integrated model acknowledging various 

biological, interpersonal, and cognitive challenges best explains higher rates of 

depression in girls than boys.  Nolen-Hoelsema (2001) supports the use of a 

transactional, developmental approach when investigating gender differences in 

depression.  She asserts that gender differences in depression exist for two fundamental 

reasons, inequities in social status and differences in biological responses to stressors, 

self-concepts, or coping styles.  Therefore, a female’s lower status and power may lead 

to an increase in victimization and a decrease in opportunities.   

 

Risk Factors for Adolescent Depression 

Researchers have studied a variety of factors that may contribute to the 

development of depression in children and adolescents, such as genetic predispositions, 

physiological factors, familial influences, stressors, and cognitive vulnerabilities.  It is 

also important to recognize the potential interactions among these risk factors.  Because 

a number of these risk factors are beyond the scope of the present study, they will only 

be briefly mentioned. 

Genetic. Family, twin and adoption studies have provided evidence for a genetic 

contribution to the risk of depression (Kendler, 1995).  Hammen, Burge, Burney, and 

Adrian (1990) produced results indicating that, compared to nondepressed individuals, 

adolescents and adult offspring of depressed parents were approximately three times 

more likely to have a depressive episode.  When compared to children of medically ill 

and normal mothers, children of mothers with major affective disorder found to have 



15 

more negative self-concept, less positive self-schemas, and more negative attributional 

style (Jaenicke, Hammen, Zupan, Hiroto, Gordon et al., 1987).  Furthermore, Kendler 

(1995) suggested that individual’s with genetic risk of depression may be more 

vulnerable to negative environments than individual’s with lower risk of genetic 

transmission. 

Physiological.  Biologically, depressed children and adults have abnormalities in 

the hypothalamic-pituitary-adrenal axis, the hypothalamic-pituitary-thyroid axis, and 

the hypothalamic-pituitary-growth hormone axis (Carroll & Mendels, 1976).  Reasons 

for these abnormalities may include nonsuppression of cortisol production, 

hyposecretion of growth hormone, and dysregulation of serotonin, norepinephrine, and 

acetylcholine (Casat & Powell, 1988).  Evidence to support these findings is disturbance 

in sleep and appetite, two hypothalamic functions implicated in depression. 

Family Functioning.  Disturbances in family functioning have been strongly 

associated with adolescent depression.  Research suggests that the family environment 

and the quality of family interactions are relevant to the understanding of adolescent 

depressive symptomatology (Keitner & Miller, 1990).  Less supportive and more 

conflictual family environments have been associated with greater depressive 

symptomatology both concurrently and prospectively over a one-year period, with 

relations between family variables and depressive symptomatology similar for boys and 

girls (Sheeber, Hops, Alpert, Davis, & Andrews, 1997).  Gelfand and Teti (1990) found 

that maternal depression was associated with undesirable parenting practices such as 
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unresponsiveness, inattentiveness, intrusiveness, inept discipline, and negative 

perceptions of children. 

Parenting Style. One aspect of family functioning is parenting style.  Styles of 

parenting associated with greater distress in children include dominance and criticism, 

punitive and psychologically damaging methods of coercion, and the use of guilt, 

shame, and threats of abandonment as methods of rule enforcement.  Emotion may be 

expressed conditionally based on the child’s compliance with the parent’s expectations 

(Arieti & Bemporad, 1980).  Stark, Humphrey, Crook, and Lewis (1990) added that 

families of depressed adolescents are characterized by less democracy, with little input 

from the child allowed in family decision-making.  These families also seem to engage 

in fewer pleasant activities together, including social, intellectual, religious, or cultural 

activities.  Both depressed parents and parents of depressed children tend to 

communicate in a negative, critical, and hostile manner with their offspring (Chiariello 

& Orvaschel, 1995). 

Stressful Life Events. Depressive disorders are often precipitated by stressful 

events (Garber, 1992; Williamson, Birmaher, Frank, Anderson, Matty, et al., 1998), be 

they acute or chronic.  Depressed individuals are significantly more likely to have 

experienced undesirable life events than nondepressed individuals (Kashani, Vaidya, 

Soltys, Dandoy, & Reid, 1990; Thoits, 1983).  Multiple studies have indicated that 

approximately 60% to 70% of depressed adults have experienced at least one severe 

stressful life event in the year preceding the onset of the major depressive episode (e.g., 

Brown & Harris, 1993; Frank, Anderson, Reynold, Ritenour, & Kupfer, 1994).  
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However, it has been postulated that child maltreatment may contribute to the 

development of psychological disorders in general, acting with other variables to 

contribute to the development of depression specifically (Stark et al., 1995). 

Cognitive Style.  A maladaptive cognitive pattern of negative automatic thoughts 

and dysfunctional beliefs is a significant feature in the development and maintenance of 

depressive symptoms (Abramson, Metalsky, & Alloy, 1989; Beck, 1967).  Garber and 

Robinson (1997) examined the cognitive factors that may place certain children at risk 

for depression. They found that high-risk children, particularly offspring of mothers 

with a more chronic history of depression, exhibited a significantly more negative 

cognitive style than low risk children.  Cognitive style refers to the attributions an 

individual makes about the self, the world, and the future.  Research by Tems, Stewart, 

Skinner, Hughes, and Emslie (1993) suggests that depressed children show more 

cognitive errors, endorsed more negative attributions, and have lower self-esteem. 

 Garber, Weiss, and Shanley (1993) discussed the generalizability of cognitive 

models of adolescent depression in terms of cognitions, depressive symptoms, and 

development.  They found a strong association between negative thinking and 

adolescent depression, with negative cognitions associated with self-report measures of 

both depressive and anxious symptoms.  

A study of elementary and middle-school-aged children (Kendall, Stark, & 

Adam, 1990) found that depression was associated with a negative style of processing 

self-evaluative information, and not related to a processing deficit.  Such findings 

support the cognitive model of depression by suggesting the presence of a distortion 
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rather than a disability.  Furthermore, results indicated that depressed children exhibit a 

distorted style of processing self-evaluative information.  The study and identification 

of such risk factors has allowed for more successful and reliable assessment and 

detection of depressive disorders in children and adolescents. 

 

Assessment of Depression 

A diagnosis of a depressive disorder is based on requisite symptoms identified 

through clinical consultations.  However, there are additional forms of assessment that 

are utilized in empirical research.  Depression is most frequently assessed through 

symptom checklists, self-report severity measures, and interviews.  Self-report measures 

are often a more time- and cost-effective method, and interpretations are usually simpler 

and less subjective. Additionally, they often have cutoff scores for straightforward 

identification.   

Self-report measures can provide the number or severity of depressive 

symptoms.  However, it is important to also ascertain the frequency, intensity, duration, 

and variability of each symptom when assessing the severity of depression.  In this 

manner, the diagnostic interview is superior.  Interviews can provide a more extensive 

picture of the individual’s symptomatology and comorbid disorders.  Although they are 

more costly and time consuming, the diagnostic interview may provide a more complete 

picture of the subject’s psychopathology (Hodges, 1994), and they capture specific 

content information and nonverbal characteristics missed in questionnaires (Katz, Shaw, 

Vallis, & Kaiser, 1995). 
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Cognitive Theories of Depression 

Theories of depression have developed from studying various risk factors, such 

as genetics, physiological responses, family functioning, parenting style, stressful life 

events, and cognitive style. While there are many models regarding the development of 

depression, this investigation discusses cognitive models of etiology, with particular 

focus on Beck’s model.  Cognitive theory postulates that an individual’s negative and 

distorted thinking is a fundamental psychological problem in depression (Kovacs & 

Beck, 1978).  Cognitive models emphasize the role of maladaptive beliefs, inferential 

styles, or information processing biases as vulnerability factors for depression that 

increase people’s risk for becoming depressed when they experience stressful life 

events.   

 

Attributional Style 

One cognitive model is based on the concept of attributional style.  Seligman 

and colleagues (Seligman, Petersen, Kaslow, Tanenbaum, Alloy, & Abramson, 1984) 

investigated the association between attributional styles and depressive symptoms in 

children and adolescents.  Attributional style refers to the manner in which individuals 

interpret events as internal or external, specific or global, and stable or unstable.  

Individuals can make positive or negative attributions.  Depressed individuals make 

more negative attributions about themselves and their future, and they have a tendency 

to make global, stable, and internal attributions for negative events.  Results of the study 

by Seligman and colleagues (1984) suggested that children who attributed bad events to 
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internal, stable, and global causes were more likely to report depressive symptoms than 

were children attributing these events to external, unstable, and specific causes.   

Furthermore, this depressive attributional style predicted depressive symptoms 

six months later, indicating that it may be a risk factor for the development of a 

depressive disorder.  In adolescents, greater levels of depressive symptoms were 

significantly associated with more negative automatic thoughts, dysfunctional attitudes, 

hopelessness, and a more helpless attributional style (Garber, Weiss, & Shanley, 1993). 

 

Hopelessness Theory 

Abramson, Metalsky, and Alloy (1989) revised Abramson, Seligman, and 

Teasdale’s (1978) model of helplessness and depression, and the transitions evolved 

into hopelessness theory.  The amended theory describes hopelessness depression as an 

additional subtype of depression, and introduces hopelessness as a proximal sufficient 

cause of the symptoms of hopelessness depression.  The new model clarifies diathesis-

stress and causal mediation components that were not explicitly articulated in the 1978 

helplessness theory, and draws a link between causal attributions, control-related 

beliefs, and depression.  According to this model, symptoms of hopelessness are rooted 

in one’s faulty expectations.  Individuals who make stable, global attributions, assume 

negative characteristics about the self, and expect negative consequences when negative 

life events occur are more likely to become depressed than individuals without this 

negative cognitive style.  A negative cognitive style represents a diathesis, which 
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increases vulnerability to a particular constellation of depressive symptoms with the 

incidence of negative life stress.   

Joiner (2001) conducted four studies to test the relation of negative attributional 

style to hopelessness depression symptoms versus endogenous depression symptoms.  

Overall, his results were consistent with hopelessness theory, indicating that negative 

attributional style was more related to hopelessness depression symptoms than 

endogenous depression symptoms.  Further research supported the hopelessness 

depression subtype as a distinctive depressive syndrome (Joiner, Steer, Abramson, 

Alloy, Metalsky, et al., 2001). 

 

Aaron Beck’s Cognitive Model 

Overview 

One of the most influential psychological models of depression is Beck’s 

cognitive model.  According to this model of depression, one’s emotions and behaviors 

are influenced by one’s perception of events.  The essential features of a depressive 

syndrome are distorted cognitions reflecting a negative cognitive triad, or negative 

thoughts about the self, the world, and the future.  Depressed individuals structure their 

experience on these faulty cognitions, leading to further misrepresentation of external 

cues.   
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Cognitive Schema 

Rumelhart (1984) describes schema theory as “a theory about how knowledge is 

represented and about how that representation facilitates the use of knowledge in 

particular ways,” and defines the schema as “a data structure for presenting the generic 

concepts stored in memory” (p.163).  According to Beck’s cognitive model, schemas 

are enduring psychological structures that provide the template for information 

processing by guiding what an individual attends to, perceives, recalls, and views as 

important (Beck, 1967).  They are established through interpersonal interactions 

throughout the life cycle, beginning with the infant’s earliest experiences with a primary 

caregiver, and continuously developing with experience and maturation (Rogers, 

Kuiper, & Kirker, 1977).   

Cognitive structures will be modified to accommodate for the common stressors 

of life, leading to the natural and healthy development of new, more mature levels of 

cognitive schemas (Blatt, 1991).  However, stressors may overwhelm the child’s 

accommodative capacity, leading to compromised schema development and 

dysfunctional representations. 

The hierarchical organization within and between cognitive schema moves from 

the core to the periphery, and is based on chronological primacy developmental 

sequence.  The earlier the schema develops, the closer it is to the core, and the greater 

impact it has on the future formulation of related schema.  Peripheral beliefs are not 

directly connected with the experience of the self, and can be altered without serious 



23 

modification of the core structure.  Core schemas are firmly rooted and very resistant to 

modification.  Additionally, the organization within each schema is based on the 

principles that characterize that particular schema.  The most central or core schema is 

the self-schema, which is made up of beliefs pertaining to the self.    

 

Core Beliefs, Intermediate Beliefs, and Automatic Thoughts 

Fundamentals of Beck’s (1967) cognitive model are the concepts of core beliefs, 

intermediate beliefs (rules, attitudes, and assumptions), and automatic thoughts.  In a 

given situation, one’s underlying or core beliefs influence one’s perception of the 

situation, which is then expressed by situation-specific automatic thoughts.  It is these 

automatic thoughts that influence one’s emotions.   

While core beliefs are specific content, schemas are cognitive structures within 

the mind.  An individual’s core beliefs are products of early cognitive representations of 

his/her environment and repeated learning experiences.  The content also includes 

intermediate beliefs such as relevant goals, implicit rules, and conditional assumptions.  

Intermediate beliefs are derivatives of the core beliefs; they are not central, but related.  

Relevant goals are used to guide behavior so that it is consistent with the schema.  

Implicit rules are compensatory strategies that dictate how the individual believes that 

he/she or others should think, feel, or behave.   

Schemas and related automatic thoughts may result in physiological and 

behavioral responses.  The schema influences the way a person perceives a situation, 

which in turn lead to behavioral responses.  Maladaptive behaviors may be due to 
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deficits in information processing, which may lead to impulsivity.  A cognitive 

disturbance, or distortion in information processing, may also trigger a misperception of 

the environment, which could result in a dysfunctional behavioral response.   

According to Beck (1967), emotions, cognitions, and behaviors are also related 

to biochemical factors.  What a child can accomplish and achieve depends on and is 

limited to physical and neurological abilities.  Such limits will impact the way the child 

sees herself and her relationships with others. 

 

Three Primary Components of Beck’s Cognitive Theory 

The three primary elements of Beck’s (1967) cognitive theory of depression are 

distortions of the cognitive triad, a negative self-schema, and information processing 

errors.  Disturbances in cognition are associated with childhood depressive disorders 

(e.g. Abramson, Metalsky, & Alloy, 1989; Beck, 1967; Garber & Robinson, 1997; 

Tems et al., 1993).  A negative self-schema is often found in depressed children and 

adolescents (Zupan, Hammen, & Jaenicke, 1987).  Depressed youth also report negative 

expectations of the world (Kaslow, Stark, Printz, Livingston, and Tsai, 1992) and the 

future (Kazdin, Rogers, & Colbus, 1986).  Such expectations and disturbances are 

associated with negatively biased information processing (Haley, Fine, Marriage, 

Moretti, & Freeman, 1985) and information processing distortions (Kendall, Stark, & 

Adam, 1990). 

Cognitive Triad. Beck’s Cognitive Triad consists of one’s thoughts, or 

cognitions, about the self, the world, and the future (Beck et al., 1979).  Such patterns of 
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perceptions, when negative, are directly related to depression.  Depressed individuals 

maintain a negative self-concept through a focus of attention on their faults and 

negative characteristics.  Further, they perceive their interactions with others (the world) 

as negative and reflective of their own shortcomings, thus reinforcing thoughts of 

worthlessness or hopelessness.  It is common, therefore, for depressed individuals to see 

the world as a hostile or emotionally threatening place.   

It follows, then, that depressed individuals feel discouraged or pessimistic about 

their future.  They are likely to feel hopeless when they presume that past negative 

patterns will follow them through life (Beck, 1967), without the possibility that things 

will get better.  The pattern of thinking in the negative cognitive triad is fostered by 

information processing errors, commonly found in the thought processes of depressed 

individuals.  Stark, Schmidt, and Joiner (1996) found that children’s cognitive triad 

(views of the self, world, and the future) are related to severity of depression.  

Furthermore, perceived parental messages to the children about the self, the world, and 

the future were predictive of the children’s cognitive triads and ratings of depression. 

Information Processing Errors. Schemas provide the context for cognitive 

processing, and bias our interpretations of events in a consistent manner.  They shape 

the way we derive meaning from our environment, and impact the focus of our 

attention, perceptions, recollections, and priorities.  According to Beck (1967), the 

biases are “reflected in the typical misconceptions, distorted attitudes, invalid premises, 

and unrealistic goals and expectations.”  In turn, these processing errors and cognitive 

distortions support the maladaptive schema.  Such distortions include confirmatory bias, 
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selective attention, egocentric bias, and false consensus.  Schema can also impact 

operations resulting in black and white thinking, personalizing, minimizing positives, 

and maximizing negatives.   

Information about the schema is processed at the automatic level.  It occurs 

rapidly and outside one’s awareness. On the other hand, controlled information 

processing occurs within one’s awareness, and requires effort and cognitive capacity.  

The ultimate goal is to bring the maladaptive automatic thoughts to the patient’s 

consciousness and make them controlled thoughts, so that more adaptive thoughts may 

become automatic.  The use of controlled information processing in therapy allows the 

patient to utilize higher order thinking, so that he or she may increase awareness of 

schematic inaccuracies, and hopefully come up with more helpful and positive thoughts, 

coping strategies, or problem solutions.   

Self-Schema. Clark, Beck, and Alford (1999) define schema as containing 

“internal representations or beliefs that are abstracted from data or experiences received 

by the information processing system and so provide the basis of one’s interpretation of 

life experiences” (p.81).  The most central or core schema is the self-schema, which is 

made up of beliefs pertaining to the self.  A self-schema is the product of early 

cognitive representations of an individual’s environment and repeated learning 

experiences, and is very resistant to modification.  The self-schema is central to an 

individual’s fundamental sense of self and view of the world, and regulation of 

behaviors, emotions, and cognitions (Beck, 1967).  The formation of the self-schema is 
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initially based on the adaptive function of attending to the elements that are relevant and 

important to a situation.   

 

Self-Schema and Depression 

Self-schemas mediate strategies of adaptation.  If the environment is perceived 

as threatening, hostile, or unloving, the individual may learn strategies to cope with 

such an environment.  Although the strategies may be adaptive in the negative 

environment, they can be incorrectly transferred and applied to other unrelated 

situations.   This process may result in the formation of a negative self-schema, which 

has profound implications for all areas of the individual’s life.  A negative self-schema 

can lead depressed individuals to regard themselves as unworthy or undesirable, expect 

failure and rejection, or feel hopeless about their future (Segal, 1988). 

The relationship between the schema and affect stems from core beliefs about 

lovability, personal worth, trust, and self-efficacy.  There is a bi-directional effect 

between perceptions and affect.  Core beliefs lead to automatic thoughts, which in turn 

lead to expressed emotion.  An individual’s perception of an unloving, hostile, or 

threatening environment will likely lead to feelings of helplessness, fear, or anger.  The 

reverse may also be true as consistent negative feelings may alter an individual’s 

perceptions of his/her environment.  Automatic thoughts and associated emotions 

generated in a certain situation will be related to dysfunctional core beliefs. 

Additionally, high levels of emotion can override information processing.   
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Table 1 

Depressive Core Beliefs 

 

Examples of Helpless Core Beliefs Examples of Unlovable Core Beliefs 
I am... helpless I am... unlikable 

Powerless            Undesirable 
Out of control            Unwanted 
Weak            Unworthy 
Vulnerable            bound to be rejected 
Inadequate            bound to be alone 
Defective            bound to be alone 

Self-Schema and Gender 

As previously mentioned, the self-schema is the product of early cognitive 

representations of an individual’s environment and repeated learning experiences.  

Additionally, it has been suggested that the structure and function of the self-schema 

will change depending on the nature of the social environment (Markus & Oyserman, 

1989), which may lead to gender differences in the development of the self-schema in 

males and females.  Research has posited that men tend to have a self-schema that is 

individualistic, egocentric, independent, or autonomous, while women tend to have a 

self-schema that is more collectivist, sociocentric, communal, or connected (Chodorow, 

1978; Gilligan, 1982). 

Schematic Processing in Depression 

Schemas act as filters, determining which stimuli are attended to, and help the 

individual derive meaning from a situation (Markus, 1977).  Information about the 
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schema is processed at the automatic level, occurring rapidly and outside one’s 

awareness.  Schemas provide the context for cognitive processing, and bias our 

interpretations of events in a consistent manner.  They shape the way we derive 

meaning from our environment, and impact the focus of our attention, perceptions, 

recollections, and priorities.  Self-schema can facilitate or bias processing of personally 

relevant information (Kuiper & Derry, 1980).   

Research has supported the hypothesized relationship between a negative self-

schema, distorted negative information processing, and depressive cognitions among 

depressed youth (Hammen & Zupan, 1984; Prieto, Cole, & Tageson, 1992; Zupan, 

Hammen, & Jaenicke, 1987).  Problematic cognitive self-schemas affect both storage 

and accessibility of new information (Prieto, Cole, & Tageson, 1992).  As previously 

mentioned, the self-schema is the filter through which information about the self is 

processed.  It provides the context for cognitive processing and biases our 

interpretations of events in a consistent manner.  Therefore, it follows that a negative 

self-schema may lead to affective disorders such as depression and anxiety.   

A study by Dalgleish and Watts (1991) found strong evidence of memory bias 

towards mood-congruent materials in depression.  Further, results of a study by Westra 

and Kuiper (1997) indicated that that depressed undergraduates distinctively identified 

themselves with adjective referring to hopelessness, loss, and failure. 

MacDonald and Kuiper (1986) reported that both clinical depressives and 

nondepressed adult psychiatric controls processed self-schema congruent content more 

efficiently than incongruent content.  Further, they provided initial evidence for self-
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schema processing as an automatic process, rather than as a process that demands 

attentional capacity.  

Subclinically depressed individuals also indicate differences in information 

processing compared to nondepressed individuals.  A study by Ingram, Partridge, Scott, 

and Bernet (1994) revealed that subclinically depressed university students showed a 

sensitivity to automatically processed state depressive information and to effortfully 

processed trait depressive information.  Such results support the presence of a relatively 

specific, state-referent depressive schema in subclinical depression, and imply that 

subclinically depressed individuals will focus more attention on information that is 

qualitatively more negative when presented with unfavorable information. 

 

Assessment of the Self-Schema 

Researchers assess the self-schema through multiple modalities, including 

interviews, incidental recall tasks (Hedlund & Rude, 1995; Ingram, Partridge, Scott, & 

Bernet, 1994), self-report measures, timed decision-making tasks (McClain & 

Abramson, 1995), and projective measures (Hickey, 2001; Natinsky, 2004; Swearer, 

1997; Vaughn, 2001).   

Self-reports, including self-referent encoding tasks, often reveal controlled 

information processing, perceptions of automatic thoughts (cognitive products) and 

attributions.  Rogers, Kuiper, and Kirker (1977) suggested that self-reference is a 

resonant and influential encoding process.  They indicated that the processing of self-

referent information is faster and more consistent than processing of non-self-referent 
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information.  In a study with adult women, clinically depressed subjects evinced a self-

referent recall bias toward negative words, while nondepressed controls were biased 

toward positive words (Derry & Kuiper, 1981).  Prieto, Cole, and Tageson (1992) found 

that on word recognition measures, depressed subjects demonstrated a less positive self-

schema, compared to two nondepressed groups; however, all three groups recognized 

more positive than negative self-referential words.  On incidental recall measures, 

depressed children again evinced less of a positive self-schema that did the 

nondepressed groups.  Furthermore, only the nondepressed groups recalled significantly 

more positive than negative words. 

Depressed and conduct-disordered children have evinced higher levels of self-

referent negative cognitions than mixed and comparison children, and depressed 

children also indicated higher other-referent negative cognitions than all other groups 

(Sanders, Dadds, Johnston, & Cash, 1992).  In a study by Bradley and Mathews (1983), 

clinical depressives, compared to non-psychiatric controls, recalled more negative than 

positive self-referent adjectives, although there were no differences between groups in 

decision speed.  Depressives’ negative bias in recall applied only to the self-referent 

conditions they exhibited the normal tendency toward positive recall bias.  The self-

referent recall bias in depressives did not relate significantly to either duration or 

intensity of depression.  Results of these studies suggest that depressed individuals have 

a tendency to access depressive or negative self-schemas and tend to have less of a 

positive self-schema. 
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For a person with depressed mood, negative constructs are more accessible than 

positive constructs (Segal, 1988).  A study by Kendall, Stark, and Adam (1993) found 

that depressed children suffer from distortions of, not a deficit in, information 

processing when assessing situations related to the self.  Therefore the accessibility of 

self-referent information is not based on lack of ability, but rather distorted perceptions.  

Such self-referent encoding tasks are one of the several methods employed to assess the 

self-schema in children and adolescents. 

Perhaps the most useful method is the projective measure, which, when 

conducted thoroughly and appropriately, may convey all the relevant elements of self-

schema.  Projective assessments help to identify the schema, cognitive products, and by 

deduction, operations.  A useful technique in exploring an individual’s self-schema is 

vertical exploration.  While horizontal assessment focuses on the same level of thought 

in a particular situation, vertical exploration gets at a deeper meaning of thoughts and 

reveals more about the self-schema and related constructs.   

Swearer (1997) used projective measures to assess the self-schema content from 

of adolescents diagnosed with conduct disorders and comorbid conduct disorder and 

depression.  Significant differences were indicated in the self-schema content between 

the two diagnostic groups, based on several of Young and Lindemann’s (1992) 

domains.  Self-schema content can be identified in documents created by depressed 

individuals, even when the purpose is clinical rather than empirical, as demonstrated in 

the Thematic Apperception Test (TAT, Murray, 1943). 
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In the assessment of self-schema, it is also helpful to look for consistency across 

thoughts and situations, and to explore the patient’s sense of self-efficacy.  The story 

provided in a projective measure can provide a vivid description of schemas, feelings, 

thoughts, and motives (McClelland, Koestner, & Weinberger, 1992).  Furthermore, it is 

suggested that adolescents may appreciate the chance to express themselves in their 

own way, and therefore may be more open and cooperative (Osborn, 1996).  It is also 

likely that it is less threatening for the individual to tell a story about a person in a 

drawing than to talk about him or herself specifically, and the researcher may obtain 

more honest and informative responses. 

Several researchers have used verbal transcripts of projective measure responses 

to explore cognitive constructs (Hickey, 2001; Natinsky, 2004; Swearer, 1997; Vaughn, 

2001). Swearer (1997) assessed the self-schema content from the TATs of adolescents 

diagnosed with conduct disorder and comorbid conduct disorder and depression using a 

coding system based on several of Young and Lindemann’s (1992) domains.  Her 

findings suggested significant differences in the self-schema content between the two 

diagnostic groups.   

Natinsky (2004) also used the Self-Schema Category Analysis System and 

User’s Manual based on Young and Lindemann (1992) and Winter (1992) to investigate 

gender differences in the relationship between self-schema and interpersonal schema in 

adolescent depression. Results indicated that there was not a significant difference 

between genders for self-schema, but there were significant differences between the 

depressed and nondepressed groups on self-schema. The depressed adolescents had 
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significantly more negative self-schema than nondepressed adolescents. Results also 

indicated there was not a significant interaction between gender and diagnostic group 

for self-schema.  In terms of interpersonal schema, results revealed that there were no 

significant differences between genders or diagnostic groups for interpersonal schema 

and no significant interaction between gender and diagnostic group for interpersonal 

schema. Finally, results indicated that self-schema and interpersonal schema were not 

significantly correlated for boys or for girls and there was not a significant difference 

between the girls' and boys' correlations between self- and interpersonal schema. 

 The self-schema and sense of self is likely to affect individual appraisals to loss, 

violence, failure, or trauma.  It is also possible for the negative event to affect the 

child’s sense of self, particularly if they are chronic or severe (Janoff-Bulman, 1992).  

There is a special interest, therefore, in investigating the influence of stressful life 

events when discussing the self-schema and depression, as stressful events resulting in 

negative outcomes can lead to common depressive cognitions of helplessness and 

hopelessness (Abramson et al., 1989). 

 

Stress and Negative Life Events 

Overview 

The construct of stress may be interpreted and defined many ways, including 

stress as a stimulus or stress as a psychological and biological response (Johnson, 

1986).  In general, stress is an individual’s response to threatening circumstances or 

events that tax one’s coping abilities.  Children can experience a spectrum of stressors, 
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ranging from customary sibling jealousy to severe neglect, abuse, or exposure to 

violence.  For children and adolescents, traumatic experiences include physical or 

sexual abuse, neglect, peer or family suicide, dog bites, vehicle accidents, severe burns, 

natural disasters, fires, and medical procedures. Trauma that is not directly experienced, 

but rather indirectly observed, can also be quite traumatic, such as witnessing, car 

accidents or violent crimes. 

 

Empirical Findings Regarding Stressful Life Events 

The experience of traumatic life events is fairly common in childhood and may 

be on the rise, particularly in the schools (Carter, 1998).  However, there may be few 

coping strategies for major negative events.  Research has indicated that stressful life 

events of both major and minor magnitude in the lives of children and adolescents are 

significantly related to later emotional and behavioral problems (Compas, 1987).  A 

study Kashani et al. (1990) indicated that children diagnosed with depression reported 

having more negative life events than did nondepressed children.  Additionally, they 

had lower self-concepts, greater hopelessness, and higher scores on the withdrawal and 

depression subscales of the Personality Inventory for Children than the nondepressed 

group.  However, evidence that schemas may “cause” events to occur have not been 

found (Hammen, Marks, Mayol, & deMayo, 1985). 

There are substantial individual differences in the severity of problems 

associated with stressful experiences, such as support, coping, type of trauma, and 

number of experiences (Compas, Malcarne, & Fondacaro, 1988).  There are also 
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differences in associated negative repercussions due to the type of trauma.  For 

example, violence has been shown to have a more profound and negative effect on 

people than other forms of crisis, such as natural disasters (Pitcher & Poland, 1992).  

Children are at greater risk for developing problems if the traumatic event was very 

severe or caused by another person (interpersonal trauma), if the child's parents are 

extremely distressed in the aftermath of the traumatic event, or if the child was directly 

exposed to the event.  Furthermore, stressors, such as early abuse or loss, can increase 

an individual’s vulnerability when exposed to later stressors.  Finally, the more 

traumatic experiences an individual has encountered, the more considerable the 

negative impact.  The experience of stressful events can trigger prior unresolved issues, 

particularly those related to loss or trauma.  After experiencing multiple adverse or 

stressful life events, an individual may experience feelings of hopelessness and thoughts 

that the world is a hostile and unsafe place. 

There are also developmental differences in response to trauma.  Common 

childhood and adolescent crisis reactions include fear of the future, academic 

regression, behavioral regression, and sleep disturbances (Poland & McCormick, 1999).  

Some children and adolescents experience temporary worries and fears that improve 

quickly, while others experience long-term problems such as depression, withdrawal, 

anger, avoidance, anxiety, irritability, or substance abuse.  Young children may appear 

whiny, clingy, aggressive, or avoidant, and preadolescents may demonstrate sleep and 

appetite disturbances, rebellion, anhedonia, and peer and school problems.  In addition 

to the preadolescent reactions, adolescents may present psychosomatic symptoms, 



37 

hypochondriasis, amenorrhea, or apathy (Poland & McCormick, 1999). Cognitive 

reactions can include disbelief, confusion, preoccupation, and guilt.  Reactions to the 

stressor can occur immediately after the event or weeks later.  Differences in the level 

of problems associated with adverse life experiences are partly due to differences in the 

availability or use of coping skills (Compas, 1987).   

 

Assessment of Stressful Life Events 

The most commonly used method of assessing life events is self-report 

measures.  Generally, this is the most feasible and efficient way to acquire the necessary 

information.  However, Williamson et al. (1998) suggested several limitations of life 

events checklists, including the absence of specific dates of occurrence, low test-retest 

reliability, the inability to distinguish severity levels of a particular stressor, and the lack 

of differentiation between chronic or acute stressors.  However, the measure used in this 

particular study, the Life Events Checklist (Johnson & McCutcheon, 1980), overcomes 

some of these limitations.  The LEC restricts the timeline of events to the last year.  In 

addition, the LEC asks the individual to determine evaluate the valence of the event and 

the resulting effect on the child. 

As previously mentioned, a diagnostic interview provides a great deal of 

information in addition to a diagnosis alone.  Therefore, it is also possible to assess 

occurrence and experience of stressful life events through a diagnostic interview.  The 

interviewer has the unique opportunity to witness and observe the individual discussing 

the experience and the effect it had on him or her.  However, it the instance of extreme 
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abuse or trauma, it may be too difficult for the person to discuss the experience with a 

relative stranger.  In this case, a self-report measure may be more appropriate. 

 

The Diathesis-Stress Model 

Stressful life events are just one of the several hypothesized pathways to explain 

the development of psychopathology, including cognitive, family, parenting, 

physiological, and genetic theories.  However, it is likely that depressive disorders have 

their origin in multiple areas, or an interaction of multiple factors.  The diathesis-stress 

model of psychopathology is based on the combination of vulnerability and provoking 

factors.  This model asserts that psychopathology develops when a particular 

predisposition or vulnerability is compounded with the experience of a stressful life 

event.   

Adverse life experiences are frequently viewed as necessary but not sufficient 

causes of depression.  However, according to the diathesis-stress model, individuals 

with a cognitive vulnerability to depression are likely to evince depression in the face of 

stress.  A child’s negative self-schema results in beliefs of decreased personal worth and 

self-efficacy.  It is possible that such cognitions can cause the individual to interpret 

negative life events as further burdens of the self that are difficult to overcome 

(Jaenicke et al., 1987). 

Such a link has been indicated between depression, stressful life events and 

cognitions.  Kuiper, Olinger, and Lyons (1986) examined the relationship between 

negative life events and depression in a sample of undergraduate students.  Results of 
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their study indicated an increase in depression level as negative life change scores 

increased.  Furthermore, researchers provided support for the possible role of cognitive 

appraisals in enhancing depressive symptomatology in children with high levels of 

global perceived stress.  Their results indicated that the global level of stress 

significantly moderated the relationship between depression and negative life events.  

Subjects with low levels of perceived stress indicated that negative life changes had 

only minimal impact on depression level, while the relationship was more pronounced 

for subjects with high levels of perceived stress. 

Shirk, Boergers, Eason, and Van Horn (1998) conducted a similar study in 

adolescents with a normative social stressor, the transition into high school.  The 

authors suggested that depressed and dysphoric adolescents demonstrate relatively 

negative interpersonal schema, and that these schema are related to a sensitization to 

negative social information, contributing to the augmentation of depressive symptoms.  

Three components of such sensitization include heightened anticipation, selective focus, 

and rapid information processing.  They hypothesized that interpersonal schema would 

moderate the emotional impact of a normative social stressor, and found that students 

entering the transition with relatively negative schema experienced the transition more 

stressful than students with relatively positive schema.  Furthermore, negative 

interpersonal schema intensified the effects of stress on depressive symptoms. 

Garber (1992) found that individuals with a depressogenic cognitive 

vulnerability are not only more likely to experience a more intense negative affect, but 

they also have greater difficulty regulating that affect once it begins.  Such results 
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suggest differences in how quickly they recover from their initial depressive reaction to 

a negative life event. 

 It is essential (and common) to look at vulnerabilities and ask “why?” when 

researching psychopathology to inform treatment and prevention.  However, it is 

equally important to ask “why not?”  Awareness of protective factors and sources of 

resilience is also key to the prevention of depressive disorders. 

 In adolescents, family and peer connections have been shown to be protective 

against depression (Simon, Clark, Fleming, & Wall, 2004).  In girls specifically, 

positive parental relationships, positive body images, the ability to be outspoken in 

relationships, problem solving skills fostering independence, and family support of 

independence have shown to be foster resilience (Johnson, 2003). 

Open communication has also been shown to protect against depression.  

Following a traumatic event, individuals with the opportunity to discuss the event 

experienced increased positive self-perceptions and reduced distress (Hemenover, 

2003).  Furthermore, positive emotions (such as gratitude, interest, and love) 

experienced by an individual following a stressful event have been found to foster 

resilience against depression (Fredrickson, Tugade, Waugh, & Larkin, 2003).   

Beasley and colleagues took a converse approach to the diathesis-stress model 

by investigating a “buffering model” of cognitions that can protect against depression in 

the face of a stressor.  Using a sample of university students, they found that cognitive 

hardiness (a sense of control, commitment, and perception of the obstacle as a challenge 

rather than a threat) moderated the effects of adverse life events on psychological 
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distress (Beasley, Thompson, Davidson, 2003).  Such models investigating interactions 

between risk and protective factors inform treatment and prevention.  Future research is 

needed on younger subjects, as this group is underrepresented in the literature. 

 
Statement of the Problem 

 
There is a need for research investigating the possibly pathways to depressive 

disorders in young girls.  Previous studies on this topic have mainly focused on older 

adolescents or adults (Derry & Kuiper, 1981; Hammen, Marks, Mayol, & deMayo, 

1985; McClain, & Abramson, 1995; Rude, Wenzlaff, Gibbs, Vane, & Whitney, 2002).  

Further research is needed in this area with children and adolescents, and particularly in 

females due to the significant discrepancy in prevalence of depression between males 

and females.  Such a discrepancy becomes evident in early adolescence (Hankin et al., 

1998).  In order to identify the precursors to the depressive disorder, it is necessary to 

investigate children and adolescents aged 14 and younger.  It is also useful and essential 

to investigate depression in a sample of females only, as to prevent a confound with 

gender.  Current research on this topic has been limited by small and insufficient sample 

sizes.  The current study, with a sample size of 90, sought to resolve this issue.   

Finally, there is a particular need to investigate ways to identify individuals at 

risk for depression, and highlighting interactions between risk factors could make this 

possible.  Prior studies that have investigated cognitive vulnerabilities in children and 

adolescents have focused on cognitive structures such as interpersonal schema (Shirk, 

Boergers, Eason, and Van Horn, 1998) and attributional style (Dixon & Ahrens, 1992; 

Hilsman & Garber, 1995; Robinson, Garber, & Hilsman, 1995).  However, childhood 
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and adolescent investigations have under examined the self-schema and its possible 

ability to moderate the effect of negative life events on depression. 

 The primary purpose of this study is to examine the relationships among the 

self-schema, stressful life events, and symptoms of major depression.  The study sought 

to elucidate the influence of a negative self-schema on stressful life events and 

depressive symptomatology in adolescents.  As stated previously, there is considerable 

evidence linking cognitive vulnerabilities and the occurrence of negative life events to 

the development and maintenance of depressive disorders.   

Self-schemas and stressful life events and their interactions were examined as 

predictors of the severity of depressive symptomatology in 9- to 14-year-old girls.  

Severity of depressive symptoms was evaluated using the Schedule for Affective 

Disorders and Schizophrenia for School-Age Children (K-SADS-IVR; Ambrosini & 

Dixon, 2000).  Participants were given the Life Events Checklist to assess the 

occurrence of stressful or negative events and the effect that the experiences had on 

them.  The Thematic Apperception Test was administered to assess the self-schema. 
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CHAPTER 3 

 

Method 

 

Participants 

The sample included 90 girls between the ages of 9 to 14 years old (mean age = 

10.87, SD = 1.33), who were enrolled in the 4th, 5th, 6th, or 7th grades (mean grade = 

5.57, SD = 1.15). The data was obtained from on ongoing study on the treatment of 9- 

to 14- year old girls who are depressed.  This sample consisted of girls who were not 

depressed (n = 32) and a sample of girls with a depressive disorder (n = 58).  Two 

methods of data collection were used, one for girls without a diagnosed psychiatric 

disorder and another for girls with a diagnosis of a depressive disorder.  Each procedure 

will be described separately below.  However, for the purposes of this investigation, two 

separate samples were collapsed into one in order to create a more normal continuum of 

depressive symptoms and analyze the data via multiple regression. 

Participants were excluded from the study if they had an additional 

psychological disorder that presents as primary due to severity and its impact on the 

child’s life, if they were actively suicidal or homicidal, or if they were taking an 

antidepressant prior to participating in the study.  Additionally, students with a learning 

disability (as defined by the Texas Education Agency, at least a 16 point discrepancy 

between a specific academic skill and general intelligence) that would hinder valid 

completion of the measures, an IQ less than 85 as measured by the Wechsler 
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Intelligence Scale for Children, 3rd edition (WISC-III; Wechsler, 1991) administered 

during a special education evaluation, or another standardized intelligence measure that 

is used across the school districts, or a severe medical disability that causes them to be 

unable to regularly attend meetings or physically complete the activities were not 

included in the study.  Finally, students demonstrating psychotic features as assessed by 

the K-SADS-IVR were also excluded as Beck (1967) suggested that this cognitive 

model does not apply to psychotic disorders with depressive symptoms.  With the 

exception of participants meeting the aforementioned exclusionary criteria, girls from 

regular and special education (Severely Emotionally Disturbed) were given the 

opportunity to participate.  The demographic characteristics of the participants were 

representative of the school districts. 

Additional subjects were dropped from the present study due to incomplete TAT 

transcripts or poor TAT administration.  While administrators were instructed in 

standardized procedure, some administrators asked leading questions and therefore 

tainted the responses.  Additionally, several tapes were indecipherable and did not allow 

for transcription.  Finally, some administrations omitted cards or used incorrect cards.  

Such failures to adhere to the standardized procedure indicated limitations in the 

instruction of TAT administration. 

 

Depressed Group 

The depressed group consisted of 58 girls, aged 9-to 14-years old (mean age = 

10.67, SD = 1.33), who had a depressive disorder, either major depression or 
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dysthymia, as their primary psychological disturbance.  Twenty-two girls described 

themselves as White, 18 as Latina, 4 as African American, 1 as Asian American, 2 as 

American Indian, 5 as multiracial, and 6 girls did not provide information. See Table 2 

for a summary of the demographic information.  The sample presented a broad range of 

depressive symptomatology, from moderate to severe levels.  See Table 3 for a 

summary of diagnoses.   
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Table 2 

Depressed Group Demographic Variables (n =58) 

 
Variable       Percent 
 
Age 

9 24.1

10 22.4

11 27.6

12 15.5

13 8.6

14 1.7

Grade 
4 31.0

5 19.0

6 22.4

7 27.6

Race/Ethnicity 

 Caucasian      37.9 

Latina       31.0 

 African American     6.9 

 Asian American     1.7 

 American Indian     3.4 

 Biracial/Multiethnic     8.6 

 Missing/Chose not to provide race   10.3 
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Table 3  

Depressed Group Diagnosis Summary (n = 58) 

 
Variable        Percent 
 

First Diagnosis 

 Major Depression      79.3 

 Dysthymia       10.3 

 Major Depression in Partial Remission   8.6 

 Depressive Disorder Not Otherwise Specified   1.7 

 

Second Diagnosis 

 Generalized Anxiety       39.7 

 Attention Deficit Hyperactive Disorder   6.9 

 Post Traumatic Stress Disorder    5.2 

 Separation Anxiety      5.2 

 Dysthymia       3.4 

Specific Phobia      1.7 

 Anxiety Not Otherwise Specified    1.7 

 Eating Disorder       1.7 

 Social Phobia       1.7 

 No Diagnosis       32.8 
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Third Diagnosis 

Specific Phobia      5.2 

 Anxiety Not Otherwise Specified    1.7 

 Attention Deficit Hyperactive Disorder   1.7 

 Eating Disorder       1.7 

Generalized Anxiety       1.7 

 History of Abuse      1.7 

 Oppositional Defiant Disorder    1.7 

 Parent-Child Relational Problem    1.7 

 Post Traumatic Stress Disorder    1.7 

 Separation Anxiety      1.7 

 Social Phobia       1.7 

 Other        1.7 

 No Diagnosis       75.9 

Fourth Diagnosis 

 Attention Deficit Hyperactive Disorder   1.7 

Specific Phobia      1.7 

 Social Phobia       1.7 

No Diagnosis       94.8 

Fifth Diagnosis 

No Diagnosis       100.0 
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Non-depressed Group 

The group of non-depressed controls consisted of 32 girls, aged 9-to 14-years 

old (mean age = 11.22, SD = 1.26), who did not meet criteria for a depressive disorder. 

Twelve girls described themselves as White, 5 as Latina, 8 as African American, 3 as 

Asian American, 3 as multiracial, and 1 girl did not provide information. See Table 4 

for a summary of the demographic information.  Although the sample did not meet 

criteria for a depressive disorders, the sample presented a range of other psychiatric 

disorders including Specific Phobia, Attention Deficit Hyperactive Disorder, 

Oppositional Defiant Disorder, Panic Disorder, and History of Abuse.  See Table 5 for a 

summary of diagnoses. 
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Table 4 

Control Group Demographic Variables (n =32) 

 
Variable       Percent 
 
Age 
 9       0.0 

 10       40.6 

 11       18.8 

 12       25.0 

 13       9.4 

 14       6.3 

Grade 
 4       9.4 

 5       40.6 

 6       15.6 

 7       34.4 

Race/Ethnicity 

 Caucasian      37.5 

Latina       15.6 

 African American     25.0 

 Asian American     9.4 

 American Indian     0.0 

 Biracial/Multiethnic     9.4 

Missing/Chose not to provide race   3.1
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Table 5 

Control Group Diagnosis Summary (n = 32) 

 
Variable        Percent 
 

First Diagnosis 

 Specific Phobia      6.3 

 Attention Deficit Hyperactive Disorder   3.1 

 Oppositional Defiant Disorder    3.1 

 Panic Disorder       3.1 

 Other        9.4 

 No Diagnosis       75.0 

Second Diagnosis 

Specific Phobia      3.1 

 History of Abuse      3.1 

 No Diagnosis       93.8 

Third Diagnosis 

 No Diagnosis       100.0 

Fourth Diagnosis 

No Diagnosis       100.0 

Fifth Diagnosis 

No Diagnosis       100.0
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 Procedure 

Overview 

Data for the present study was collected as a part of a larger ongoing treatment 

study evaluating the efficacy of Cognitive Behavioral Therapy for depressed pre-

adolescent to early adolescent females conducted over the course of five years.  

Permission was initially sought from the Superintendent in the school district.  Parental 

permission forms were then distributed to all the 4th, 5th, 6th, and 7th grade girls in the 

participating schools.  Students with parental consent were asked to sign a student 

assent form at each step of the assessment process.  Students who chose to participate 

were then assigned an identification number to protect confidentiality.  A multiple gate 

screening and identification procedure was followed to identify girls who were 

experiencing a depressive disorder (Kendall, Cantwell, & Kazdin, 1989). The 

screenings took place in participating public schools for six cohorts over the span of 

five years.  Procedures differed slightly between the first cohort of participants and the 

second through fifth cohorts.  After the first cohort was screened, the second gate of 

screening was modified in order to improve the efficiency and accuracy of identifying 

participants appropriate for a diagnostic interview. 

 

Procedure for Depressed Group 

Gate 1: Screening.  Letters describing the study and permission forms were sent 

home to the parents or guardians of all of the girls in grades 4 through 7 (n = 7155). 

After obtaining parental permission and child assent (n = 3212), the assessment 
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procedure began with a large group administration of the Children’s Depression 

Inventory (CDI; Kovacs, 1985) (n = 3177).   

The procedures for the screening process differed slightly for the two 

participating school districts due to additional research being conducted on the 

psychometric properties of two measures: the Beck Depression Inventory for Youth 

(BDI-Y; Beck et al., 2001) and the Children’s Cognitive Style Questionnaire (CCSQ; 

Mezulis et al., unpublished manuscript).  Participants from School District 1 (n = 65) 

received the CCSQ as an additional measure at screening, while participants from 

School District 2 (n = 25) received the BDI-Y as an additional measure at screening.   

Gate 2: Identification of Potentially Depressed Participants.  Girls scoring 16 or 

greater on the CDI or a 25 or higher on the BDI-Y (if administered) were given the 

DSM-IV Symptom Interview for Children and Adolescents, a brief interview based on 

the DSM-IV (APA, 2000) to screen for depressive symptoms (n = 672).  The main goal 

of this interview was to determine whether the participant may be experiencing 

symptoms of depression and to determine if she would be a possible candidate for the 

K-SADS-IVR interview.  Comparing the CDI scores to the DSM-IV Symptom 

Interview allowed girls who over-reported symptoms or girls who were just having a 

bad day to be dismissed from the study.  Furthermore, at this point, girls in severe 

distress were identified and immediately referred to the consulting psychiatrist.  

Participants reporting depressive symptomatology during the brief symptom interview 

were given a letter to take home to their parents or guardian, explaining that the child 

had indicated that she was experiencing depressive symptoms and described the next 
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phase of the study, the diagnostic interview (n = 465).  Additionally, parents of the 

participants reporting depressive symptoms were called and the RA discussed the 

results of the measures with the parent and addressed any concerns he or she may have 

had.  Parents were also told that a permission form for the diagnostic interview would 

be coming home that day.  

Gate 3: Completion of Diagnostic Interview.  Once both parent permission and 

child assent had been granted (n = 357), the girls were individually interviewed using 

the K-SADS-IVR.  Concurrently, an attempt was made to interview their primary 

caregiver regarding their daughter with the K-SADS-IVR (n = 95).  Based on a 

combination of information from the child and primary caregiver, DSM-IV diagnoses 

were assigned and a C-GAS rating was made.  If the child was depressed (n = 170), the 

guardian was informed of these results during a feedback meeting or telephone call 

(whichever the parent chose), and another permission letter was provided, that 

explained the next phase of the study, the pretreatment assessment). 

Pretreatment Assessment. As soon as parental permission and child assent was 

obtained, small groups of (2 – 6) girls were administered a series of self-report 

measures, including the Cognitive Triad Inventory for Children (CTI-C; Kaslow, et al., 

1992), the Children’s Congnitive Styles Questionaire (CCSQ, Mezulis et al., 

unpublished manuscript) Self-Report Measure of Family Functioning (SRMFF-C; 

Stark, Humphrey, Crook, & Lewis, 1990), Family Messages Measure (FMM; Stark et 

al., 1996), and the Life Events Checklist (LEC; Johnson & McCutcheon, 1980).  Order 

of administration of the measures was counter-balanced.  A doctoral student trained in 
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measures administration administered all paper-and-pencil measures at the participant’s 

school.  Participants completed the TAT individually later that same day.  Primary 

caregivers were also asked to complete Symptom Checklist 90-Revised (SCL-90-R; 

Derogatis, 1983), Cognitive Triad Inventory (CTI; Beckham et al., 1986), Child 

Behavior Checklist-Parent Report Form (CBCL; Achenbach & Edelbrock, 1983), and 

Self-Report Measure of Family Functioning (SRMFF, Bloom, 1985).   

 

Figure 1 

Multigate Procedure for Depressed Group 

 

Gate 1 Permission Forms Sent Out n = 7155 

Assent Received n = 3212 

CDI/BYI Adminstration n = 3177 

Met cut-off scores to continue to Gate 2 n = 672 

(16 or higher for CDI or     

25 or higher for BDI-Y)   

Gate 2 DSM-IV Screening Interview n = 672 

Participants Invited for K-SADS n = 465 

Gate 3 Participants Interviewed with K-SADS n = 357 

Participants meeting criteria for  n = 170 

depressive disorder   
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Procedure for Non-depressed Group 

 
The control sample for the current study consisted of 32 participants from the 

same two suburban central Texas school districts.  The 26 participants from School 

District 1 and 6 participants from School District 2 were all recruited on a volunteer 

basis.  Classrooms in schools where screening had occurred were randomly selected and 

GRAs distributed letters describing the study, parent consent, child assent, and 

demographic questionnaires to girls in grades 4 to 7 (see Appendix H).  Teachers then 

collected and monitored the return of the permission forms.  Once the girls brought 

back their permission forms, they were individually assessed either at the University of 

Texas (during the summer) or at their school (during the school year) under the 

supervision of a GRA. Child participants were given the K-SADS-IVR, TAT, and a 

packet of measures including the CDI, BDI-Y, CCSQ, CTI-C, LEC and SRMFF-CR.  

Parents also completed the K-SADS-IVR interview, the CTI, CBCL, SRMFF, and the 

SCL-90.  If a child was identified as experiencing a psychological disorder, her parents 

were notified of this and the primary caregiver was given a referral to a mental health 

provider within their school district or community. Each family received $50.00 for 

their participation. 

 

Safety Procedures 

Any child endorsing the suicide item on the CDI was immediately interviewed 

by a GRA who had been trained in the assessment of suicidal risk.  Additionally, after 

being screened for depressive symptoms with the DSM-IV Symptom Interview, girls in 
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severe distress were identified and immediately referred to the consulting psychiatrist.  

Subjects in the control group were referred for treatment if they met criteria for a 

psychiatric disorder. 

 

Training of Measures Administrators 

 Doctoral students in educational psychology with at least one year of experience 

on the research team were trained in measures administration by the project coordinator.  

The project coordinator instructed the graduate students on the administration and 

scoring of each paper-and-pencil measure.  Students were also trained to assess suicidal 

ideation and intent, so that at least one trained student was available to assess suicidality 

during the child assessments. 

 

Training of K-SADS-IVR Interviewers 

 Trained doctoral level educational psychology students administered the K-

SADS-IVR parent and child interviews.  For approximately six months, interviewers 

were trained in the administration of the K-SADS-IVR by the project coordinator, who 

had expertise in the area of childhood psychopathology and the administration of semi-

structured clinical interviews.  Interviewers-in-training received weekly supervision for 

K-SADS-IVR administration and scoring, reviewed tapes of prior interviews, directly 

observed senior interviewers, and practiced interviews with volunteers under the 

observation of more senior interviewers.  The project coordinator and head interviewer 

reviewed beginning interviewers’ tapes and provided feedback.   
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The interviewers were required to demonstrate at least 90% average agreement 

on symptom ratings from previous interviews before they could independently 

interview subjects.  Interviewers continued to receive weekly supervision for K-SADS-

IVR administration and scoring for the duration of the study. 

 

Training for Administration and Coding of TAT 

 Doctoral level psychology students trained in the administration of the TAT 

conducted the assessment. Administrators were trained to follow a standardized 

procedure.  Administrators were taught to display the card and ask five questions, 

including, “What is happening in the picture,” “What are the characters thinking,” 

“What are they feeling,” “What happened right before the picture,” and “What is going 

to happen next?” Additionally, administrators were instructed to complement effort, but 

refrain from directly commenting on participant responses, as such statements could be 

leading and therefore affect responses.  The assessment was tape recorded and 

transcribed for coding.   

Once transcribed, all identifying information, such as names and diagnoses, was 

removed to ensure that the coders were blind to diagnosis.  The responses were then 

coded thematically based on the presence or absence of each content category 

(defectiveness/shame, social undesirability/alienation, and failure to achieve) using the 

Self-Schema Category Analysis System and User’s Manual.  Codes were applied when 

the overall theme of a story reflected a scorable content category, with this content 

category only scored once per story as suggested by Winter (1992).  The total self-
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schema score for a story is the sum of categories present in that story.  An individual 

story could receive a score from 0 (no category scored) to 3 (all three categories 

scored).  The total self-schema score for a participant was calculated by summing the 

scores obtained for all of the stories, and could range from 0 to 30. 

Using TAT transcripts from prior research, two coders, the principle investigator 

of the study and her committee chair, worked together over the course of two years to 

establish and evolve the system of coding, building on prior investigations by Hickey 

(2001) and Natinsky (2005).  Both coders had extensive prior training in cognitive 

theory and the self-schema. 

The two coders established inter-rater reliability kappa value of .8 using TATs 

from prior investigations.  As the principle investigator coded the transcripts, the 

committee chair coded every fourth transcript and codes were continuously compared to 

prevent rater slip and to maintain inter-rater reliability.  In the case of disagreement of 

codes, the principle investigator and her committee chair came to a consensus and the 

agreed upon code was used.  An intraclass correlation between the two coders was 

calculated to be .975. 

 

Ethical Considerations 

This study followed guidelines for human research provided by the American 

Psychological Association and the University of Texas Institutional Review Board for 

the Protection of Human Subjects.  The consent form, assent form, and measures were 

approved by the Departmental Review Committee (DRC) in the Department of 
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Educational Psychology, the Institutional Review Board (IRB) of the University of 

Texas, and the superintendents of participating school districts.  While the risk to 

participants was minimal, the participants were encouraged to speak to the school 

psychologist or counselor if they experienced any distress as a result of the study.  

Additionally, two psychiatrists were available to act as objective insurers of the safety 

of the participants.  Approval for the current study was also obtained from the DRC and 

the University of Texas IRB (IRB Protocol Number: 2005-04-0073).  

 

Measures 

Measure of the Self Schema  

The Thematic Apperception Test (TAT, Murray, 1943) is a projective measure 

consisting of a total of 31 picture cards.  The test is meant to be administered during a 

single administration, using 10 to 12 cards chosen by the administrator.  The TAT helps 

to understand and assess identity and self-concept as well as perceptions and 

evaluations of major social systems, including family school, and peer network, three 

systems that have the most significant influence in the life of an adolescent. 

While this measure was designed and normed with an adult sample, it has been 

shown to be a useful assessment tool for adolescents at least 12 years of age, providing 

valuable information regarding adolescent development and mental health (Osborn, 

1996).  Additionally, research has indicated that when the TAT was administered to 

adolescent, middle-aged, and older-aged non-institutionalized females, content of 
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elicited themes did not significantly differ between age groups (Pasewark, Fitzgerald, 

Dexter, & Cangemi, 1976). 

Test-retest reliability has been found to be significant (Lundy, 1985; Ronan, 

Colavito, & Hammontree, 1993).  Research by Lundy (1985) has indicated significant 

test-retest reliability for two domains, the need for intimacy (r = .48, p < .001) and the 

need for affection (r = .56, p < .001).  Results were consistent across gender and school.  

Ronan, Colavito, and Hammontree (1993) reported an even stronger test-retest 

reliability coefficient (r = .83, p < .05). McGrew and Teglasi (1990) were able to 

differentiate emotionally disturbed and normal groups of children based on formal 

characteristics of TAT stories.  Of the comparison group members, 95% were correctly 

classified, while 85% of the disturbed group members were correctly classified.  

Research by Lundy (1988) indicated significant validity for the TAT in three different 

domains Achievement (r = .29, p < .01), Affiliation (r = .24, p < .05), and Power (r =

.34, p < .01) when directions were neutral and did not allude to the psychological nature 

of the assessment. 

For the purposes of this study, the TAT was used to assess the self-schema.  

Using the TAT for this purpose allows the self-schema to be assessed through an 

alternative method, alleviating the limitations of self-report measures of cognitive 

functioning.  Ten cards were used in a standardized sequence, including 1, 2, 3BM, 5, 

6BM, 7GF, 8GF, 9GF, 13B, 14.  For each card, participants were asked to tell a story 

about the card, including what is happening in the picture, what the characters were 
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thinking and feeling, what happened before the picture, and what was going to happen 

next. 

 

Self-Schema Coding applied to TAT transcript (See Appendix E) 

The Self-Schema Category Analysis System and User’s Manual based on Young 

and Lindemann’s (1992) self-schema model of depression and Winter’s (1992) 

recommendations for evaluating verbal material as described in Motivation and 

Personality: Handbook of Thematic Content Analysis (Smith, 1992).  The manual 

provides guidelines for the evaluation of the presence or absence of a particular self-

schema in each TAT story.  The principle investigator of the study and her committee 

chair worked together over the course of two years to establish and evolve the system of 

coding, building on prior investigations by Hickey (2001) and Natinsky (2005).   

The self-schema category analysis is based on a self-schema domain that is 

connected to depressive schema and symptomatology: Undesirability (Young & 

Lindemann, 1992).  Undesirability refers to the expectation that one will not be 

desirable to, or is different from, other people, in terms of any of the following: physical 

attractiveness, social skills, inner worth, moral integrity, interesting personality, career 

accomplishment, values, interests, masculinity/femininity, or socio-economic 

background.  Included in the Undesirability domain are three self-schema categories: 

defectiveness, social undesirability/alienation, and failure to achieve.   

Defectiveness/Shame is described as the feeling that one is inwardly defective, 

flawed, or invalid; or that one would be fundamentally unlovable to significant others if 
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exposed; or a sense of shame regarding one’s personal inadequacies. DS is seen as a 

trait rather than a state.  Any form of intentional self-harm would be indicative of DS.  

Additionally, a main character with a chronic or debilitating illness would indicate DS.   

Social Undesirability is the belief that one is outwardly undesirable to others 

(e.g., ugly, sexually undesirable, low in status/poor, lacking in conversational skills, 

dull, unliked, or having no friends). SU can include insecurity in social situations.  

Failure to Achieve refers to the belief that one has failed, or is fundamentally 

inadequate relative to one’s peers in areas of achievement such as school, work, and 

sports. It often involves the belief that one is stupid, untalented, incompetent, or 

ignorant. When coded, the FA is either labeled FA:r for Failure to Achieve in a 

relationship (i.e. interpersonal conflict, a big fight, divorce or running away from home) 

or FA:a for failure to achieve an expectation or a given task (i.e. doing something 

wrong, failing to meet a goal, poor performance, misbehavior, illegal activity).   

This coding system has demonstrated sufficient inter-rater reliability (90% 

agreement) and was successful at differentiating children with a depressive disorder 

from children with conduct disorders, comorbid depression and conduct disorder, and 

nondisturbed controls (Hickey, 2001).  

 

Measure of Stressful Life Events (See Appendix F)

The Life Events Checklist (LEC, Johnson & McCutcheon, 1980). This measure 

assesses child and adolescent life stress.  The measure contains a list of 46 life events 

that may have been experienced within the past year.  The checklist assesses the 
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occurrence and perceived impact of positive and negative life events.  The impact of the 

events is rated along a 4-point scale (No Effect = 1; Some Effect = 2; Moderate Effect = 

3; Great Effect = 4).  Positive and negative life change scores are derived by summing 

the impact ratings of events rated as positive and negative. 

There is a Total Positive Quantity score (items marked “GOOD”) and a Total 

Negative Quantity Score (items marked “BAD”), each with total score ranges from 0 to 

50.  A mean score is computed for Quality of Good and Bad events, with ranges as 

follows:  A mean score for Quality of Good Events is computed by summing all item 

ratings (1-4) for “GOOD” events and then dividing by the total number of items marked 

“GOOD.”  The total score will range from 1 to 4.  A mean score for Quality of Bad 

Events is computed by summing all item ratings (1-4) for “BAD” events and then 

dividing by the total number of items marked “BAD.”  The total score will range from 1 

to 4.  The current study will use this mean score for quality of bad events.  A review of 

the LEC’s reliability by Brand and Johnson (1982) indicated a test-retest correlation for 

positive life-change scores of .69 (p < .001) and a correlation of .72 (p < .001) for 

negative life-change scores. 

 

Measure of Depression  

The Schedule for Affective Disorders and Schizophrenia for School-Age 

Children  (K-SADS-IVR, Ambrosini & Dixon, 2000). This semi-structured clinical 

interview was designed to assess the presence, absence, and severity of symptoms of 

Axis I psychiatric disorders of the DSM-IV in children and adolescents.  The K-SADS-
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IVR is used to assess for the presence of DSM-IV Axis I psychiatric disorders 

(including depressive disorders, mania, eating disorders, substance abuse, and 

psychosis), the age of first onset of the disorder, and the occurrence of previous 

psychological disorders.  Additionally, the interview ascertains the child’s treatment 

history and use of medication.  The K-SADS-IVR is an updated version of the K-

SADS-IIIR (Puig-Antich & Ryan, 1986) in order to correspond with the DSM-IV.    

The K-SAD-IVR has demonstrated high inter-rater reliability for diagnoses of 

Major Depression, Dysthymic Disorder, Generalized Anxiety Disorder, Separation 

Anxiety Disorder, and Oppositional Defiant Disorder (Ambrosini, 2000), but there is 

little other psychometric data available due to the newness of this version.  However, 

the K-SADS-IIIR was shown to demonstrate high inter-rater reliability for in general 

mood disorders (Curry & Craighead, 1990; Gammon, John, & Weissman, 1984; Last & 

Strauss, 1990) and Major Depression and Minor Depression in particular (Chambers et 

al., 1985).  Test-retest reliability has also been shown for Major Depressive Disorder, 

Dysthymia, and Depressive Disorder NOS (Apter, Orvaschel, Laseg, Moses, & Tyano, 

1989).  In addition, the interview demonstrated adequate internal consistency reliability 

(Ambrosini, Metz, Prabucki, & Lee, 1989). 

The entire interview was administered.  The participant and her primary 

caregiver were interviewed separately, and the interviewer assigned summary ratings 

based on all sources of information, including child reports, parent reports, and 

interviewer observations. Diagnoses are made given on DSM-IV criteria.  Each 

diagnostic section of the K-SADS-IVR begins with a brief description of the category 
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of disorder being covered and then continues with screening questions.  For each 

disorder, information is obtained including chronology, treatment, level of impairment, 

severity, age of onset/offset, duration, and number of episodes.  Each symptom is 

assessed at its most severe during the present episode and over the last week.  Severity 

ratings for most items on the K-SADS-IVR range from 0 to 4 or 0 to 6.  Other items are 

scored 0 to 7 or 0 to 2 (for items that only assess the presence or absence of symptoms).  

Higher scores signify greater severity for all items.  Symptoms are considered clinically 

significant if they are given a score of 4 or above on 0 to 6 scales or 3 or above on the 0 

to 4 scales.  The ratings were summed to compute a total severity score for the present 

episode. 

Although diagnoses from the K-SADS interview are primarily used in research 

rather than scale scores, there was enough variation in K-SADS depression scale scores 

(see Figure 2) in the present study to use the total depression score as the dependent 

variable. In order to obtain a continuous total depression score from the K-SADS 

interview, 17 depressive symptom items are summed and totals range in score from 17 

to 97 (Ambrosini et al., 1989; Ambrosini, Metz, Bianchi, Rabinovich, & Undie, 1991). 

The 17 items include severity ratings for the symptoms of depressed mood, irritability, 

diurnal mood variation (morning only), excessive guilt, anhedonia, fatigue, diurnal 

variation of fatigue (morning only), difficulty concentrating, psychomotor agitation, 

psychomotor retardation, insomnia, hypersomnia, loss of appetite, increased appetite, 

hopelessness, avoidant behavior when depressed, and suicidal ideation.  The anhedonia 

category has two items, so the higher of the severity rating is used when computing the 
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total score.  There are also categories with multiple items, including psychomotor 

agitation, psychomotor retardation, and insomnia.  For these categories, the overall 

severity rating is used when computing the total score.  When summed, the total 

depression scale score has been shown to demonstrate internally consistency 

(Ambrosini et al., 1989; Chambers et al., 1985) and test-retest reliability (Chambers et 

al., 1985).  Additionally, the total score has been shown to correlate with the Beck 

Depression Inventory (BDI-Y, Beck et al., 2001) in a sample of outpatient adolescent 

girls (Ambrosini et al., 1989). 

The present study modified Ambrosini and colleagues’ 17-item method for 

obtaining a total depression score in order to make the scale more consistent with the 

DSM-IV symptoms used to diagnose depression in children.  The K-SADS-P IVR does 

not include the social withdrawal item, and so it was not entered. Additionally, because 

low self-esteem is a central feature of Dysthymia, a self-esteem item was added to the 

K-SADS-P IVR Depression section. This item was adapted from the negative self-

image item from the Overanxious Disorder section, which in the K-SADS-P IVR is an 

item used to diagnose Generalized Anxiety Disorder. Finally, the diurnal mood 

variation (morning only) and the diurnal variation of fatigue (morning only) were 

removed from the scale and both items in the anhedonia category (loss of interest and 

loss of pleasure) were included.  Present episode summary scores were used to compute 

a total score from the 16 items comprising the depression scale score. 

The K-SADS depression scale was found to have good internal reliability in this 

sample (α = .92) and was significantly correlated with the BDI-Y ( r =.522, p ≤ .001). 
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Inter-rater reliability was computed on 32 interviews. The Pearson correlation between 

the original and reliability interviewer’s total scale score from the last week summary 

ratings was high in this sample (r = .91). 
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Figure 2 

Histogram of total depression scale scores on the K-SADS-P-IVR 
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CHAPTER 4 

 

Data Analyses 

 

Hypotheses were tested using multiple regression analyses, procedures that test 

for the presence and strength of association between dependent and predictive variables.  

In this study, the interaction between self-schema and life events was hypothesized to 

predict the severity of depressive symptomatology.  The multiple regression analyses 

produced an R2 value indicating the variance in depressive symptomatology explained 

by a negative self-schema, the experience of stressful life events, and the combinations 

of the two independent variables.  As a final step, the change in R2 value provided the 

percent of variance accounted for by the addition of the interaction term into the model 

that already contains first-order effects. 

Multiple regression analyses were chosen for this study because with multiple 

regression, it is possible to explain variation in a dependent variable using multiple 

independent variables.  When using any statistical design, it is important to 

acknowledge the underlying assumptions.  There are four such assumptions that 

underlie the use of multiple regression.  First, the dependent variable is a linear function 

of the independent variables.  Second, the observations are independent of one another, 

meaning that each participant should be independently drawn from the population so 

that the errors for each person are independent for those of others.  Third, the 

assumption of homoscedasticity states that the variance of the errors is not a function of 
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any of the independent variables.  Finally, the fourth assumption is that the errors are 

normally distributed. 

 

Assumptions of Multiple Regression 

 The process to determine whether these assumptions were met was to plot the 

data and to calculate an intraclass correlation.  Plotting and visually inspecting the data 

indicates whether assumptions of linearity, homoscedasticity, and normal distribution of 

errors are met.  Histograms and scatterplots indicated no strong outliers in the data and 

that the relation among the independent and dependent variables was linear.  

Additionally, each regression analysis was represented by a histogram of standardized 

residuals that showed a roughly normal curve.  These histograms suggest that error was 

normally distributed.  The scatterplots of the standardized predicted dependent variable 

(K-SADS-IVR) by the standardized residuals appeared random across the range of 

predicted K-SADS-IVR scores.  This indicates that the variance was approximately 

equal across predicted K-SADS-IVR scores (Kenny, 1979).  Based on this information, 

the assumptions of multiple regression appear to be adequately met within this sample.   

 It was possible that the sampling method used in this study violates the second 

assumption of independence due to school selection.  Therefore, an intraclass 

correlation was calculated to determine how much of the variance of each variable 

(depressive symptomatology, negative self schema, and stressful life events) could be 

attributed to school differences as opposed to independent differences.  The intraclass 
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correlation (ICC), 22
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=ρ where n. is the average number of girls within each school 

(Kenny & Judd, 1986).  For each case (depressive symptomatology, negative self 

schema, and stressful life events), the amount of variance that could be attributed to 

school differences as opposed to independent differences was insignificant, suggesting 

there was no violation of the second assumption. 

Furthermore, the data does not appear to suffer from multicollinearity, which 

indicated that the two independent variables (negative events and negative self-schema) 

do not correlate together more than with the dependent variable (depression scores).  

 With a total sample size of 90, and with the most complicated analysis possible 

(three independent variables), the power to identify a fairly small effect (R2 = .20) is 

approximately .98 (Cohen & Cohen, 1983). 
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Figure 3 

Hypothesized Model 
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Descriptive Statistics

Means, standard deviations, sample size, and Cronbach’s alpha for the main 

variables are presented in Table 6.  Overall, all scales had good (between .80 and .89) or 

excellent (.90 and above) internal consistency (Cicetti, 1994).    Scale intercorrelations 

for the TAT were generally intercorrelated and are presented in Table 7.  Scale 

intercorrelations for each measure used in the current investigation are presented in 

Table 8. 
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Table 6 

Means, Standard Deviations, Sample Size, and Cronbach’s α for Main Variables 

 

Table 7 

TAT Subscale Intercorrelations (n = 90) 

TAT Subscale Defectiveness/
Shame 

Social 
Undesirability 

Failure to 
Achieve 

Total  
Score 

Defectiveness/Shame 1.00    
Social Undesirability .229* 1.00   
Failure to Achieve .264* .250* 1.00  
Total Score   .604** .542** .883** 1.00 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 
 

Table 8 

Intercorrelations for Scales  (n = 90) 
 

Scale K-SADS-IVR LEC TAT 
K-SADS-IVR Total Depression Scale Score 1.00   
LEC Mean Quality of Negative Events .193 1.00  
TAT Total Score .494* .047 1.00 

*Correlation is significant at the 0.01 level (2-tailed). 

Variable M SD n Α
K-SADS-IVR Total Depression Scale Score 36.50 12.69 90 .90 
LEC Mean Quality of Negative Events  2.79 .88 90 .90 
TAT Total Score 4.66 3.06 90 .84 
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Demographic Variables and Total Depression Score 

 A series of analyses were conducted to determine whether the total K-SADS-

IVR depression score was related to age or race/ethnicity. The correlation between age 

and total K-SADS-IVR depression score was not statistically significant (r = -.063, p =

.553). Analysis of variance (ANOVA) results indicated that K-SADS-IVR depression 

scores did not differ among racial/ethnic groups, F (6, 83) = 1.076, p = .384.  While this 

lack of significant difference between racial groups is contrary to research indicating 

greater level of depressive symptomatology in minorities, it is possibly due to the fact 

that the racial groups in this population are more economically homogenous than in 

other areas. 
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Hypotheses 

 
Question 1 

 Is there a linear relationship between depressive symptomatology and the 

negative experience of stressful life events? 

 

Hypothesis 1 

The first hypothesis was that there would be a positive linear relationship 

between severity of depressive symptomatology as assessed by the depression section 

of the K-SADS-IVR and mean quality of stressful life events as assessed by the Quality 

of Negative Events scale on the LEC.  A Pearson’s r correlation equation was used to 

test the hypothesis that there is a significant positive relationship between the severity 

of depressive symptomatology and stressful life events. 

Results indicated positive correlation between severity of depressive 

symptomatology and experience of adverse life events, but the correlation was not 

significant (r = .193, p = .069).  A positive coefficient that is significantly different from 

zero would have indicated that the severity of depressive symptomatology is positively 

related to the mean quality of stressful life events. 
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Question 2 

 Is there a linear relationship between depressive symptomatology and a negative 

self-schema? 

 

Hypothesis 2 

The second hypothesis was that there is a positive relationship between severity 

of depressive symptomatology as assessed by the depression section of the K-SADS-

IVR and strength of negative self-schema as assessed by the TAT: the greater the 

severity of depression, the more negative the self-schema.  A Pearson’s r correlation 

equation was used to indicate the relationship between depressive symptomatology and 

the negative self-schema. 

Results did suggest a significant positive correlation between depression and 

negative self-schema (r = .494, p < .001).  A coefficient significantly different from 

zero indicated that the severity of depressive symptomatology is positively related to a 

negative self-schema.  In order to investigate which of the three codes may have 

contributed to this correlation, each of the three self-schema codes 

(Defectiveness/Shame, Social Undesirability, and Failure to Achieve) were correlated 

with severity of depressive symptomatology.  Results suggested a significant positive 

correlation between depression and Defectiveness/Shame (r = .479, p < .001), as well as 

depression and Failure to Achieve (r = .385, p < .001).  The correlation between 

depression and Social Undesirability was not significant (r = .176, p = .097).  See Table 

9 for these results. 
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Question 3 

 Is there an interaction between stressful life events and the self-schema in 

predicting depressive symptomatology? 

 

Hypothesis 3 

The third hypothesis posited that there would be an interaction between the 

strength of negative self-schema as measured by the TAT and mean quality of stressful 

life events as measured by the Quality of Negative Events scale on the LEC on severity 

of depressive symptomatology as measured by the depression section of the K-SADS-

IVR: the more stressful life events and more negative self-schema will result in greater 

severity of depression, above and beyond either variable alone.  The combination of 

stressful life events and negative self-schema will result in greater severity of 

depression than the singular occurrence of either stressful life events or a negative self-

schema. 

A sequential multiple regression equation was used to predict depressive 

symptomatology from negative life events, a negative self-schema, and the interaction 

of a negative life events and a negative self-schema. 

Results of the first step of the multiple regression indicated that the summative 

effect of the self-schema and life events on depressive symptomatology was significant.  

The standard multiple regression analyses demonstrated that the independent variables 

(Negative Quality of Life Events and Negative Self-Schema) predicted the severity of 

depressive symptoms to a statistically significant degree.  The full model accounted for 
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27.3% of the variance in K-SADS-IVR scores, R² = .273, F (2, 87) = 16.319, p < .001.  

See Table 10 for these results. 

 In the next step, an interaction value (negative life events x negative self 

schema) was added.  With this sequential regression, instead of focusing on the 

regression coefficients, the focus was on the change in R2 (∆R2) to determine whether 

the variables were important and to test the statistical significance of each variable in 

the equation.  Negative self-schema (total TAT score) and stressful life events (mean 

quality of negative events) were the first variables entered, and the ∆R2 associated with 

these two variables was .273. With the entry of the interaction (total TAT score x mean 

quality of negative events) in the equation, the R2 increased to .278, so ∆R2 for previous 

the interaction is .005. Therefore, the addition of the interaction increased the variance 

explained by .5% (∆R2 = .005).  See Table 11 for these results.  The ∆R2 (Keith, 2006) 

indicated that this value was not significant ∆R2 = .005, F (1,88) = .612, p = .436. 
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Table 9 
 
Intercorrelations for TAT subscales and K-SADS-IVR (n = 90) 
 

TAT Subscale K-SADS-IVR 
Defectiveness/Shame .479* 
Social Undesirability .176 
Failure to Achieve .385* 
Total Score   .494* 

* Correlation is significant at the 0.01 level (2-tailed). 
 

Table 10 
 
Main Effects on Daughter’s Depression (K-SADS-IVR) 
 
Model Summary 

R R² Adjusted 
R² 

Std. Error of the 
Estimate 

.522 .273 .256 10.948 

ANOVA 

 Sum of Squares Df Mean 
Square F p

Regression 3911.698 2 1955.849 16.319 .000 
Residual 10426.802 87 119.848
Total 14338.500 89    

Coefficients 

 Unstandardized
Coefficients  Standardized 

Coefficients t p.

B Std. Error β
(Constant) 20.292 4.164  4.873 .000 
LEC 2.439 1.314 .170 1.856 .067 
TAT 2.017 .380 .486 5.310 .000 
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Table 11 
 
Total Effects on Daughter’s Depression (K-SADS-IVR) 
 
Model Summary 

R R² Adjusted 
R² 

Std. Error of the 
Estimate 

.527 .278 .253 10.973 

ANOVA 

 Sum of Squares df Mean 
Square F P

Regression 3982.643 3 1327.548 11.025 .000 
Residual 10355.857 86 120.417
Total 14338.500 89    

Coefficients 

 Unstandardized
Coefficients  Standardized 

Coefficients t p.

b Std. Error Β
(Constant) 15.744 7.248  2.172 .033 
LEC 4.101 2.534 .286 1.618 .109 

TAT 3.099 1.460 .747 2.122 .037 
Interaction 
(LECxTAT)

-.391 .509 -.299 -.768 .445 
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CHAPTER 5 

 

Discussion 

 

Overview and Purpose of Study 

There are multiple factors and pathways leading to the development and 

maintenance of depressive symptomatology.  Significant features in the development 

and maintenance of depressive symptoms include a maladaptive cognitive pattern of 

negative automatic thoughts and dysfunctional beliefs (Abramson, Metalsky, & Alloy, 

1989; Beck, 1967) and stressful life events (Compas, 1987, Garber, 1992; Williamson, 

Birmaher, Frank, Anderson, Matty, et al., 1998).   

The current study focused on identifying possible predictors of depressive 

symptomatology in adolescents in order to enhance intervention and possible prevention 

strategies.  Specifically, this study sought to elucidate pathways to depression by 

looking at a diathesis-stress model of depression, in which an existing cognitive 

vulnerability (a negative self-schema) will moderate the effect that an external stressor 

(negative life events) will have on depressive symptomatology and the development of 

a depressive disorder, so that the more negative the self-schema, the greater the impact 

of stressful life events on depressive symptomatology. 

The study investigated the role of life events as an element that, when combined 

with distorted and negative cognitions relating to the self, would increase the existence 

of depressive symptomatology in adolescents.  Self-schemas, life events, and 



84 

interactions of both variables were examined as predictors of the severity of depressive 

symptomatology in 9- to 14-year old girls in two public school districts in Central 

Texas.  The assessment of both depressed and nondepressed subjects permitted the 

investigation of cognitive risk to depression and the significance of the diathesis-stress 

model.  The Thematic Apperception Test assessed the self-schema through projective 

storytelling.  Depressive symptomatology was evaluated using the Schedule for 

Affective Disorders and Schizophrenia for School-Age Children.  The use of this 

measure provided a comprehensive picture of symptomatology and possible comorbid 

conditions.  The Life Events Checklist measured the experience of events that have 

occurred in the past year and the effect that the experiences had on them. 

This study sought to illuminate pathways to depression specifically in adolescent 

girls. While child and adolescent depressive disorders have been historically studied as 

a downward extension of adult depression, recent research has supported the existence 

of child and adolescent depression as a distinct disorder and has indicated important 

developmental differences in symptomatology (Birmaher, Ryan, Williamson, Brent, & 

Kaufman, 1996; Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993), as well as 

greater intensity and endurance of depressive disorders in childhood and adolescence 

than in adults (Jensen, Ryan, & Prien, 1992). Continued research with adolescence is 

particularly necessary because such symptomatology can manifest in self destructive or 

even life threatening behaviors.  Symptoms such as depressed mood, irritability, and 

diminished interest in activities can lead to troublesome impairment in cognitive, 
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academic, social, and family functioning (Hammen & Rudolph, 1996; Gotlib & 

Hammen, 1992).   

Furthermore, there was specific concentration on depression in females ages 9 to 

14, as it has been well established that significantly more females than males experience 

depressive disorders (Hankin et al., 1998; Weissman et al., 1984), a disparity that 

becomes apparent during adolescence (Lewinsohn, Clark, Seeley, & Rohde, 1994).   

There is a need for further studies that actually test the cognitive diathesis stress 

model in adolescents, in which both cognitive style and negative life events are assessed 

in interaction with each other.  Results of previous studies in both children and adults 

have been mixed (Garber, 1992).  Previous studies have investigated explanatory style 

(Nolen-Hoeksema et al., 1986) and attributional style (Hammen, Adrian, & Hiroto, 

1988), while this study focuses on Beck’s concept of a negative self-schema.   

Additionally, prior research has supported a specific vulnerability hypothesis in 

adults by indicating that individuals with a history of aversive experiences have greater 

perceived vulnerability to psychological distress when exposed to similar circumstances 

in the future than individuals without experience of stressful events (Perloff & Fetzer, 

1986).  This study attempted to evaluate a similar relationship in adolescents and sought 

to build upon existing literature on the diathesis-stress model of depression. 

 

Findings 

Results build on existing research on cognitive style and adverse life events, and 

raise important questions regarding the interaction of cognitive style and adverse life 
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events in youth.  The first hypothesis was that there would be a positive relationship 

between severity of depressive symptomatology as assessed by the depression section 

of the K-SADS-IVR and mean quality of stressful life events as assessed by the Quality 

of Negative Events scale on the LEC.  Results indicated positive correlation between 

severity of depressive symptomatology and experience of adverse life events, but the 

correlation was not significant (r = .193, p = .069) suggesting that the severity of 

depressive symptomatology was not significantly related to the mean quality of stressful 

life events. 

The findings of the first hypothesis were in conflict with existing literature due 

to the failure to find a significant relationship between severity of depressive 

symptomatology and experiences of adverse life events.  Research has indicated that 

depressive disorders are often precipitated by stressful events (Garber, 1992; 

Williamson, Birmaher, Frank, Anderson, Matty, et al., 1998), be they acute or chronic.  

A review of research with children and adolescents indicated that depressive symptoms 

and disorders are associated with minor and major negative life events (Compas, 1987).  

Depressed individuals have been shown to be significantly more likely to have 

experienced undesirable life events than nondepressed individuals (Kashani, Vaidya, 

Soltys, Dandoy, & Reid, 1990; Thoits, 1983).  Therefore, it is surprising that the results 

of the current study are contradictory to the past studies.  A possible reason for such 

results is the singular method of obtaining information regarding negative life events.  

Cowen, et al. (1991) suggest that a single source of judgment about event-stressfulness 

for children is inadequate. 
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The second hypothesis was that there would be a positive relationship between 

severity of depressive symptomatology as assessed by the depression section of the K-

SADS-IVR and strength of negative self-schema as assessed by the TAT.  A significant 

positive correlation between depression and negative self-schema was found (r = .494, p

< .001), indicating that the severity of depressive symptomatology was positively 

related to severity of negative self-schema. 

Such findings were expected, supporting prior research that has indicated a 

relationship between depression and negative self-schema.  Research consistently 

indicates that depressed individuals tend to interpret information negatively (Beck, 

1967; Davis, 1979; Derry & Kuiper, 1981; Garber & Robinson, 1997; Hammen & 

Zupan, 1984; Kendall, Stark, & Adam, 1990).  A maladaptive cognitive pattern of 

negative automatic thoughts and dysfunctional beliefs is a significant feature in the 

development and maintenance of depressive symptoms (Abramson, Metalsky, & Alloy, 

1989; Beck, 1967).  According to Beck’s (1967) cognitive model, depressed individuals 

structure their experience on distorted cognitions, leading to misrepresentation of 

external cues.   

The third hypothesis posited that there would be an interaction between the 

strength of negative self-schema as measured by the TAT and mean quality of stressful 

life events as measured by the Quality of Negative Events scale on the LEC on severity 

of depressive symptomatology as measured by the depression section of the K-SADS-

IVR. Results did not support this interaction.  While there was a trend in the 

hypothesized direction, the difference was not significant. 
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It was expected that more stressful life experiences and more negative self-

schema would result in greater severity of depression, above and beyond either variable 

alone.  A sequential multiple regression equation was used to predict depressive 

symptomatology from the negative life events, a negative self-schema, and the 

interaction of negative life events and a negative self-schema. 

Results of the first step of the multiple regression indicated that the summative 

effect of the self-schema and negative life events on depressive symptomatology was 

significant, so that the more negative the self-schema, the greater the impact of stressful 

life events on depressive symptomatology.  The standard multiple regression analyses 

demonstrated that the independent variables (Negative Quality of Life Events and 

Negative Self-Schema) predicted the severity of depressive symptoms in girls to a 

statistically significant degree.   

However, when an interaction value (negative life events x negative self 

schema) was added, there was not a significant change in explained variance.  This 

indicated that, while negative self-schema and stressful life experiences together 

significantly predict depressive symptoms, the interaction of stressful life events and 

negative self-schema did not result in greater severity of depression than the singular 

occurrence of either stressful life events or a negative self-schema.  The findings were 

unanticipated and surprising in light of previous research supporting the diathesis-stress 

model in depression (Billings & Moos, 1985; Garber, 1992).   
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Clinical Implications 

Support for the diathesis-stress model would have suggested that self-schema 

moderates the effect of stressful life events on depressive symptomatology, resulting in 

be implications for the focus of prevention and treatment, specifically cognitive therapy.  

Based on such findings, therapeutic goals would include restructuring a negative self-

schema in a more positive way, facilitating healthy initial reactions to negative events, 

and developing strategies for regulating negative affect once it occurs. 

While diathesis stress model was not supported in this study, there was a 

significant relationship found between depression and negative self-schema, indicating 

that this variable is indicated in the development of depression in pre-adolescent and 

adolescent females.  Therefore, prevention and intervention efforts should continue to 

focus on addressing cognitive distortions about the self and the world. 

Such efforts should also focus on appropriate social support, family support, and 

appropriate problem solving to limit negative life events.  When adverse events do 

occur in the lives of children and adolescents, caregivers and other significant 

individuals should acknowledge the event and provide assistance. 

 

Theoretical Implications 

The current study indicated a positive significant relationship between 

depressive symptomatology and negative self-schema.  Such results support cognitive 

theory, which postulates that an individual’s negative and distorted thinking is a 

fundamental psychological problem in depressive disorders (e.g. Abramson, Metalsky, 
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& Alloy, 1989; Beck, 1967; Garber & Robinson, 1997; Kovacs & Beck, 1978; Tems et 

al., 1993).  In adolescents, greater levels of depressive symptoms have been 

significantly associated with more negative automatic thoughts, dysfunctional attitudes, 

hopelessness, and a more helpless attributional style (Garber, Weiss, & Shanley, 1993).  

A negative self-schema is often found in depressed children and adolescents (Zupan, 

Hammen, & Jaenicke, 1987).   

According to Beck’s cognitive model of depression, the essential features of a 

depressive syndrome are distorted cognitions reflecting a negative cognitive triad, or 

negative thoughts about the self, the world, and the future.  Depressive core beliefs 

found in children with negative self-schemas include thoughts that they are helpless, 

powerless, weak, defective, inadequate, unworthy, unlovable, or undesirable.  This 

study supported prior research that indicated the hypothesized relationship between a 

negative self-schema, distorted negative information processing, and depressive 

cognitions among depressed youth (Hammen & Zupan, 1984; Prieto, Cole, & Tageson, 

1992; Zupan, Hammen, & Jaenicke, 1987).  The subjects in this study with a negative 

self-schema were significantly more likely to be depressed than those subjects who did 

not have a negative self-schema. 

The findings of the current study are also consistent with Abramson’s findings 

regarding depressive explanatory style.  According to the Hopelessness Theory 

(Abramson, Metalsky, & Alloy,1989), symptoms of hopelessness are rooted in one’s 

faulty expectations.  Individuals who make stable, global attributions, assume negative 

characteristics about the self, and expect negative consequences when negative life 



91 

events occur are more likely to become depressed than individuals without this negative 

cognitive style (Joiner. 2001; Joiner, et al., 2001).  A negative cognitive style represents 

a diathesis, which increases vulnerability to a particular constellation of depressive 

symptoms with the incidence of negative life stress.  The current study supports this 

theory by suggesting that adverse life events and a negative self-schema predicted the 

severity of depressive symptoms to a statistically significant degree.   

Assessment Implications 

Prior research has assessed the self-schema through multiple modalities, 

including interviews, incidental recall tasks (Hedlund & Rude, 1995; Ingram, Partridge, 

Scott, & Bernet, 1994), self-report measures, timed decision-making tasks (McClain & 

Abramson, 1995), and projective measures (Hickey, 2001; Natinsky, 2004; Swearer, 

1997; Vaughn, 2001).  The current study utilized a projective measure to assess the self-

schema.  For a person with depressed mood, negative constructs are more accessible 

than positive constructs (Segal, 1988).  Such findings are consistent with the subjects in 

this study, as depressed individuals were significantly more likely to demonstrate 

negative constructs in their story telling on the projective measure, the TAT. 

The current study built on previous research that used verbal transcripts of 

projective measure responses to explore cognitive constructs (Hickey, 2001; Natinsky, 

2004; Swearer, 1997; Vaughn, 2001). Swearer (1997) assessed the self-schema content 

from the TATs of adolescents diagnosed with conduct disorder and comorbid conduct 

disorder and depression with significant differences indicated in the self-schema content 
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between the two diagnostic groups using a coding system based on several of Young 

and Lindemann’s (1992) domains.  Her findings suggested significant differences in the 

self-schema content between the two diagnostic groups.   

Natinsky (2004) also used the Self-Schema Category Analysis System and 

User’s Manual based on Young and Lindemann (1992) and Winter (1992) to investigate 

gender differences in the relationship between self-schema and interpersonal schema in 

adolescent depression. Consistent with the findings in the current study, there were 

significant differences between the depressed and nondepressed groups on self-schema. 

The depressed adolescents had significantly more negative self-schema than 

nondepressed adolescents.  Results of this study indicate that the TAT can be used as a 

reliable assessment tool for assessing the self-schema and can be coded reliably.  

Additionally, such findings suggest that this system for analyzing the self-schema is 

useful in the study of depression in adolescents. 

 

Limitations 

The results of this study should be interpreted with caution, as the limitations of 

measures may contribute to the failure to find significant results or the finding of 

inappropriate significant results.  A failure to find expected results in the third 

hypothesis may suggest a limitation in the method of assessment of the self-schema.  

Future studies may benefit from including psychometric evaluation of the TAT by 

adding other, less subjective measures of the self-schema, including the Dysfunctional 

Attitude Scale, the Self-Referent Encoding Task (SRET), or the Scrambled Sentences 
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Test.  Additional psychometric evaluation of TAT coding system is also necessary.  

While the TAT coding system has indicated high inter-rater reliability, there are fewer 

analyses of the system’s validity.  

Further, Gladstone and Parker (2000) suggest that longitudinal assessment of 

originally nondepressed subjects may be the best method for examining a cognitive risk 

to depression and the significance of diathesis stress models.  The current study did not 

use a longitudinal design due to the assessment procedure.  However, because the 

subjects in this study will be followed for five years, it would be possible to do so in the 

future. 

Another limitation of the study is the failure to assess the impact of gender and 

ethnicity.  A future study could add a male subgroup to examine the possibility of 

gender differences in the interaction of self-schema and stressful life events.  

Additionally, future research should investigate these issues among adolescents of 

varying ethnicities in order to attain more generalizable information.   

Finally, there may have been a weakness in the procedure used for administering 

the Thematic Apperception Test.  According to Lundy (1985), administering other tests 

prior to the TAT can have an invalidating effect.  Lundy (1988) suggested that in order 

for results to be valid, subjects should not be aware of the psychological nature of the 

assessment and should not have it in mind that they are talking about themselves.    

Because the subjects were assessed with multiple measures and tests in one setting, 

many were aware of the general psychological and personal nature of the tasks.  
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Future Directions 

In addition to aforementioned revisions that would reduce limitations of the 

current study (i.e. use of longitudinal design, inclusion of male subgroup, and 

psychometric evaluation of TAT and TAT coding system), there are several topics of 

further research suggested by the results of this study. 

First, the lack of a significant interaction between negative self-schema, stressful 

life events, and depression in pre-adolescent and adolescent females suggests that 

further research is needed in this area.  Existing literature supports the diathesis-stress 

model of depression in adolescents (Billings & Moos, 1985; Garber, 1992), thus the null 

findings in the current study are surprising and warrant additional exploration. 

Second, further research could expand the TAT coding system to assess positive 

self-schema and therefore examine the relationship between negative life events, 

positive self-schema and depression.  It would also be useful to explore the relationship 

between positive self-schema and perception of events as positive or negative.  The 

TAT coding system could also be expanded to investigate possible differences within 

the domain of Failure to Achieve, by exploring distinctions between social failures to 

achieve and academic or functional failures to achieve. 

Additional research may also investigate different interactions of diathesis-

stress.  For example, the interaction of a negative self-schema and family 

functionality/cohesion and depressive symptomatology would be useful in the study of 

depression in adolescents, as family plays such a central role in the life of a child and 
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pre-adolescent, while shifting to more of a social-network focus later in adolescence.  

Finally, the cognitive vulnerability variable in the diathesis-stress model could be 

expanded to include the entire cognitive triad (Self, world, and future) rather than just 

the self. 

 

Conclusions 

The current study investigated the interaction of negative self-schema and 

adverse life events and its relationship with depression in pre- and early- adolescent 

girls with interesting results.  First, a significant relationship was not found between 

depression and stressful life events.  While girls reporting higher levels of depressive 

symptomatology also reported more adverse life events, the difference was not 

significant.  Failure to find significant results contradicted previous research on this 

relationship (Compas, 1987; Kashani et al., 1990) by providing additional information 

on this particular age group and gender. 

 Second, this study found that girls with a negative self-schema were 

significantly more likely to report higher levels of depressive symptomatology, a 

finding that is consistent with prior literature (Hammen & Zupan, 1984; Natinsky, 2004; 

Prieto, Cole, & Tageson, 1992; Zupan, Hammen, & Jaenicke, 1987).  Such results 

provide valuable information, as prior research has focused on various cognitive 

constructs, while this study focused specifically on the self-schema. 

 Finally, the current study did not indicate significant support for diathesis-stress 

model of depression in pre- and early-adolescent girls.  Previous research has supported 
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this model in adults (Kuiper, Olinger, & Lyons,1986).  Shirk, Boergers, Eason, and Van 

Horn (1998) found support for this model in adolescents, but the cognitive vulnerability 

explored was interpersonal schema, not the self-schema. 

Significant results found in the proposed study clarified the direct effects of 

negative self-schema and stressful life events on depressive symptomatology in 

preadolescent and adolescent girls.  However, because the effect of the interaction of 

negative self-schemas and stressful life events on depressed adolescents was not found 

to be significant, further research is needed to strengthen confidence in cognitive 

diathesis-stress models of depression.   

Support for the diathesis-stress model would suggest that self-schema could 

moderate the negative effect of stressful life events on depressive symptomatology.  

However, the present study did provide greater understanding of an adolescent’s 

response to stressful life events, suggesting the value of appropriate interventions.  

Additionally, the importance of discovering and altering a negative self-schema has 

been reinforced in this study.  Implications for the goals of cognitive therapy would 

involve the reduction of initial reactions to negative events or developing strategies for 

regulating negative affect once it occurs.  

 The current study sought to build on the body of literature on the interaction of a 

negative self-schema and adverse life events with depression in adolescent girls.  

Additionally, it is hoped that this study encourages further exploration of the diathesis-

stress model of depression in this population.  Due to the risk and prevalence of 
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depression in adolescent girls, it is necessary to foster prevention and intervention 

efforts with continued research on this topic. 
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Appendix A 
 
DSM-IVR Criteria for Major Depressive Disorder and Major Depressive Episode  

 
DSM-IVR Criteria for Major Depressive Disorder

A. Presence of one or more Major Depressive Episodes (to be considered separate 
episodes, there must be an interval of two consecutive months in which criteria 
are not met for a Major Depressive Episode). 

B. Major Depressive Episode is not better accounted for by Schizoaffective 
Disorder and is not superimposed on Schizophrenia, Schizophreniform Disorder, 
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified. 

C. There has never been a Manic Episode, Mixed Episode, or Hypomanic Episode. 
 
DSM-IVR Criteria for Major Depressive Episode

A. Five (or more) of the following symptoms must be present during the same two-
week period and represent a change from previous functioning; at least one of 
the symptoms is either (1) depressed mood, or (2) loss of interest or pleasure. 

1. Depressed mood most of the day, nearly every day, as indicated by either 
subjective report (e.g., feels sad or empty) or observation made by others 
(e.g., appears tearful).  Note: in children and adolescents, can be 
irritable mood.

2. Markedly diminished interest or pleasure in all, or almost all, activities 
most of the day, nearly every day (as indicated by either subjective 
account or observation made by others). 

3. Significant weight loss when not dieting or weight gain (e.g., a change of 
more than 5% of body weight in a month), or decrease or increase in 
appetite nearly every day.  Note: in children, consider failure to make 
expected weight gains.

4. Insomnia or hypersomnia nearly every day. 
5. Psychomotor agitation or retardation nearly every day (observable by 

others, not merely subjective feelings of restlessness or being slowed 
down). 

6. Fatigue or loss of energy nearly every day. 
7. Feelings of worthlessness or excessive or inappropriate guilt (which may 

be delusional) nearly every day (not merely self-reproach or guilt about 
being sick). 

8. Diminished ability to think or concentrate, or indecisiveness, nearly 
every day (either by subjective account or as observed by others). 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal 
ideation without a specific plan, or a suicide attempt or a specific plan 
for committing suicide.  

B. The symptoms do not meet criteria for a Mixed Episode. 
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C. The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning.   

D. The symptoms are not due to the direct physiological effects of a substance (e.g., 
a drug of abuse, a medication) or a general medical condition (e.g., 
hypothyroidism). 

E. The symptoms are not better accounted for by Bereavement, i.e., after the loss of 
a loved one, the symptoms persist for longer than two months or are 
characterized by marked functional impairment, morbid preoccupation with 
worthlessness, suicidal ideation, psychotic symptoms, or psychomotor 
retardation. 
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Appendix B 
 
DSM-IVR Criteria for Dysthymic Disorder  

 
DSM-IVR Criteria for Dysthymic Disorder

A. Depressed mood for most of the day, for more days than not, as indicated either 
by subjective account of observation by others, for at least two years.  Note: In 
children and adolescents, mood can be irritable and duration must be at 
least one year. 

B. Presence, while depressed, of two (or more) of the following: 
1. Poor appetite or overeating 
2. Insomnia or hypersomnia 
3. Low energy or fatigue 
4. Low self-esteem 
5. Poor concentration or difficulty making decisions 
6. Feelings of hopelessness 

C. During the two-year period (one year for children or adolescents) of the 
disturbance, the person has never been without the symptoms in Criteria A and 
B for more than two months at a time. 

D. No Major Depressive Episode has been present during the first two years of the 
disturbance. 

E. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic 
Episode, and criteria have never been met for Cyclothymic Disorder. 

F. The disturbance does not occur exclusively during the course of a chronic 
Psychotic Disorder, such as Schizophrenia or Delusional Disorder. 

G. The symptoms are not due to the direct physiological effects of a substance (e.g., 
a drug of abuse, a medication) or a general medical condition (e.g., 
hypothyroidism). 

H. The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning. 
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Appendix C 
 
DSM-IVR Criteria for Depressive Disorder Not Otherwise Specified 
 
DSM-IVR Criteria for Depressive Disorder Not Otherwise Specified

A. A mood disturbance, defined as follows: 
1. At least two (but less than five) of the following symptoms have been 

present during the same two-week period and represent a change from 
previous functioning; at least one of the symptoms is either (a) or (b): 

a. Depressed mood most of the day, nearly every day, as indicated 
by either subjective report (e.g., feels sad or empty) or 
observation made by others (e.g., appears tearful).  Note: in 
children and adolescents, can be irritable mood.

b. Markedly diminished interest or pleasure in all, or almost all, 
activities most of the day, nearly every day (as indicated by 
either subjective account or observation made by others). 

c. Significant weight loss when not dieting or weight gain (e.g., a 
change of more than 5% of body weight in a month), or 
decrease or increase in appetite nearly every day.  Note: in 
children, consider failure to make expected weight gains.

d. Insomnia or hypersomnia nearly every day. 
e. Psychomotor agitation or retardation nearly every day 

(observable by others, not merely subjective feelings of 
restlessness or being slowed down). 

f. Fatigue or loss of energy nearly every day. 
g. Feelings of worthlessness or excessive or inappropriate guilt 

(which may be delusional) nearly every day (not merely self-
reproach or guilt about being sick). 

h. Diminished ability to think or concentrate, or indecisiveness, 
nearly every day (either by subjective account or as observed 
by others). 

i. Recurrent thoughts of death (not just fear of dying), recurrent 
suicidal ideation without a specific plan, or a suicide attempt or 
a specific plan for committing suicide.  

2. The symptoms cause clinically significant distress or impairment in 
social, occupational, or other important areas of functioning.   

3. The symptoms are not due to the direct physiological effects of a 
substance (e.g., a drug of abuse, a medication) or a general medical 
condition (e.g., hypothyroidism). 

4. The symptoms are not better accounted for by Bereavement. 
B. There has never been a Major Depressive Episode, and criteria are not met for 

Dysthymic Disorder. 
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C. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic 
Episode, and criteria are not met for Cyclothymic Disorder.   

D. The mood disturbance does not occur exclusively during Schizophrenia, 
Schizophreniform Disorder, Schizoaffective Disorder, Delusional Disorder, or 
Psychotic Disorder Not Otherwise Specified. 
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Appendix D 
 
Letters to Parents, Parental Consent Forms, and Student Assent Forms 
 

Parent Consent Letter and Form for Screening (Depressed Group) 
 
Dear Parent, 
 
[insert name of school here]is teaming up with Kevin Stark, Ph.D. from the University 
of Texas to evaluate a coping skills training program for girls called ACTION.  The 
ACTION program is designed to teach girls how to manage their emotions and stress, 
solve problems, and think more positively about themselves. While we believe that all 
students could benefit from this program, currently, only girls who are experiencing 
high levels of distress will be able to participate.  We are asking for permission from all 
parents of girls in grades [insert grade numbers of school here] for their daughters to 
participate in a screening that will help identify girls who are experiencing distress.  
Girls who participate in the screening will fill out a questionnaire that takes 
approximately 10 minutes to complete.  Doctoral psychology students with appropriate 
training will supervise the completion of the questionnaires. At this time we do not 
anticipate any discomfort in completing the ACTION questionnaire.  
 
Girls who report having more than a typical number symptoms of distress will be 
interviewed about specific symptoms of depression to determine if they are 
experiencing high levels of distress.  The brief symptom interview will be conducted by 
trained graduate students or project staff under the supervision of Dr. Stark. If a girl in 
the study is reporting distress on the questionnaire or brief symptom interview, the 
parents will be contacted by phone to ensure the girl’s well-being.  ACTION staff or the 
school counselor may discuss your child’s further participation in this research project 
at that time.  For all girls who complete the questionnaire or interview and do not show 
significant symptoms of distress, parents will receive a letter stating those findings. 
 
The purpose of the project is to determine whether the ACTION coping skills program 
is more effective than no counseling, and whether parent participation makes the 
program more effective.  In addition, we are trying to learn whether adding follow-up 
meetings prevents future distress.  The benefits to participants include possible 
participation in the ACTION program and helping advance our understanding of how to 
best help young girls manage emotions and stress, solve problems and feel better about 
themselves. 
 
Participation in the project will not cost you anything and there will not be any financial 
compensation for participation.  There are not any risks of harm from completing the 
questionnaire.  There are no anticipated risks from completing the brief symptom 
interview. In fact, the procedure is designed to quickly identify and assist children who 
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are in distress. All materials and forms will be stored in locked file cabinets in a secure 
office at UT to protect confidentiality.  
 
If a child reports that she is at risk of hurting herself or others, her parents would be 
immediately informed and she would immediately talk with her school counselor.  In 
addition, she would be evaluated by one of the consulting psychiatrists at no cost to the 
family.  
 
If you choose to participate, you or your daughter may stop participation at any time.  
Participation in the study is entirely voluntary.  You are free to say that you do not want 
to participate by returning this form indicating on the back of this page that you do not 
want to participate.  You can refuse to participate without penalty or loss of benefits to 
which you and your daughter are otherwise entitled.  It will not affect your relationship 
with your child’s school or the University of Texas.    
 
Researchers are required by Texas state law and professional ethics codes to report to 
Child Protective Services (or other appropriate regulatory agency) all instances of 
alleged child abuse and neglect.  Please note that if your child completes the screening 
questionnaire or interview and is believed to be at risk for emotional, psychological or 
possible physical harm or neglect, then the investigator will report this information to 
the attending physician, Child Protective Services, and any other necessary regulatory 
agencies.  Please note when a child reports neglect or being harmed, participants cannot 
stop the referral of their child’s case to the authorities and any subsequent actions taken. 
 
If you have any questions about the study, you can call Kevin Stark, Ph.D. at (512) 471-
0267, your school counselor, or principal. 
 
If you have questions about your rights as a participant, please contact Lisa Leiden, 
Ph.D., Chair, The University of Texas at Austin Institutional Review Board for the 
Protection of Human Subjects, (512) 471-8871. 
 
Sincerely, 
 

_______________________________                                      
Researcher’s Signature                      
 

_______________________________ 
 Principal’s Signature 
 
_______________ 
Date 
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PLEASE    KEEP   THIS   LETTER   FOR   YOUR   RECORDS 

Please check the appropriate box indicating that YES you have read this letter and are 
giving permission for your daughter to participate in the ACTION project at your 
child’s school by completing the screening questionnaire and brief symptom interview, 
or NO, you have read this letter and you do not want your daughter to complete the 
questionnaire or interview.  Regardless of your decision, please sign this form and 
return it to your child’s teacher.   
 
PLEASE  RETURN THIS FORM TO YOUR CHILD’S SCHOOL WITH YOUR 
PREFERENCE  NOTED BELOW: 
 

______YES I give my permission for my daughter to participate by 
completing the screening questionnaire and brief symptom interview. 
 

_______NO I do not give my permission for my daughter to participate by 
completing the screening questionnaire or brief symptom interview 

 

Parent’s Signature  Date 
 

Child’s Name (please print)       
 

We will provide feedback for all participants.  Please provide information below if your 
child will be participating. 
 
Parent/adult guardian name(s): __________________________ 
 
Mailing address: ______________________________ 
City/ZIP:____________________ 
 
Parent phone number(s) in case we need to reach you with a concern about your child: 
 
Home__________________cell_______________________work_______________ 
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Youth Assent Form for Screening (Depressed Group) 
 
I agree to complete a questionnaire about my thoughts, feelings, and behaviors. This 
questionnaire has been explained to my parent or guardian and he or she has given 
permission for me to participate. I may decide at any time that I do not wish to 
participate and that it will be stopped if I say so.  My specific responses will not be 
shared with anyone.  However, general information about how I am doing and feeling 
may be shared with my parent. 
 
When I sign my name to this page I am indicating that I read this page and that I am 
agreeing to participate.   
 

Your  Signature      Date 
 

Please Print your Name 
 

Date of Birth  
Month           Day         Year 
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Parent Consent Form for K-SADS-IVR (Depressed Group) 
 
Dear Parent, 
 
Per our contact with you regarding your daughter’s responses to the screening 
questionnaire and brief symptom interview, we are requesting permission for you and 
your daughter to complete a more comprehensive interview that will help us determine 
more accurately whether she is experiencing serious emotional concerns or whether she 
was not feeling well on the days that she completed the questionnaire and brief 
interview.  The interviews will be conducted by trained doctoral psychology students 
under the supervision of Kevin Stark, Ph.D., licensed psychologist.  The interview of 
your daughter will be completed in a room at school that will protect her privacy.  It 
takes 45 to 90 minutes to complete and asks specific questions about how your daughter 
is feeling, thinking and behaving and a range of experiences she may have encountered. 
The interview with you will cover the same topics and can be conducted in person or 
over the phone if that is preferable, at a time that is convenient for you. Participation in 
the interview will not cost you anything and there will not be any financial 
compensation for participation. Completed interviews will be stored in locked file 
cabinets in a secure office at UT to protect confidentiality. If she is, she may be eligible 
for participating in the ACTION program.  If this wouldn’t be the best program for her, 
we will provide you with possible resources from within the school and the community.   
 
If a child reports that she is at risk of hurting herself or others, her parents would be 
immediately informed and she would immediately talk to her school counselor.  In 
addition, she would be interviewed by Kevin Stark, Ph.D., a licensed psychologist, or 
one of the consulting psychiatrists at no cost to the family. If a child reports that she is 
being hurt, the school’s standard procedures for reporting such instances to the relevant 
state agency would be followed.  
 
The purpose of the project is to determine whether the ACTION coping skills program 
is helpful, and whether parent participation makes the program more effective.  In 
addition, we are trying to learn whether adding follow-up meetings prevents future 
distress. If you have any questions about the study, you can call Kevin Stark, Ph.D. at 
(512) 471-0267 your school counselor, or principal.   
 
If you choose to participate, you or your daughter may stop participation at any time.  
Participation in the study is entirely voluntary.  You are free to say that you do not want 
to participate by returning this form indicating that you do not want to participate.  You 
can refuse to participate and this decision will not affect your relationship with your 
child’s school or the University of Texas.  

Researchers are required by Texas state law and professional ethics codes to report to 
Child Protective Services (or other appropriate regulatory agency) all instances of 
alleged child abuse and neglect.  Please note that if your child completes the screening 
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questionnaire or interview and is believed to be at risk for emotional, psychological or 
possible physical harm or neglect, then the investigator will report this information to 
the attending physician, Child Protective Services, and any other necessary regulatory 
agencies.  Please note when a child reports neglect or being harmed, participants cannot 
stop the referral of their child’s case to the authorities and any subsequent actions taken. 
 
If you have questions about your rights as a participant, please contact Lisa Leiden, 
Ph.D., Chair, The University of Texas at Austin Institutional Review Board for the 
Protection of Human Subjects, (512-471-8871).  Let him know that you are enquiring 
about the study entitled “Helpfulness of the ACTION Coping Skills Program with and 
Without Parent Participation.” 
 
Please check the appropriate box indicating that YES you have read this letter and are 
giving permission for you and your daughter to participate by completing the interview, 
or NO you do not want to complete the interview nor do you want your daughter to 
complete the interview.  Regardless of your decision, please sign this form and return it 
to your child’s teacher.  You will be given a copy of this permission letter to keep for 
your records. 
 

� YES I give my permission for my daughter and I to participate by 
completing the interview. 
 

� NO I do not give my permission for my daughter and I to participate by 
completing the interview. 

 

Parent’s Signature  Date 
 

Researcher’s Signature  Date 
 

Principal’s Signature     Date 
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Youth Assent Form for K-SADS-IVR (Depressed Group) 
 
I agree to participate in an interview about my thoughts, feelings, and behaviors.   It has 
been explained to me that this interview will help to determine whether the ACTIION 
counseling program may be helpful for me. This interview has been explained to my 
parent or guardian and he or she has given permission for me to participate. The 
interview will be stopped if I say so.  Specific things that I say during the interview will 
not be shared with anyone.  However, general information about how I am doing and 
feeling may be shared with my parent for the sake of talking about what to do to help 
me. 
 
I will be asked to complete an interview about my current feelings, behaviors, and 
thoughts. By signing this form I am giving permission for the interview to be audio-
taped for the purpose of being sure that the interview was conducted correctly.  These 
tapes will be erased as soon as the ACTION program is completed. 
 
It is okay if I decide to stop my participation in this interview at any time.  When I sign 
my name to this page I am indicating that this page was read to me and that I am 
agreeing to participate.   
 

Child/Adolescent Signature      Date 
 

Staff/Researcher Signature      Date 
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Parent Consent for Pre-treatment Assessment and Treatment (Depressed Group) 
 

Dear Parent, 
 
Based on results of the screening and interview that you and your daughter have 
participated in so far, we are requesting permission for you and your daughter to 
continue and participate in the evaluation of the ACTION coping skills program. If you 
give your permission for your daughter to participate, she will be randomly assigned to 
one of three groups: (1) ACTION coping skills program, (2) ACTION coping skills 
program plus parent participation, or (3) wait to receive the program in about 12 weeks.   
 
If your daughter is randomly assigned to the ACTION coping skills program, she will 
meet 20 times over the next twelve to sixteen weeks with a group of girls to participate in 
a counseling program that is designed to teach her problem solving, coping skills for 
managing her emotions and stress, and strategies for thinking more positively about 
herself and things in general.   
 
If your daughter is randomly assigned to the counseling plus parent participation, she will 
meet 20 times over the next twelve to sixteen weeks with a group of girls to participate in 
a counseling program that is designed to teach her problem solving, coping skills for 
managing her emotions and stress, and strategies for thinking more positively about 
herself and things in general. In addition, you would be asked to attend a total of 10 
meetings over this period that will last about an hour and a half.  The parent meetings will 
be held at school after hours and daycare and refreshments will be provided at no 
expense.  During these meetings parents will have a chance to learn the skills that their 
daughter is learning, and parents will learn strategies for helping their daughter to use the 
skills. 
 
The girls will meet in a small group during an elective class.  Each meeting will last one 
class period.  Steps have already been taken to ensure that she will receive any class 
materials that she misses. The group meetings will be led by a trained doctoral 
psychology student or Ph.D. level therapist and a counselor from your daughter’s school.  
The group leaders will be supervised by Kevin Stark, Ph.D.  It is not expected that your 
daughter will experience any discomfort or risks from participating in the ACTION 
coping skills program.  In fact, past experience with the program indicates that the girls 
enjoy participating and benefit from it.  
 
If your daughter is randomly assigned to wait to receive counseling in about 12 weeks, we 
will take the following steps to ensure that she is okay.  A doctoral psychology student 
will meet with her each week to monitor how she is doing, she will be discreetly observed 
in school at lunch or recess for about fifteen minutes per week, and the staff member will 
check-in with her teacher each week.  In addition, every other week, the staff member 
will check with you to see if you have any concerns.  At the end of the waiting period, she 
will have the opportunity to participate in the coping skills program.  If at any point 
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during this waiting period she reports feeling worse or you would like to seek counseling 
elsewhere, we will provide you with information about community and school resources.  
You have the option at anytime to seek additional services including consultation with 
one of the project’s consulting psychiatrists at no cost to you.  
 
We will be monitoring each girl’s progress and report this information to two 
psychiatrists who are being paid by us to oversee each child’s welfare.  If a participant is 
not improving as a result of the program, then parents will be informed and we will meet 
with you to discuss other options for providing your daughter with help.  If you would 
like information about medications that might be of assistance, the psychiatrists are 
available to meet with you and discuss these options at no cost to you.   
 
To determine whether the ACTION coping skills program is helpful, we are asking you 
and your daughter to complete some questionnaires that help guide, and evaluate the 
effectiveness of the ACTION program.  The questionnaires will take your daughter about 
one hour to complete.  It will take you about 30 minutes to complete your questionnaires.  
We are asking you to complete the questionnaires so that we can determine whether 
participation in the ACTION program also benefits you and your family.  The 
questionnaires have been completed by other children and adults without any discomfort.  
In order to assess the potential benefits of ACTION on school performance, our staff 
collects the following general education information: grades from reporting periods, 
attendance, and discipline information for participants. 
 
For one year after completion of the ACTION program, your daughter will have the 
opportunity to meet with her group and apply the skills to the new problems and stresses 
that she faces as she grows up and navigates her way through the many difficulties of 
being a teenager.  The groups will meet three times a semester over the rest of the course 
of the study.  In addition, to determine if your daughter needs additional help, once a year, 
we will ask you and your daughter to complete the interview and the questionnaires to 
determine whether we have achieved the goal of preventing the difficulties from 
recurring.  Each time in the future that you and your daughter are asked to complete the 
measures, you will be paid $25.00 and your daughter will be paid $20.00. 
 
If a participant reports at any time that she is feeling like she would like to hurt herself or 
someone else, then, she would be immediately interviewed by a trained staff member and 
the school counselor.  In addition, if there is concern about a child’s safety, the staff 
member would immediately contact the parents and Kevin Stark, Ph.D. or one of the 
consulting psychiatrists.  If at all possible, the psychiatrist on call would be available to 
meet with the girl and her parents to further evaluate the situation and to provide you with 
information about resources from within the community that could be of help.  If it is not 
possible to immediately meet with one of the mental health professionals, then it would 
be recommended that the child and parents pursue the conventional procedure of driving 
to the emergency room of a local hospital.  If a participant reports that she is being hurt, 
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then the staff member and school counselor would follow the school’s standard 
procedures for reporting such instances to the relevant state agency. 
 
All of the services that we provide are available to you at no cost to your family. 
 
The benefits to you and your daughter are that she may learn skills and strategies that 
will help her to be happy and healthy throughout adolescence.  Similarly, you may learn 
strategies for helping her to successfully make it through adolescence.  The benefit to 
society is that it will help us to determine whether teaching girls who are experiencing 
depression these skills helps to reduce the depression and whether it is even more 
helpful to involve parents.  Furthermore, since girls are at very high risk for becoming 
depressed between the ages of 13 to 15, the results of this study will help us learn 
whether there is a procedure for preventing this from occurring. 
 
The ACTION program meetings are audiotaped for quality assurance purposes. To 
ensure confidentiality, the following steps will be taken: (a) the cassettes will be coded 
so that no personal identifying information is visible on them; (b) they will be kept in a 
locked file cabinet in a secure office at UT; (c) they will be reviewed only for research 
purposes by the relevant research staff; and (d) they will be erased after they are 
checked and the study has been completed. Identifying information will be removed 
from all of the assessment materials completed during the study and the materials will 
be stored in a locked file cabinet in a locked research office at UT. 
 
Participation in the ACTION coping skills program is entirely voluntary. You are free 
to refuse to be in the study, you are free to discontinue participation for any reason at 
any time, and your refusal or discontinuation will not influence current or future 
relationships with The University of Texas at Austin or your child’s school district 

Researchers are required by Texas state law and professional ethics codes to report to 
Child Protective Services (or other appropriate regulatory agency) all instances of 
alleged child abuse and neglect.  Please note that if your child is believed to be at risk 
for emotional, psychological or possible physical harm or neglect, then the investigator 
will report this information to the attending physician, Child Protective Services, and 
any other necessary regulatory agencies.  Please note when a child reports neglect or 
being harmed, participants cannot stop the referral of their child’s case to the authorities 
and any subsequent actions taken. 
 

If you have any questions about the study, you can call Kevin Stark, Ph.D. at (512) 471-
4407, your school counselor, or principal. You may also contact the project coordinator, 
Jennifer L. Hargrave, Ph.D., with questions, concerns, or to withdraw from the study at 
any time at (512) 471-0218. 
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If you have questions about your rights as a participant, please contact Lisa Leiden, 
Ph.D., Chair, The University of Texas at Austin Institutional Review Board for the 
Protection of Human Subjects, (512) 471-8871.  Let her know that you are enquiring 
about the study entitled “Helpfulness of the ACTION Coping Skills Program with and 
Without Parent Participation.” 
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Please check the appropriate box indicating that YES you have read this letter and are 
giving permission for you and your daughter to participate in the ACTION coping skills 
program and to complete the questionnaires, or NO you do not want to participate in the 
ACTION coping skills program and you do not want to complete the questionnaires.  
Regardless of your decision, please sign this form and return it to your child’s 
counselor.  With this permission letter, you should have received a copy to keep for 
your records. 
 
NOTE: TWO COPIES OF THIS LETTER ARE PROVIDED; ONE IS TO KEEP FOR 
YOUR RECORDS 
 

PLEASE RETURN ONE COPY OF THIS PORTION TO THE SCHOOL 
COUNSELOR 

 
� YES I give my permission for my daughter, ________________________,  
and me to participate in the ACTION coping skills program and to complete the 
questionnaires. This includes permission for ACTION staff to access report card 
information, discipline referrals, and attendance records during participation. 
 

� NO I do not give my permission for my daughter, ____________________,  
to continue any further with the ACTION project. 

 

Parent’s Signature  Date 
 

Kevin D. Stark, Ph.D.  Date 
 

NOTE: TWO COPIES OF THIS LETTER ARE PROVIDED; ONE IS TO KEEP FOR 

YOUR RECORDS 
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Parent Consent and Youth Assent (Control Group) 
 

Dear Parent, 
 
You and your child are invited to participate in a study about thoughts, feelings, 
relationships and psychological adjustment in children and adolescents.  We are 
researchers at The University of Texas at Austin, Department of Educational 
Psychology.  We are looking for children and adolescents to participate in the study.  
Your child was selected as a possible participant because she is in the relevant age 
range, and is a student enrolled in the Pflugerville Independent School District.  The 
purpose of this study is to learn more about the relationship between thoughts, 
behaviors, family characteristics and emotional adjustment. Approximately 25 students 
from PISD will have an opportunity to participate.  Selection for participation will be 
determined by achieving the closest match in terms of age, gender, ethnicity, and family 
composition to youngsters who previously participated in the study.  This study will be 
conducted under the supervision of Kevin Stark, Ph.D., a Professor at the University of 
Texas at Austin and will be coordinated by staff at your child’s school.  If you and your 
student are chosen to participate, your family will receive an honorarium of $50.00 
immediately following completion of the measures. 
 
Should you decide to participate, a researcher from The University of Texas will ask 
you and your child to participate in a semi-structured interview regarding your child's 
feelings and behaviors. For each of you, the interview should take, at most, 45 minutes 
to complete.  You and your child will also be asked to complete a number of 
questionnaires regarding your child, your family, and yourselves.  Your child will be 
asked to complete a questionnaire that assesses his or her adjustment (Beck Youth 
Inventory), self-perceptions, things in general and the future (Cognitive Triad 
Inventory), a questionnaire that assesses your child’s thoughts about what causes good 
and bad things to happen (Children’s Cognitive Styles Questionnaire), a questionnaire 
about his or her perceptions of the way the family works (Self-Report Measure of 
Family Functioning), a questionnaire about his or her perceptions of messages that 
parents communicate (Family Messages Measure), and a questionnaire about stressful 
experiences (Life Events Questionnaire).  In addition, your child would be asked to 
complete a story telling task entitled the Thematic Apperception Test.  The school 
counselor has copies of all of these materials available for your review at this time as 
well as any time in the future.  You would be asked to complete a questionnaire about 
your own emotional well-being (Symptom Checklist 90-R), a questionnaire about your 
self perceptions, things in general and the future (Cognitive Triad Inventory) and a 
questionnaire about your perceptions of the way your family functions (Self-Report 
Measure of Family Functioning).  You and your child may complete the interviews and 
questionnaires in more than one meeting if you would like to do that.  In sum, it would 
take you approximately an hour and a half to two hours to complete the interview and 
the measures and a total of 1.5 to 2.5 hours for your child to complete the interview and 
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measures.  The interview, questionnaires, and story telling task are commonly used to 
evaluate the emotional functioning of youths and adults.  They have been completed by 
hundreds of individuals without any adverse effects.  This study will be beneficial in 
that it should serve to identify psychosocial factors relevant to emotional disorders in 
children and adolescents, an area largely unexplored to date.  Any information in 
connection with this study that can be identified with you will remain confidential and 
will be disclosed only with your permission.  However, if your child reports an intent to 
harm herself or others, we would immediately notify the school counselor and you. 
 
For research purposes, we would like your permission to audio-tape the interviews.  The 
tapes are used to determine whether the interview was administered correctly.  The 
tapes will be kept in a locked file cabinet without any identifying information on them 
and they will be erased once the study has been completed. 
 
Your decision whether or not to participate will not affect your present or future 
relations with The University of Texas or Pflugerville Independent School District.  If 
you decide to participate, you are free to discontinue participation at any time.  Should 
you decide to allow your child or adolescent to participate, he/she will also have a 
chance to decide whether or not to participate. 
 
If you have any questions, feel free to contact Dr. Kevin Stark.  Dr. Stark can be 
reached by telephone at 512-471-4407, or in writing: SZB 504, The University of Texas 
at Austin, Austin, TX  78712.  If you have any questions or concerns about your 
treatment as a research participant in this study, call Professor Clarke Burnham, Chair 
of the University of Texas at Austin Institutional Review Board for the Protection of 
Human Research Participants, at (512) 475-7129. 
 
Please keep this form for your records.  
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***PLEASE RETURN THIS FORM TO YOUR SCHOOL COUNSELOR*** 
 
You are making a decision whether or not to participate and to allow your child to 
participate.  Your signature indicates that you have read the information provided and 
have decided to participate and to allow your child to participate should (s)he choose to.  
By signing this form you are agreeing to participate both by completing the 
questionnaires and the clinical interview; you are also giving permission for the 
interview to be audio-taped.  You may withdraw at any time after signing this form, 
should you choose to discontinue participation in this study. 
 

Signature of Parent or Legal Guardian     Date 
 

Signature of Staff/Researcher       Date 
 

______________________________________________________ 
Phone Number (to be contacted over the summer)
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***PLEASE RETURN THIS FORM TO YOUR SCHOOL COUNSELOR*** 
 

Child/Adolescent Assent Form 
 

I agree to participate in a study that is interested in evaluating the relationship between 
thoughts, feelings, and interpersonal behaviors in children and adolescents.  I 
understand that this study has been explained to my parent or guardian and that he or 
she has given permission for me to participate.  I understand that I may decide at any 
time that I do not wish to continue this study and that it will be stopped if I say so.  
Information about what I say and do will not be given to anyone else unless I say so.   
 
I understand that I will be asked to complete an interview about my current feelings, 
behaviors, and thoughts as well as a number of questionnaires about myself and my 
family.  I understand that by signing this form I am giving permission for the interview 
to be audio-taped for research purposes and that these tapes will be erased as soon as the 
study is completed. 
 
I understand that it is all right if I decide to stop my participation in this study at any 
time.  When I sign my name to this page I am indicating that this page was read to me 
and that I am agreeing to participate in this study.  I am indicating that I understand 
what will be required of me and that I may stop my participation at any time. 
 

Child/Adolescent Signature     Date 
 

Staff/Researcher Signature     Date 
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Appendix E 
 
Content Analysis Scoring Procedure to Assess Self-Schematic Processing 
 

SELF-SCHEMA CATEGORY ANALYSIS MANUAL 
(for use with the Thematic Apperception Test) 

Contents of Manual  
I. General Instructions 

II. Contents of Coding System 
a. Undesirability Self-Schema Domain  
b. Content Categories and Examples 

III. TAT Administration Procedures 
a. Instructions to Participants  
b. Acceptable Probes 

IV. TAT Scoring Procedures 
a. TAT Scoring Procedures 
b. Special Considerations 

V. Sample Self-Schema Coding Record Sheet 
 

I. General Instructions 
 

This manual and corresponding scoring sheet are used in the scoring of 
Thematic Apperception Test (TAT; Murray, 1943) stories. It is based on suggestions for 
evaluating verbal material from Motivation and Personality: Handbook of Thematic 
Content Analysis (Smith, 1992) and modeled after the Self-Schema Category Analysis 
coding system (Hickey, 2001; Vaughn, 2001), and Young and Lindemann’s (1992) 
Undesirability domain.  

 
Each TAT story is considered as a separate unit and coded individually for its 

depressive self-schema content. Each story is thematically evaluated for the presence or 
absence of specific self-schema content categories. Young and Lindemann’s (1992) 
Undesirability self-schema domain is comprised of three content categories: (1) 
Defectiveness/Shame, (2) Social Undesirability/Alienation, and (3) Failure to Achieve. 
The Social Alienation element of the Social Undesirability/Alienation category was not 
used in this study as it was considered to be part of interpersonal schema rather than 
self-schema. Thus, only the Social Undesirability element was scored. Each category is 
scored +1 if it is found to be present in the story, and as Winter (1992) suggests, a 
content category is scored only once per story. 

 
Depending on the nature of the research, a rater may use the sum of the self-

schema categories present in a story, thus yielding a score of 0-3; or more simply, score 
the story for the presence or absence of the self-schema undesirability domain, which 
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results in a score of 0 or 1. This investigation employed the former method. The total 
self-schema score for a participant is the sum of the scores obtained for all of the 
stories. Ten TAT stories were obtained and scored for each participant (TAT cards 1, 2, 
3BM, 5, 6BM, 7GF, 8GF, 9GF, 13B, and 14).  
 

II. Contents of Coding System 
 
a. Self-Schema Domain of Undesirability (adapted from Young & Lindemann, 1992) 
UNDESIRABILITY: The expectation that one will not be desirable to – or is different 
from – other people, in terms of any of the following: physical attractiveness, social 
skills, inner worth, moral integrity, interesting personality, career accomplishment, 
values, interests, masculinity/femininity, socio-economic background, etc. Typical 
origin is criticalness or rejection from family or peer group. 
 
b. Content Categories: 

1) Defectiveness/Shame (DS) – the feeling that one is inwardly defective, flawed, 
or invalid; or that one would be fundamentally unlovable to significant others if 
exposed; or a sense of shame regarding one’s personal inadequacies. DS is seen 
as a trait rather than a state.  Any form of intentional self-harm would be 
indicative of DS.  Additionally, a main character with a chronic or debilitating 
illness would indicate DS.  The story is scored +1 if Defectiveness/Shame is 
present (+1 DS). 

 
Examples: 
Her name is Susan. She’s very, very depressed because she’s been abused all sort of 
ways, and she cannot talk. If she could talk, she’d get most of her anger out and all the 
feelings. She cries very much, but she hides her face behind her hair because she thinks 
she’s ugly… (003, 3BM) 
 
She is depressed ‘cause…she’s depressed. She cut herself. (017, 3BM) 
 
Participant: He’s like, talking to his mom and his mom’s just staring out the window. 
She’s like gloomy or something. He’s upset that she won’t talk to him and he’ll try to 
talk to her again. 
Examiner: And what is she thinking and feeling? 
Participant: She’s crazy. She don’t feel nothing. (026, 6BM) 
 
Participant: This boy was molested and he’s having flashbacks of these 2 guys touching 
him. And he keeps getting these flashbacks. 
Examiner: Ok. What will happen? 
Participant: He’s got to get help. 
Examiner: What’s he thinking and feeling? 
Participant: Depressed. (017, 8BM) 



121 

 
The mother and daughter…the mother…the daughter’s upset ‘cause the mother and she 
got in a fight. So she’s trying to sit down and talk to her, but the daughter’s being very 
obnoxious, so whatever happens there, I don’t know. (017, 7GF) 
 
Participant: …she’s crying because she shot herself in the hand. She was trying to help 
her dad by cleaning the gun but that was stupid. 
Examiner: What is the character thinking? 
Participant: Um, she is thinking she is in a lot of pain and really messed up because she 
was dumb. (079, 3BM) 
 
Looks like a bunch of lazy dead-beats. (021, 9BM) 
 
…It’s like a bad kid or something. (028, 8BM) 
 

2) Social Undesirability (SU) – the belief that one is outwardly undesirable to 
others (e.g., ugly, sexually undesirable, low in status/poor, lacking in 
conversational skills, dull, unliked, or having no friends). Can involve insecurity 
in social situations. The story is scored +1 if Social Undesirability is present (+1 
SU). 

 
Examples:  
This little boy, he is 4 (pause) his name is going to be…Mark. He lives all alone. Both 
his parents forgot about him and abandoned him. He lives in this tiny shack where he 
can barely support himself because he’s only 4. He has been there for 2 days. He thinks 
people are going to look for him, but no one is looking because they don’t know where 
he is. He’s a poor child lost in a big world… (003, 13B) 
 
There’s a girl, and she’s going to school. She’s walking by some people that she doesn’t 
know, and she just has this feeling that they’re looking at her strange or something. She 
just tries to ignore them, and she just goes to school. (028, 2) 
 
Participant: …his friends are playing football, and they used the last person, but there 
aren’t enough men, they used like the uneven person. So he’s mad, and he’s sittin’ 
down at his porch, whining.  
Examiner: What are the characters thinking? 
Participant: That he’s a wimp and that he cries at everything. That he’s a whiner. He’s 
thinking that they’re all punks ‘cause they won’t let him play. (046, 13B) 
 
This little boy seems to have had a hard life. He probably lives out in the dust bowl in 
ah, Oklahoma. He looks, he seems, the feeling of being poor and everything shows on 
his face. (040, 13B) 
 
Participant: She’s ah, pregnant…um, I think he might have said something to her. 
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Examiner: What are the characters thinking and feeling? 
Participant: She ah, is sad, and they don’t really care. 
Examiner: How do you think it turns out?  
Participant: I think, she’ll um, they’ll give her the silent treatment…(049, 2) 
 
…She was a single mother, which in the South is very rare. She was looked down on by 
everybody, and she was poor and homeless. This was very rare and unheard of. She was 
a vagrant as far as Susan was concerned, as far as Mary was concerned. She didn’t want 
anything to do with it. She hated her. She had a 6-month-old baby with her, and Mary 
was very mean to her. She threw rocks at her, cussed at her, you just don’t do that. They 
were vagrants….(064, 7GF) 
 
…Matthew has been through, been in foster homes ever since he can remember. People 
kept sending him back once they figured out he wasn’t the cute, charming, sweet boy 
they thought he was…(064, 5) 
 
Participant: There’s a girl running, and it looks like maybe her mom is looking down at 
her watching her.  
Examiner: What are the characters thinking? 
Participant: Um…probably someone’s chasing after her or something.  
Examiner: What are the characters feeling?  
Participant: Um…I think that the girl running is probably scared or she wouldn’t be 
running in high heels.  
Examiner: What happened before this?  
Participant: Maybe her boyfriend broke up with her or something. (095, 9GF) 
 

3) Failure to Achieve (FA) – the belief that one has failed, or is fundamentally 
inadequate relative to one’s peers in areas of achievement such as school, work, 
and sports. It often involves the belief that one is stupid, untalented, 
incompetent, or ignorant. When coded, the FA is either labeled FA:r for Failure 
to Achieve in a relationship (i.e. interpersonal conflict, a big fight, divorce or 
running away from home) or FA:a for failure to achieve an expectation or a 
given task (i.e. doing something wrong, failing to meet a goal, poor 
performance, misbehavior, illegal activity).  The story is scored +1 if Failure to 
Achieve (either FA:r or FA:a) is present (+1 FA). 

 
Examples: 
…he got in trouble in music class ‘cause he didn’t know how to play it. So now he’s 
sitting down looking at it and thinking to himself, “Stupid, stupid violin. I can’t play it.” 
(046, 1) 
 
Participant: This is a little boy sittin’ on there thinking about how old that cabin is. He 
grows up, and he gets the cabin. His family gave it to him. 
Examiner: What is he feeling? 
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Participant: He’s thinking real hard.  
Examiner: What is he feeling?  
Participant: Frustrated.  
Examiner: How come?  
Participant: I don’t know. He can’t figure out who built the cabin and when it was built. 
(021, 13B) 
 
…she’s trying to commit suicide but has failed…because she did not pull the trigger. 
Now she’s laying, she’s sitting on the floor thinking about what she tried to do, and she 
tried to do it again until she makes it. (003, 3BM) 
 
This boy just moved here from Kansas or New York or something. And he moved into 
the house, this really old, messed-up house from like the 1700’s or whatever. He’s just 
bored out of his mind ‘cause he can’t move on… (026, 13B) 
 
…she came home drunk, and she fell asleep on the floor, the couch, and she feels sad. 
And then she wakes up and goes to work and gets fired ‘cause she has a drinking 
problem… (046, 3BM) 
 
Participant: He, ah, couldn’t do his lesson and ah, he’s angry at himself so he’s um, I 
guess he’s kinda beating himself up about it.  
Examiner: Ok, so, what is he thinking and feeling…so he’s angry? 
Participant: He’s kind of depressed.  
Examiner: Ok, and how does it turn out?  
Participant: I think he, ah gives it away and quits. (049, 1) 
 
…She’s going to try to get even with her, and she’s going to fail and be locked up in jail 
forever. (091, 9GF) 
 
…she probably got told she couldn’t do what she wanted to do or that she didn’t do so 
good on a test or something…(092,2) 

 
III. TAT Administration Procedures 
 
a. Instructions to Participants (modified from Peterson & Ulrey, 1994): 
“You will be shown some pictures, one at a time. Your task will be to make up a story 
for each picture and tell it to me. Your story will be tape-recorded and used to research 
purposes only. No one (at the treatment facility or school) will hear your stories. In fact, 
no one will know these stories are yours. For each story, please include the following: 
1) What is happening in the picture?, 2) What has led up to the picture?, 3) What are the 
characters thinking?, 4) What are the characters feeling?, and 5) What will happen next? 
There are no right or wrong stories. Tell your thoughts as they come to mind. There is 
no time limit.” 
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b. Acceptable Probes: 
Probing is acceptable when the participant does not tell a detailed story or address each 
of the five questions. Acceptable probes include: 

 
“What is happening in the picture?”  “What happened before this?” 
“What are the characters thinking?”  “What are the characters feeling?” 
“What will happen next?”   “Tell me more.” 
“You can make up anything.”   “Anything else?”  
 

IV. TAT Scoring Procedures 
 
a. TAT Scoring Procedures 

1) Scorable categories may not be present in all stories. Score only what the story 
says about its characters. 

2) Protocols are to have identification numbers so that the participant’s identity, 
age, gender, and other characteristics are not available to scorers. 

3) Score each story individually for each participant. Score all Card 1 stories, then 
all Card 2 stories, etc. 

4) Each self-schema category is scored only once per story. An individual story 
may receive a score from 0 (no category scored) to 3 (all three categories 
scored).  

5) Separate scoring sheets for each participant will be used to record codes. 
 
b. Special Considerations 

1) A theme of suicide receives an Undesirability code. If there is a co-occurring 
theme that one is inadequate or defective, then Defectiveness/Shame (DS) is 
coded. If the co-occurring theme is one of failure, or no clear theme is evident, 
then Failure to Achieve (FA) is coded. 

 
Examples: 
Participant: A man’s looking out the window missing his wife who had died of cancer 3 
years before. 
Examiner: What is the character thinking? 
Participant: He’s thinking, “When I die, we will meet again.”   
Examiner: What is he feeling? 
Participant: Depressed, sad. 
Examiner: What happened before this? 
Participant: He was over here crying in the dark, and he went over and opened the 
window and looked up at the sky. 
Examiner: What’s going to happen next? 



125 

Participant: He’s going to shoot himself in the head, going to kill himself so that he can 
be with his girlfriend. (091, 14) (coded as DS) 
 
…Joe dead committed suicide by eating thousands of pills so they’re trying to find out 
how many pills he took, but they don’t know cause they found him dead…(003, 8BM) 
(coded as FA) 
 

2) Failure to achieve in life in general as a result of incarceration or death is coded 
for Failure to Achieve (FA). Failures in relationships are also coded as FA.  

 
Examples: 
It’s like this kid killed somebody and right now they’re operating on the guy he shot. 
Right now, the doctors know the guy’s dead so they’re doing an autopsy on him to get 
the bullet out to see who it belongs to. And this kid is just like thinking about this 
stupid-ass moment, thinking he shouldn’t have shot the guy. Later on he’s caught and 
sent to jail or something for manslaughter. (026, 8BM) 
 
This kid was riding his bike, and a car hit him, and it knocked him over. He started 
internally bleeding, and these guys had to do an emergency operation on him. Well, 
once they got him under, the kid can start seeing the people operating on him. He sees 
the bright light and starts floating upwards. And after the kid ends up dying and what he 
had seen was an out-of-body experience. (004, 8BM) 

 
3) If the theme of Undesirability is present but the story still has a positive or 

“happy” ending, the code is still given. 
 

Examples: 
She is depressed ‘cause…she’s depressed. She cut herself. Her mom dies, and she gets 
put in residential, and everything gets better. (017, 3BM) 
 
Participant: Looks like they went to war and a guy got shot or something, and 2 guys 
are trying to get a bullet or something out of him. Looks like the little boy’s father. He’s 
leaving the room – don’t want to watch. Looks like he’s sad that his father might die or 
something.  
Examiner: What led up to the event in the picture? 
Participant: He lost his job. 
Examiner: What happens next? 
Participant: He decides not to jump, and he got a new job, and he’s just having a good 
life. (046, 14) 
 
Participant: This guy’s confused and mad. He’s in his house. He’s about to commit 
suicide. He’s starting to think about why should he. Life’s kinda too short. So he’s just 
thinking.  
Examiner: What will happen? 
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Participant: His father lives happily ever after. (021, 8BM) 
 
4) If during the administration of the TAT, the participant makes a self-statement 

that is codeable for Undesirability, it is coded and counted in the scoring. 
 

Examples: 
Participant: It’s a woman, and she looks calm. And she’s, looks like she’s posing for a 
picture. A painting. And what happens next is she finishes posing for the picture. That’s 
all… 
Examiner: Ok.  
Participant: I can’t say much about these stories, I feel stupid! (033, 8GF) 
 
Examiner: 8GF.  
Participant: I’m not very good at this.  
Examiner: No, these are great stories!…(participant proceeds to tell story)…(040, 8GF) 
 

V. Sample Self-Schema Coding Record Sheet (see following page) 
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TAT Self-Schema Coding Sheet 
ID #: _____________________ 
 

Card # Defectiveness/ 
Shame (DS) 

Social 
Undesirability 

(SU) 

Failure to 
Achieve 

(FA) 

UNDESIRABILITY 
TOTAL  

PER CARD 
1

2

3BM     

5

6BM     

7GF     

8GF     

9GF     

13B     

14     

Totals:     

Undesirability Total for Participant: 
 
________________________ 
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Appendix F 
 
Measure of Adverse Life Events  

Life Events Checklist 
 

Below is a list of things that sometimes happen to people.  Put an 
“X” in the space by each of the events you have experienced during the 
past year (12 months).  For each of the events you check, also mark 
whether the event was good or bad.  Finally, choose how much you feel the 
event has changed or has had an impact or effect on your life by placing a 
circle around the statement that best fits you (no effect – some effect – 
moderate effect – great effect).  Remember, for each event you have 
experienced during the past year, (1) mark an “X” in the space to show you 
have experienced the event, (2) mark whether you think the event was good 
or bad, and (3) mark how much effect the event has had on your life. 
 

(Put an “X” only if it happened in the past year) 
 

Has it happened      Type of    Effect 
Event      to you?          event   on you 

1. Moving to a new home      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
2. New Brother or sister      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
3. Changing to new school      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
4. Serious illness or injury      _____      Good       Bad            No       Some     Moderate    Great 
 to a family member                effect   effect     effect           effect 
 
5. Parents divorced      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
6. Major arguments between   _____      Good       Bad            No       Some     Moderate    Great 
 you and mom or dad                effect   effect     effect           effect 
 
7. Mother or father lost job     _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
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8. Death of a family member  _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
9. Parents separated      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
10. Death of a close friend      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
11. Increased absence of      _____      Good       Bad            No       Some     Moderate    Great 
 parent from home                effect   effect     effect           effect 
 
12. Brother or sister      _____      Good       Bad            No       Some     Moderate    Great 
 leaving home                 effect   effect     effect           effect 
 
13. Serious illness or      _____      Good       Bad            No       Some     Moderate    Great 
 injury of close friend                effect   effect     effect           effect 
 
14. Parent getting into      _____      Good       Bad            No       Some     Moderate    Great 
 trouble with the law                effect   effect     effect           effect 
 
15. Parent getting a new job    _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
16. New stepmother or      _____      Good       Bad            No       Some     Moderate    Great 
 stepfather                 effect   effect     effect           effect 
 
17. Parent going to jail      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
18. Change in parents’      _____      Good       Bad            No       Some     Moderate    Great 
 financial status                effect   effect     effect           effect 
 (less money at home) 
 
19. Trouble with brother      _____      Good       Bad            No       Some     Moderate    Great 
 or sister                 effect   effect     effect           effect 
 
20. Special recognition      _____      Good       Bad            No       Some     Moderate    Great 
 for good grades                effect   effect     effect           effect 
 
21. Joining a new club      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
22. Losing a close friend      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
23. Decrease in number of      _____      Good       Bad            No       Some     Moderate    Great 
 arguments with parents               effect   effect     effect           effect 
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24. Making the honor roll      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
25. New boyfriend or      _____      Good       Bad            No       Some     Moderate    Great 
 girlfriend                 effect   effect     effect           effect 
 

26. Failing a grade      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
27. Increase in number of      _____      Good       Bad            No       Some     Moderate    Great 
 arguments with parents               effect   effect     effect           effect 
 
28. Getting into trouble       _____      Good       Bad            No       Some     Moderate    Great 
 with police                 effect   effect     effect           effect 
 
29. Major personal illness      _____      Good       Bad            No       Some     Moderate    Great 
 or injury                 effect   effect     effect           effect 
 
30. Breaking up with      _____      Good       Bad            No       Some     Moderate    Great 
 boyfriend/girlfriend                effect   effect     effect           effect 
 
31. Making up with      _____      Good       Bad            No       Some     Moderate    Great 
 boyfriend/girlfriend                effect   effect     effect           effect 
 
32. Trouble with teacher      _____      Good       Bad            No       Some     Moderate    Great 
 effect   effect     effect           effect 
 
33. Failing to make an       _____      Good       Bad            No       Some     Moderate    Great 
 athletic team                 effect   effect     effect           effect 
 
34. Being suspended      _____      Good       Bad            No       Some     Moderate    Great 
 from school                 effect   effect     effect           effect 
 
35. Making failing grades      _____      Good       Bad            No       Some     Moderate    Great 
 on report card                 effect   effect     effect           effect 
 
36. Making an athletic      _____      Good       Bad            No       Some     Moderate    Great 
 team                  effect   effect     effect           effect 
 
37. Trouble with                    _____      Good       Bad            No       Some     Moderate    Great 
 classmates                 effect   effect     effect           effect 
 
38. Special recognition      _____      Good       Bad            No       Some     Moderate    Great 
 for athletic performance               effect   effect     effect           effect 
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Other events, in the past  
year, that have had an  
impact on your life: 

39. __________________      _____      Good       Bad            No       Some     Moderate    Great 

 __________________                effect   effect     effect           effect 

 _______________ 

 
40. __________________      _____      Good       Bad            No       Some     Moderate    Great 

 __________________                effect   effect     effect           effect 

 _______________ 

 
41. __________________      _____      Good       Bad            No       Some     Moderate    Great 

 __________________                effect   effect     effect           effect 

 _______________ 

 
42. __________________      _____      Good       Bad            No       Some     Moderate    Great 

 __________________                effect   effect     effect           effect 

 _______________ 

 
Notes
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

__________ 

 

Tot-PC: _______________    Mean-QualGE: _______________ 

Tot-NC: _______________    Mean-QualBE: _______________ 
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Appendix G 
 
Measures of Depression 
 

Children’s Depression Inventory  
(CDI) 

 
Kids sometimes have different feelings and ideas. 
 
This form lists the feelings and ideas in groups.  From each group of three sentences, 
pick one that describes you best for the past two weeks.  After you pick a sentence from 
the first group, go on to the next group. 
 
There is no right answer or wrong answer.  Just pick the sentence that best describes the 
way you been recently.  Put a mark like this X next to your answer.  Put the mark in the 
box next to the sentence you pick. 
 
1. I am sad once in a while. 
 I am sad many times. 
 I am sad all the time. 
 
2. Nothing will ever work out for me. 
 I am not sure if things will work out for me. 
 Things will work out for me O.K. 
 
3. I do most things O.K. 
 I do many things wrong. 
 I do everything wrong. 
 
4. I have fun in many things. 
 I have fun in some things. 
 Nothing is fun at all. 
 
5. I am bad all the time. 
 I am bad many times. 
 I am bad once in a while. 
 
6. I think about bad things happening to me once in a while. 
 I worry that bad things will happen to me. 
 I am sure that terrible things will happen to me. 
 
7. I hate myself. 
 I do not like myself. 
 I like myself. 
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8. All bad things are my fault. 
 Many bad things are my fault. 
 Bad things are not usually my fault. 
 
9. I do not think about killing myself. 
 I think about killing myself but I would not do it. 
 I want to kill myself 
 
10. I feel like crying every day. 
 I feel like crying many days. 
 I feel like crying once in a while. 
 
11. Things bother me all the time. 
 Things bother me many times. 
 Things bother me once in a while. 
 
12. I like being with people. 
 I do not like being with people many times. 
 I do not want to be with people at all. 
 
13. I cannot make up my mind about things. 
 It is hard to make up my mind about things. 
 I make up my mind about things easily. 
 
14. I look O.K. 
 There are some bad things about my looks. 
 I look ugly. 
 
15. I have to push myself all the time to do my schoolwork. 
 I have to push myself many times to do my schoolwork. 
 Doing schoolwork is not a big problem. 
 
16. I have trouble sleeping every night. 
 I have trouble sleeping many nights. 
 I sleep pretty well. 
 
17. I am tired once in a while. 
 I am tired many days. 
 I am tired all the time. 
 
18. Most days I do not feel like eating. 
 Many days I do not feel like eating. 
 I eat pretty well. 
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19. I do not worry about aches and pains. 
 I worry about aches and pains many times. 
 I worry about aches and pains all the time. 
 
20. I do not feel alone. 
 I feel alone many times. 
 I feel alone all the time 
 
21. I never have fun at school. 
 I have fun at school only once in a while. 
 I have fun at school many times. 
 
22. I have plenty of friends. 
 I have some friends but I wish I had more. 
 I do not have any friends. 
 
23. My schoolwork is alright. 
 My schoolwork is not as good as before. 
 I do very badly in subjects I used to be good in. 
 
24. I can never be as good as other kids. 
 I can be as good as other kids if I want to. 
 I am just as good as other kids. 
 
25. Nobody really loves me. 
 I am not sure if anybody loves me. 
 I am sure that somebody loves me. 
 
26. I usually do what I am told. 
 I do not do what I am told most of the times. 
 I never do what I am told. 
 
27. I get along with people. 
 I get into fights many times. 
 I get into fights all the time.  
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Beck Depression Inventory for Youth  
(BDI-Y) 

 
Here is a list of things that happen to people and that people think or feel.  Read each 
sentence carefully, and circle the one word (Never, Sometimes, Often, or Always) that 
tells about you best, especially in the last two weeks.  THERE ARE NO RIGHT OR 
WRONG ANSWERS. 
 
1. I think that my life is bad.                          Never Sometimes Often Always 

2. I have trouble doing things Never Sometimes Often Always 

3. I feel that I am a bad person.                      Never Sometimes Often Always 

4. I wish I were dead.                                     Never Sometimes Often Always 

5. I have trouble sleeping.                              Never Sometimes Often Always 

6. I feel no one loves me.                               Never Sometimes Often Always 

7. I think bad things happen because of me Never Sometimes Often Always 

8. I feel lonely.                                               Never Sometimes Often Always 

9. My stomach hurts.                                     Never Sometimes Often Always 

10. I feel like bad things happen to me.         Never Sometimes Often Always 

11. I feel like I am stupid.                              Never Sometimes Often Always 

12. I feel sorry for myself.                             Never Sometimes Often Always 

13. I think I do things badly.                          Never Sometimes Often Always 

14. I feel bad about what I do.                       Never Sometimes Often Always 

15. I hate myself.                                           Never Sometimes Often Always 

16. I want to be alone.                                   Never Sometimes Often Always 

17. I feel like crying.                                     Never Sometimes Often Always 

18. I feel sad.                                                 Never Sometimes Often Always 

19. I feel empty inside.                                 Never Sometimes Often Always 

20. I think my life will be bad. Never Sometimes Often Always 
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Diagnostic and Statistical Manual Brief Symptom Interview for Depression 
(DSM-IVR Interview) 

 
Symptoms: Ask about symptoms being present most 
days for THE LAST TWO WEEKS, INCLUDING 
TODAY.    

Symptom
IS 

present 
(√)

Symptom 
NOT 

present 
(√)

1. Have you been feeling sad, unhappy, blue, or down in 
the dumps for a lot of the day? 
 

� �

2. Have you been feeling irritable, cranky, or easily 
annoyed for a lot of the day � �

3. Have you been less interested in doing things like 
hobbies or sports? 
 

� �

4. Have you been enjoying hobbies or interests less that 
you did in the past? � �

5. Have you noticed a change in your appetite (eating 
more or less than usual)? Has your weight changed or do 
your clothes fit differently? 
 

� �

6. Have you had any trouble with your sleep, such as 
falling asleep, waking up at night, or waking too early? � �

7. Have you been having trouble with your sleep, in that 
you are sleeping a lot more than usual lately? 
 

� �

8. Do you feel like you still need sleep or rest, even if you 
got a full night’s sleep?  � �

9. Do you feel like you have no energy, or not as much 
energy as usual? 
 

� �
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10. Do you feel restless or fidgety, that you have a hard 
time sitting still? � �

11. Have you felt slowed down, like you are moving in 
slow motion or your movements are not as quick as 
usual? 
 

� �

12. Have you had trouble concentrating or paying 
attention, like your mind is “in a fog?”  Or trouble 
making decisions? 

� �

13. Have you felt guilty about things lately? 
 

� �

14. Have you felt hopeless, like things won’t work out for 
you, or that you will always feel bad? � �

15. Have you felt worthless, inadequate, or like you are 
no good lately? 
 

� �

16. Have you had thoughts of death or dying? � �

17. Have you had thoughts of wanting to hurt yourself? 
(or someone else) 
 

� �

18. Have you done anything to hurt yourself, such as 
make a mark on your skin? � �

TOTAL “PRESENT” Items 1-18
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