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Previous research indicates that the family environments of depressed children 

are characterized by parent psychopathology, poor family relationships, little 

communication between family members, and little social recreational activity.  

Previous research has also found that depressed children and adolescents report more 

stress and are more pessimistic in their interpretations of life events.  Research has 

found mixed results, however, for the interaction between stress and cognition proposed 

by cognitive diathesis-stress theories such as the hopelessness theory of depression.  

The purpose of the current study was to build upon previous literature on family and 

cognitive correlates of depression in youth while elucidating more specific cognitive-

interpersonal pathways to depression around the transition from childhood to 

adolescence in girls.  Negative family environment was conceptualized in the current 
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study as a chronic stressor for pre- and early adolescent girls.  Participants were 131 

girls aged 8 to 14, and their mothers.  Participants completed self report measures of 

family environment and cognitive style about the self, causes, and consequences of 

negative events.  Their mothers completed a self report measure of psychopathology.  

Participants also completed a diagnostic interview.  Contrary to what was expected, 

mothers’ reports of depression and other forms of psychopathology did not predict the 

level of depression in their daughters.  Results did indicate, however, that participants’ 

reports of family environment, including the quality of family relationships and amount 

of social recreational activity, predicted their level of depression.  Participants’ reports 

of inferential styles about causes of stressful events and the self in relation to stressful 

events also predicted their level of depression.  Finally, cognitive styles about causes 

and the self moderated the relationship between family environment and depression for 

middle school aged girls but not elementary school aged girls; however, the interaction 

operated differently than expected.  For middle school girls with positive cognitive 

styles about the self and causes, the relationship between family environment and 

depression was stronger than for middle school girls with negative cognitive styles 

about the self and causes.  Implications of the results, limitations, and recommendations 

for future research are provided. 

 



vi 

 

Table of Contents 
 

List of Tables             xi 
 
List of Figures                      xiii 
 
CHAPTER 1: Introduction            1  
 
CHAPTER 2: Review of the Literature          6
 

Depression in Youth            6   
 

Development and Depression          6
 

Epidemiology            7 
 

Course             8 
 

Assessment of Depression in Children and Adolescents      9 
 

Summary and Conclusions Regarding Depression in Youth    12
 

Gender and Depression in Youth        13
 

Prevalence and Course        13
 

The Unique Psychosocial Context of Pre- and       
 Early Adolescent Girls       14 
 

Gender and Vulnerability to Depression      14
 

Puberty and Body Dissatisfaction       16
 

Interpersonal Stress         17
 

Summary and Conclusions from Research on Gender     
 and Depression        20 
 

Family Characteristics and Depression in Youth      20
 

Parent Psychopathology        20
 



vii 

 Family Environment of Depressed Youth      21
 

Parental Psychopathology, Family Environment, and Depression   23
 

Family and Gender         24
 

Specificity of Family Environment to Depression     26
 

Assessment of the Family         27
 

Summary and Conclusions Regarding Family Variables and     
 Depression in Youth        30
 

Cognitive Diathesis-Stress Theories of Depression      31
 

Beck’s Cognitive Triad        31
 

Helplessness/Hopelessness Theory       33
 

Cognition, Development, and Depression       34
 

Development of Beliefs about the Self      35
 

Development of Beliefs about Competence      36
 

The Context of Pre- and Early Adolescence      37
 

Development of Cognitive Vulnerability to Depression    38
 

The Role of Parent Behavior, Messages, and Psychopathology    39
 

Attachment and Cognitive Vulnerability      41
 

Assessment of Cognitive and Attributional Style in Children and    
 Adolescents         43
 

Conclusions regarding Cognitive Development and Models of     
 Depression in Youth        46
 

Empirical support for Cognitive Diathesis-Stress Models     47
 

Support for the Link between Cognitive Style and Depression   47 
 



viii 

 Support for Cognitive Style as a Diathesis Variable in the     
 Diathesis Stress Models       48 
 

Family Stress, Cognitive Vulnerability, and Depression     51 
 

Conclusions from Diathesis-Stress Research in Youth    53
 

Statement of the Problem         54
 

Hypotheses           57
 
CHAPTER 3: Method           69 
 

Participants           69 
 

Measures           73
 

Screening Measures         73 
 

Diagnostic Measure         74 
 

Family Measures         79 
 

Cognitive Measure         82
 

Procedure           84
 

Depressed Sample         84
 

Control Sample         87 
 

Training of Measures Administrators       88 
 

Training of Interviewers        88
 

Ethical Considerations        88 
 
CHAPTER 4: Statistical Analyses          90 
 

Preliminary Analyses          90 
 

Missing Data          90 
 



ix 

 Assumptions of Multiple Regression       90 
 

Descriptive Statistics         91 
 

Demographic Variables         95 
 

Parent Participation         98 
 

Main Analyses        101 
 

Hypothesis 1        101 
 

Hypothesis 2        103 
 

Hypothesis 3        107 
 

Hypothesis 4        107 
 

Hypothesis 5        111 
 

Secondary Analyses        126 
 
CHAPTER 5: Discussion         130 
 

Overview of Findings        131 
 

Integration of Findings with Previous Research    137 
 

Limitations         144 
 

Implications         148 
 

Conclusions         150 
 
Appendix A: DSM-IV Criteria for Major Depressive Disorder     
 and Major Depressive Episode       153 

 
Appendix B: DSM-IV Criteria for Dysthymic Disorder     155 
 
Appendix C: DSM-IV Criteria for Depressive Disorder      
 Not Otherwise Specified       156 
 
Appendix D: Frequency Distribution of Primary Diagnosis and Comorbidity 158 



x

Appendix E: DSM IV Interview Questions      160 
 

Appendix F: Self-Report Measure of Family Functioning-CR: Items by    
 subscales used in the current study      161 
 
Appendix G:Children’s Cognitive Style Questionnaire: Items by subscale  162 
 
Appendix H: Parent Consent Letter and Form for Screening;     
 Depressed Group        164 
 
Appendix I: Youth Assent Form for Screening; Depressed Group   167 
 
Appendix J: Parent Consent Form for K-SADS Interview;      
 Depressed Group        168 
 
Appendix K: Youth Assent Form for K-SADS Interview;      
 Depressed Group        170 
 
Appendix L: Parent Consent and Youth Assent Form for Pre-treatment    
 Assessment and Treatment; Depressed Group    171 
 
Appendix M: Parent Consent and Youth Assent; Control Group   175 
 
Appendix N: Scale Intercorrelations for all Measures used in Study   179 
 
References          180 
 
Vita           209 
 



xi 

 List of Tables 
 

Table 1. Participant Demographic Variables 71

Table 2. Means, Standard Deviations, and Cronbach’s α for 
Main Variables            92 
 
Table 3. SRMFF-CR Subscale Intercorrelations       93 
 
Table 4.  CCSQ Subscale Intercorrelations 94

Table 5. Percent Distribution by Race/Ethnicity for Participants and    
 School District Populations 97

Table 6. T-Tests of SRMFF-CR Variables and K-SADS total score by    
 Parent SCL-90R Completion Group for Depressed Participants  100 
 
Table 7. Hierarchical Regression Analyses for SCL-90-R variables   102 
 
Table 8. Summary of Multiple Regression Analysis for Family Environment   
 Variables Predicting Depressive Symptoms in Girls 105

Table 9. Summary of Hierarchical Regression Analysis for Family Variables  106 
 Predicting Girls’ K-SADS Total Scores 

Table 10. Summary of Multiple Regression Analysis for Cognitive Style    
 Variables Predicting Depressive Symptoms in Girls 109

Table 11. Summary of Hierarchical Regression Analysis for Cognitive Style   
 Variables Predicting Girls’ K-SADS Total Scores 110

Table 12. Middle School Hierarchical Multiple Regression Analysis:    
 Moderating Effect of CCSQ Self Scale 114

Table 13. Middle School Hierarchical Multiple Regression Analysis:    
 Moderating Effect of CCSQ Causes Scale 115

Table 14. Middle School Hierarchical Multiple Regression Analysis:    
 Moderating Effect of CCSQ Consequences Scale 116

Table 15. Elementary School Hierarchical Multiple Regression Analysis:   117 
 Moderating Effect of CCSQ Self Scale  



xii 

 
Table 16. Elementary School Hierarchical Multiple Regression Analysis:    
 Moderating Effect of CCSQ Causes Scale 118

Table 17.  Elementary School Hierarchical Multiple Regression Analysis:    
 Moderating Effect of CCSQ Consequences Scale     119 
 
Table 18. Percent Distribution of Parents in Groups According to Depression   
 T Scores on the SCL-90-R        128 
 



xiii 

List of Figures 
 
Figure 1. Study Hypothesis 1          58 
 
Figure 2. Study Hypothesis 2          60 
 
Figure 3. Study Hypothesis 3          63 

Figure 4. Study Hypothesis 4          65
 
Figure 5. Study Hypothesis 5          68 
 
Figure 6. Histogram of total depression scale scores on the K-SADS-P IVR   78 
 
Figure 7. Cognitive Style about Self X Family Environment Interaction   120 
 for Middle School Girls’ Depressive Symptoms     

 
Figure 8. Cognitive Style about Causes X Family Environment Interaction  121 
 for Middle School Girls’ Depressive Symptoms 

Figure 9. Cognitive Style about Consequences X Family Environment   122 
 Interaction for Middle School Girls’ Depressive Symptoms 

 
Figure 10. Cognitive Style about the Self X Family Environment Interaction  123 
 for Elementary School Girls’ Depressive Symptoms 

Figure 11. Cognitive Style about Causes X Family Environment Interaction  124 
 for Elementary School Girls’ Depressive Symptoms 

Figure 12. Cognitive Style about Consequences X Family Environment   125 
 Interaction for Elementary School Girls’ Depressive Symptoms 

Figure 13. Histogram of Parent SCL-90-R Depression T Scores   127
 



1

CHAPTER 1 

 

Introduction 

 

Depression in youth is a prevalent yet impairing disorder associated with 

negative correlates and outcomes.  Depression is reported to be the most common type 

of mental health problem in adolescence (Lewinsohn, Hoberman., & Rosenbaum, 

1988), affecting about 8% of adolescents at any point (Birmaher et al., 1996) and 

affecting up to 28% of the population by age 18 (Lewinsohn & Clarke, 1999).  The 

transition from childhood to adolescence appears to be an important time in the etiology 

of depression; between the ages of 11 and 15, the prevalence of depression rises 

significantly (Hankin, Abramson, Silva, McGee, & Angell, 1998).  Additionally, 

although equal numbers of girls and boys experience depression in childhood, girls are 

twice as likely to experience depression as boys after puberty (Bimaher et al., 1996, 

Stark, 1990).  Research also indicates that pre and early adolescent girls experience a 

unique psychosocial context with specific vulnerabilities and stressors, particularly 

related to interpersonal relationships, which could account for the greater prevalence of 

depression that emerges for girls in adolescence (e.g., Hankin & Abramson, 2001; 

Nolen-Hoeksema & Girgus, 1994; Rudolph & Hammen, 1999; Rudolph, Hammen, & 

Burge, 1997; Rudolph, Hammen, Burge, Lindberg, Herzberg, & Daley, 2000).  Thus, it 

is important to explore the correlates of depression and pathways toward the 

development of depressive disorders in youth, particularly during the transition from 

childhood to adolescence in girls.  The proposed study will integrate two important 

correlates of depression in youth, family environment and cognitive inferential styles, in 
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order to explore possible cognitive and interpersonal pathways to depression in pre and 

early adolescent girls. 

 Existing literature has found that families of depressed children are 

characterized by both parent psychopathology and dysfunctional family environments.  

In general, children of depressed parents are at greater risk for developing depressive 

disorders than children of non-depressed parents (Beardslee et al., 1998; Gordon, 

Burge, Hammen, Adrian, Jaenicke, & Hiroto, 1989; Warner, Weissman, Fendrich, 

Wickramaratne, & Moreau, 1992; Weissman, Warner, Wichramaratne, Moreau, & 

Olfson, 1997).  Research has also found family environments of depressed youth to be 

characterized by less cohesion, support, communication, and social recreational activity 

and more control, conflict, and expressed emotion than families of normal children 

(Barrera & Garrison-Jones, 1992; Cole & McPherson, 1993; Cummings, DeArth-

Pendley, Schudlich, & Smith, 2001; Jewell & Stark, 2003; Kaslow, Rehm, Pollack, & 

Siegal, 1988; Ostrander & Weinfurt, 1998; Stark, Humphrey, Crook, & Lewis, 1990).  

Although these two correlates of family functioning have been found in the literature, 

two holes in the existing research require further investigation.  First, it is unclear 

whether it is parent depression specifically, or parent psychopathology in general, that is 

responsible for an increased risk of depression in youth because most studies look 

exclusively at children of depressed parents.  Secondly, little effort has been directed 

toward possible mediating pathways between parent psychopathology and depression in 

youth.  Some researchers have proposed that a dysfunctional family environment is 

responsible for the increased risk of depression in children of depressed parents (e.g., 

Cummings & Davies, 1994).  These researchers propose that parent psychopathology 

affects several variables in the family environment, which in turn affect the risk for 
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child depression.  This important question has not been addressed using family 

environment variables found to characterize families of depressed children.   

 Cognitive models of depression propose that individuals interpret and make 

meaning of events through cognitive structures and styles (Beck, 1967; Abramson, 

Metalsky, & Alloy, 1989; Abramson, Seligman, & Teasdale, 1978).  Abramson, 

Metalsky, and Alloy’s (1989) hopelessness theory of depression is a cognitive diathesis-

stress theory proposing that following the perceived occurrence of negative events, 

cognitively vulnerable individuals tend to make pessimistic inferences about the causes 

and consequences of the event as well as negative inferences about the self, leading to 

an increased probability that they will become depressed.  Research with youth has 

found that depressed children and adolescents report more stress and are more 

pessimistic in their interpretations of life events (see Gladstone & Kaslow, 1995; Joiner 

& Wagner, 1995, for reviews).  Research has found mixed results, however, for the 

interaction between negative life events and cognition that is proposed by cognitive 

diathesis-stress theories (e.g., Abela, 2001; Hammen, 1988; Hankin, Abramson, & Siler, 

2001; Nolen-Hoeksema, Girgus, and Seligman, 1992; Turner & Cole, 1994). 

 It is useful for researchers to explore the direct and interacting effects of 

environmental stress and cognition on depression in youth in order to identify cognitive-

interpersonal pathways and possible vulnerability and protective factors.  Although 

there is a plethora of research attempting to apply diathesis-stress frameworks to the 

study of depression in youth, several limitations exist.  First, much of the existing 

research has not considered the development and stability of cognitive style at different 

developmental stages.  Pre-pubertal children are less likely to interpret events in a stable 

or habitual manner and are in the process of developing a stable sense of self.  Thus, 

compared to older children and adolescents, their adjustment is likely to be more 
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directly influenced by stress, while older children and adolescents may experience stress 

through more stable attributional styles (Turner & Cole, 1994).  More stable beliefs 

about the self, causes, and consequences of stressful experiences may not appear to 

emerge until youth have the capacity for formal operational thought.  Secondly, most 

studies using a diathesis-stress framework have conceptualized stress as the occurrence 

of specific and infrequent stressful life events.  Given the centrality of the family 

environment to child development, particularly the development of cognitive structures, 

it may be more relevant and valuable to explore family environmental factors as a 

chronic and domain-specific source of stress.  Finally, most research uses large 

community samples of youth, only a small percentage of whom are experiencing 

clinical levels of depression.  Authors have noted the need for examining cognitive 

styles and environmental stress in populations including a larger number of clinically 

depressed youth (Cole & Turner, 1993, Robinson, Hilsman, & Garber, 1995), yet little 

research has used samples of clinically depressed youth. 

 The proposed study sought to build upon previous literature on family and 

cognitive correlates of depression in youth while elucidating more specific cognitive-

interpersonal pathways to depression around the transition from childhood to 

adolescence in girls.  First, the relationship between parent psychopathology, family 

environment, and depression was explored.  More specifically, the question of whether 

parent depression or more general parent psychopathology is related to an increased risk 

of depression in youth was addressed.  Secondly, the question of whether a 

dysfunctional family environment characterized by high conflict and little 

communication, cohesion, and social recreational activity mediates the relationship 

between parent psychopathology and depression in youth was addressed.  In order to 

build upon existing literature on cognitive style in youth, the ability of cognitive style to 
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predict depression was explored.  Finally, the proposed study explored the role of 

cognitive style in the relationship between family environment and depression at two 

developmental stages. 

 This study sought to further delineate the complicated relationship between 

family functioning, cognitive style, and depression in youth.  It was anticipated that by 

delineating the nature of these relationships, and exploring cognitive styles as possible 

vulnerability and protective factors, possible coping resources for children at risk for 

depression would be identified. 
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CHAPTER 2 

 

Review of the Literature 

 

Depression in Youth 

Depression in children and adolescents is a serious and impairing disorder.  

When untreated, depression in youth is associated with poor functioning within the 

multiple contexts of a child’s life, including school, peer, family, and community 

systems (Stark, 1990).  Depression in youth is also related to negative outcomes later in 

life including dissatisfaction with life, impaired relationships, impaired occupational 

functioning, poor physical health, criminal activity, and, in some cases, suicide (Gotlib,

Lewinsohn, & Seeley, 1998; Kandel & Davies, 1986; Lewinsohn, Rohde, Seeley, Klein,

& Gotlib, 2003; Rao et al., 1995).  In the past, depression was not a recognized disorder 

in children and adolescents (Poznanski & Mokros, 1994; Stark, Bronik, Wong, Wells, 

& Ostrander, 2000) because children were thought to lack the superego development 

necessary to manifest true depression (Nurcombe, 1994).  Only recently has research 

considered the experience and developmental context of depression and its unique 

presentation, course, and correlates in youth.  Currently there are three primary 

diagnoses for unipolar depressive disorders in youth: Major Depression, Dysthymic 

Disorder, and Depressive Disorder Not Otherwise Specified (American Psychiatric 

Association [APA], 2000).  Major Depression is an episodic disorder and is the most 

severe of the three categories.  Dysthymic Disorder is a more chronic, low grade 

depression.  Individuals are diagnosed as having a Depressive Disorder Not Otherwise 

Specified (DDNOS) if they are experiencing symptoms of depression that are present 

more often than not and are causing significant impairment, but do not meet criteria for 
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Major Depression or Dysthymic Disorder. See appendices A-C for diagnostic criteria 

for these three disorders.  

Development and Depression 

 The definition of depression originated from the adult literature, and although 

research on depression in children has been taking place for several decades, it has not 

adequately considered developmental differences.  Several differences in depression 

exist between children and adults.  In general, young children’s moods are higher than 

adults, thus children’s sadness should not be expected to be as intense or persistent as 

adult depression (Digdon & Gotlib, 1985; Rholes, Blackwell, Jordan, & Walters, 1980).  

There also appear to be differences in the specific expression of depression between age 

groups, with younger children having more sad affect and older children having more 

cognitive features of depression such as thoughts of being unloved and worthless 

(Digdon & Gotlib, 1985).  In addition, children’s concept of emotion transforms from 

observable features of emotion to more mental, internal features with depression 

(Digdon & Gotlib, 1985).   

Epidemiology 

A greater number of children and adolescents are experiencing depressive 

disorders than in the past (Reich, Van Eerdewegh, Rice, Mullaney, Klerman, & 

Endicott, 1987).  Depression has been described as the most common mental health 

problem among adolescents (Lewinsohn et al., 1988).  Prevalence rates for depression 

in youth vary according to populations studied, method of assessment, and method of 

diagnosis (Poznanski & Mokros, 1994).  The National Comorbidity Study (NCS) found 

the lifetime prevalence for MDD in a community sample to be 14% (Kessler & Walters, 

1998).  The Oregon Depression Project reported the cumulative prevalence of major 

depression up to age 18 to be 28% (Lewinsohn & Clarke, 1999).  Longitudinal research 
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has demonstrated that the transition from childhood to adolescence is associated with an 

increase in depression, with lifetime prevalence rising from 1% to 5.6% between the 

ages of 11 and 15 (Hankin et al., 1998).  This trend has been observed in cross sectional 

studies; the point prevalence of Major Depressive Disorder has been reported to be 

between .4 and 2.5% in children and between .4 and 8% in adolescents (see Birmaher et 

al., 1996 for review).    The prevalence of Dysthymic Disorder has been reported to be 

between .6 and 1.7% in children and between 1.6 and 8% in adolescents (Birmaher et 

al., 1996).   

Course 

 The mean age of onset for Major Depressive Disorder in community samples is 

between 14 and 15 years old (Lewinsohn, Clarke, Seeley, & Rohde, 1994).  Girls tend 

to have an earlier age of onset.  The median duration of a major depressive episode is 7 

to 9 months for clinic-referred youth and 1 to 2 months for community samples 

(American Academy of Child and Adolescent Psychiatry [AACAP], 1998; Lewinsohn 

et al., 1994).  Although depressive episodes during childhood and adolescence naturally 

remit (Kovacs, 1989), many youth experience multiple episodes of depression.  By a 

period of 1 to 2 years after remission from a major depressive episode, 20% to 60% of 

youth experience another episode of depression.  By a period of 5 years after remission, 

this percentage rises to 70% (AACAP, 1998).  Thus, one of the biggest risk factors for 

episodes of depression is previous episodes of depression, and depression is a recurrent 

and chronic disorder for many children and adolescents.  Dysthymic Disorder has a 

protracted course with a mean duration of 3 to 4 years for clinic and community 

samples of youth (Kovacs, Akiskal, Gastonis, & Parrone, 1994).  Dysthymic Disorder 

also puts youth at greater risk for having Major Depressive Disorder.  Youth with 

“double depression”, or Major Depressive Disorder with underlying Dysthymic 
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Disorder, have a less promising course with shorter times between episodes of Major 

Depression (Kovacs et al., 1994).   

Conflicting evidence exists regarding the impact of early age of onset on the 

course of depression.  Some research has found that early age of onset is associated with 

a more protracted course (Lewinsohn, Rohde, Klein, & Seeley, 1999), while other 

researchers have found that earlier age of onset does not predict length of episode 

(McCauley, Myers, Mitchell, Calderon, Schloredt, & Treder, 1993).  Nevertheless, 

depression in childhood and adolescence impacts adjustment throughout the lifespan.  

Adults who were depressed as adolescents are more likely to suffer from recurrent 

episodes of depression (Garber, Kriss, Koch, & Lindholm, 1988; Rao et al., 1995).  

Early onset of depression also has a negative impact on social adjustment (Garber et al., 

1988).  Depression in adolescence is associated with impairment in romantic and peer 

relationships, lower life satisfaction, lower ratings of global functioning, impaired 

occupational functioning, poor physical health, criminal activity, and potential suicide 

later in life (Gotlib et al., 1998; Kandel & Davies, 1986; Lewinsohn et al., 2003; Rao et 

al., 1995).   

Assessment of Depression in Children and Adolescents 

 There are multiple methods of assessing depression, including self-report 

questionnaires, parent and teacher rating scales, observational methods, diagnostic 

interviews, and projective techniques.  A comprehensive review of existing measures is 

beyond the scope of this review.  Rather, issues related to multiple methods and 

informants will be discussed.   

 Depression is most often assessed in empirical studies by self-report 

questionnaires such as the Children’s Depression Inventory (CDI; Kovacs, 1981), 

parent and teacher rating scales such as the Child Behavior Checklist (CBCL; 
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Achenbach & Edelbrock, 1983), and/or diagnostic interviews such as the Schedule for 

Affective Disorders and Schizophrenia for School-Age Children-Present State (K-

SADS-P IVR; Ambrosini & Dixon, 2000).  Evaluation of children is most successful 

when it includes multiple methods and informants; however, low consensus among 

information sources regarding symptoms makes it difficult to accurately assess 

symptoms.  A meta-analysis of the consistency of reports across informants found the 

average correlation between teacher and youth reports of youth adjustment to be .20, 

and the average correlation between parent and youth reports to be .25 (Achenbach, 

McConaughy, & Howell, 1987).  Although parents can provide important information 

about behavioral functioning and observable symptoms, they may be unreliable 

reporters due to their own psychopathology, anger toward the child because of the 

child’s irritable and oppositional behavior, or denial of the child’s distress.   

 Parent-child concordance may differ according to the type of symptom being 

measured.  Achenbach and colleagues (1987) found better concordance between youth 

and parent reports of externalizing symptoms than for internalizing symptoms.  Since 

depression is an internal experience, the child may be the best reporter of subjective 

symptoms such as sadness, feelings of worthlessness, and anhedonia (Kendall, 

Cantwell, & Kazdin, 1989).  On the other hand, younger children are not reliable 

reporters of time-related information, thus parents are important in reporting the 

duration of specific symptoms and in delineating the onset and course of a depressive 

disorder (Stark, Sander, Yancy, Bronik, & Hoke, 2000).  Consequently, best practices 

include taking both child and parent reports into consideration and using clinical 

judgment to integrate the results of data across informants.  When reports are 

discordant, a diagnostic interviewer can evaluate whether the child or parent is a better 

reporter of that symptom, depending on whether the symptom is observable or 
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subjective, or decide to integrate the reports of that symptom into an average rating.  

Different informers potentially give useful perspectives on different symptoms.  Some 

researchers suggest using peer nomination in identifying depression in younger 

children, because younger children may distance themselves from their depression 

(Digdon & Gotlib, 1985).  Although the meta-analysis by Achenbach and colleagues 

(1987) found low concordance between self-report and peer nomination for emotional 

and behavioral symptoms, Swenson and Rose (2003) found a positive correlation found 

between self and friend reported depression using the CDI, particularly for girls and 

youth in close friendships.    

 The high correlations between self-report measures such as the CDI and 

measures of anxiety (Finch, Lipovsky, & Casat, 1989; Reynolds, 1987)  and the failure 

of the CDI to discriminate between depressive and other diagnoses (Kazdin, 1988) 

further suggests that the sole use of self-report questionnaires to measure depression is 

not ideal.  Some researchers recommend that self-report scales be used for rapid 

assessment of symptoms and large-scale screening rather than the identification of 

clinically depressed youth (Beck, Beck, & Jolly, 2001; Reynolds, 1986).  Clinical 

interviews using both self and parent report can more accurately discriminate between 

depressive and other disorders, but require considerable time to administer.  A multiple 

gate procedure using multiple methods presents an effective way to efficiently, but 

accurately, identify clinically depressed children and adolescents in the school setting.   

 Reynolds (1986) recommends using three stages of assessment in a multiple 

gate procedure for identifying depressed youth in the school setting.  In the first stage, a 

school or grade-wide screening using a self-report measure of depression identifies 

children or adolescents that score above a predetermined cutoff score.  In the second 

stage, students who scored above the cutoff score are reassessed using the same 
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questionnaire 3 to 6 weeks later.  The third stage involves conducting diagnostic 

interviews with children who show clinical levels of depression in the two previous 

stages.  Such a procedure avoids identifying youth as clinically depressed who in fact 

are experiencing temporary or subclinical depression, or a different disorder.   

 Although the exclusive use of self report has also been listed as a limitation in 

countless articles and chapters (e.g., Cole & Turner, 1993, Cummings, DeArth-Pendley, 

Schudlich, & Smith, 2001; Robinson, Garber, & Hilsman, 1995; Turner & Cole, 1994), 

the majority of the literature on depression, stress, and cognition continues to be 

conducted without the use of clinical interviews or multiple informants.  The current 

study used Reynold’s procedure.  After the first year of data collection, a modification 

was made at the second gate of assessment. A brief symptom interview using DSM-IV 

criteria with youth that score above the cutoff replaced the second administration of a 

self-report questionnaire.  The symptom interview took place on the same day of the 

school-wide assessment.  This modification was implemented in order to more 

accurately determine which youth were experiencing enough clinically significant 

symptoms to warrant a diagnostic interview.  The modification was also implemented 

for ethical reasons; a brief symptom interview often reveals previously unreported 

suicidal ideation or plans, self-damaging behaviors, and reports of abuse.  It would be 

unethical to permit youth who are experiencing such significant distress to wait for a 

more comprehensive assessment.   

Summary and Conclusions Regarding Depression in Youth 

Despite variability, there seem to be several trends in the prevalence and course 

of depressive disorders in youth.  First, early onset of depression is associated with a 

more protracted course and more interpersonal difficulties throughout the lifespan.  

Second, rates of depressive disorders increase significantly in the transition from 
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childhood to adolescence.  Third, the prevalence of depression is equal between genders 

until puberty, after which females are twice as likely to suffer from depression as males.  

The trends in epidemiology and course of depression in youth call for a closer look at 

models that seek to explain the etiology and maintenance of depression in youth, 

particularly in girls, and particularly around the time of puberty.   

Due to the subjective nature of depression, assessment of depressive disorders in 

youth can be a difficult undertaking.  Self-report measures, although efficient, have not 

been shown to discriminate between depressive and anxiety disorders and are not 

sufficient for a diagnosis (Beck et al., 2001).  Diagnostic interviews have the potential 

to integrate self and parent reports and provide a means for differential diagnosis; 

however, diagnostic interviews require substantial time and training (Reynolds, 1986).  

A multiple-gate procedure such as the one proposed by Reynolds (1986) balances 

efficiency and accuracy and integrates the child’s report with data from parents.   

Gender and Depression in Youth 

Prevalence and Course 

Before adolescence, approximately equal numbers of boys and girls experience 

depression.  However, after puberty, girls are twice as likely to experience depression as 

boys (Birmaher et al., 1996; Poznanski & Mokros, 1994; Stark et al., 2000).  Gender 

has a unique effect on adult psychosocial outcomes of individuals with adolescent-onset 

depression.  For women, depression in adolescence is associated with hospitalization, 

abuse of tranquilizers, school dropout, and marital distress (Kandel & Davies, 1986).  In 

adolescence, females consistently score higher on measures of emotional distress, 

particularly depression (e.g. Casper, Belanoff, & Offer, 1996).  Girls begin to report 

higher levels of depression than boys sometime between the ages of 11 and 15 (e.g. Ge, 
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Conger, & Elder, 2001; Hankin et al., 1998; Twenge & Nolen-Hoeksema, 2002; Wade, 

Cairney, & Pevalin, 2002).   

Findings regarding the course and severity of depression with respect to gender 

differences are mixed.  Some literature has reported that females experience more 

severe symptoms (Kandel & Davies, 1982), more persistent symptoms (Rushton, 

Forcier, & Schectman, 2003), and a different pattern of symptoms (Ostrov, Offer, & 

Howard, 1989; Casper et al., 1996) than males.  Other studies using diagnostic 

interviews have found no gender differences in the severity of depressive symptoms or 

likelihood of having recurrent episodes (Hankin et al., 1998).  In a clinically referred 

sample, Kovacs (2001) did not find gender differences in terms of age of onset for 

initial or recurrent episodes, rate of recovery, comorbid disorders, or specific symptom 

profiles.  Kovacs (2001), in her discussion, notes that many studies reporting significant 

gender differences have been from large-scale community studies utilizing self-report 

questionnaires that have found small differences of questionable clinical significance.  It 

is possible that the gender difference in general symptom severity and prevalence found 

in community samples does not translate to a gender difference in the severity of 

depressive disorders in a clinical sample. 

The Unique Psychosocial Context of Pre- and Early Adolescent Girls 

Gender and Vulnerability to Depression 

Although the mechanisms through which the gender difference in depression 

emerges are still unknown, several authors (e.g. Hankin & Abramson, 2001; Nolen-

Hoeksema & Girgus, 1994) have generated hypotheses regarding the emergence of the 

gender difference in depression.  The models that have the most empirical evidence are 

models which discuss vulnerabilities and stressors unique to girls within a diathesis-

stress framework (e.g. Hankin & Abramson, 2001; Nolen Hoeksema & Girgus, 1994).  
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These models are supported by evidence that girls have more cognitive, biological, and 

interpersonal vulnerability factors prior to adolescence and face more stressful events 

during the transition to adolescence than boys, leading to higher rates of depression in 

girls in adolescence.   

A ruminative style of coping with stressors is both linked to depression and is 

more present in females than males (Nolen-Hoeksema, 1987).  Females, when faced 

with stress, are more likely to ruminate about their depressed mood and its cause than to 

actively attempt to solve the problem, whereas males are more likely to attempt to 

actively cope with a stressor or take a problem-solving approach.  Nolen-Hoeksema 

(1987) argues that women are socialized to use this coping style because of gender role 

stereotypes associated with emotionality.  In the transition from childhood to 

adolescence, an increased identification with stereotypical gender roles leads girls to 

become less instrumental and more expressive (Hill & Lynch, 1983).  A lack of 

instrumentality has been shown to be associated with depression (Marcotte, Alain, & 

Gosselin, 1999; Peterson, Sarigiani, & Kennedy, 1991).  Findings regarding rumination 

and a lack of instrumentality in females may elucidate the tendency for adolescent girls 

to rate negative events as more stressful than boys (Rudolph & Hammen, 1999).  

Compared to boys, girls may not have the active coping skills to effectively cope with 

negative events, and therefore experience them as more stressful.  A more negative way 

of thinking about causes of stressful events, and more negative thoughts about the self 

in response to a negative event, has been found in adolescent females (Hankin & 

Abramson, 2002).  Hankin and Abramson (2002) also found this difference in cognitive 

style to mediate the gender difference in depressive symptoms that they found in their 

study.  Further, Abela (2001) found a pessimistic cognitive style about the self, or a 

tendency to infer negative things about the self, to interact with the occurrence of 
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negative life events to predict depression in elementary and middle school girls, but not 

boys.  Girls have also been found to rate themselves as less competent than their peers, 

teachers, and parents rate them, while boys’ ratings of their competence is generally 

higher than other informers’ ratings (Cole, Jacquez, & Maschman, 2001).   

Depressive symptoms can occur in response to negative social interactions, 

especially for individuals who put a particular importance on relationships with others 

(Hammen, 1999).  The greater need for affiliation that is present in females has been 

conceptualized as a vulnerability factor in depression (Hankin & Abramson, 2001).  A 

loss of interpersonal connectedness with others through interpersonal rejection and 

conflict can be considered both a vulnerability factor and a stressor.  Girls are more 

likely than boys to base their self-esteem and self-worth on relationships with others 

and on others’ judgments of appearance and behavior, making them more likely to be 

depressed when rejected (Nolen-Hoeksema & Girgus, 1994).    

Puberty and Body Dissatisfaction 

The relationships between gender, puberty, body dissatisfaction, and depression 

are important to consider when studying the psychosocial context of pre- and early 

adolescent girls.  Girls reach puberty earlier than boys and in general are less satisfied 

with the changes associated with puberty.  Girls who mature early, or experience 

menarche at an earlier age than their peers, are more likely experience psychopathology, 

particularly depression, and remain depressed for longer periods of time (Peterson et al., 

1991; Graber, Lewinsohn, Seeley, & Brooks-Gunn, 1997; Ge et al., 2001; Stice, 

Presnell, & Bearman, 2001).  According to self-report, being “on time” with regard to 

puberty is more important to girls than to boys (Siegal, Yancey, Aneshensel, & Schuler, 

1999).  In a longitudinal study, Peterson and colleagues (1991) found that a higher 
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prevalence of depression in adolescent girls is related to the simultaneous onset of 

puberty and school change, an experience that most boys do not have.    

Body dissatisfaction becomes prevalent in early adolescence, particularly for 

girls, and is strongly linked to depression.  For girls, confidence in appearance is the 

most important contributor to self-worth, while for boys, confidence in abilities is most 

important (American Association of University Women, 1992).  Some studies have 

found that body image mediates the relationship between gender and depression (Siegal 

et al., 1999; Hankin and Abramson, 2001; Siegal 2002).  Body image, body mass, and 

dieting behaviors have been found to mediate the relationship between early menarche 

and depression (Stice et al., 2001), suggesting that the dissatisfaction with physical 

changes associated with puberty is an important mechanism of risk for depression.  In 

terms of gender differences in body dissatisfaction, researchers have found that girls 

generally strive for a thin ideal, feel more negatively about their bodies, and rate their 

bodies as larger than ideal (Kostanski & Gullone, 1998), while boys are more realistic 

about and satisfied with their body size (Allgood-Merten, Lewinsohn, & Hops, 1990; 

Richards, Boxer, Petersen, & Albrecht, 1990).  Perceived body dissatisfaction is more 

central to the prediction of depression in girls than actual body size and weight 

(Kostanski & Gullone, 1998; Stice & Bearman, 2001).  Pressure to be thin and an 

internalization of a thin body as an ideal body are related to later body dissatisfaction in 

early adolescent girls (Stice & Bearman, 2001).  Girls who mature early are particular 

risk for depression if they have experienced pressure to be thin or have internalized a 

thin ideal body and are gaining weight while their on-time peers are not.  

Interpersonal Stress 

Females report more stress in general (Wagner & Compas, 1990), more 

interpersonal stress specifically (Hammen, 1991; Rudolph & Hammen, 1999), and are 
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more upset by stressors (Rudolph & Hammen, 1999).  Furthermore, stress is a stronger 

predictor of depressive symptoms for girls than for boys (Rudolph & Hammen, 1999; 

Schraedley, Gotlib, & Hayward, 1999). Hankin and Abramson (2001) suggest that girls 

encode negative events in more detail, a tendency which may derive from parent 

socialization of girls to talk more about emotions, especially sadness.  Interpersonal 

stress is associated with higher depression and lower self esteem for adolescent girls but 

not boys (Moran & Eckenrode, 1991; Rudolph et al., 2000).  Depressed female 

adolescents (Rudolph & Hammen, 1999; Rudolph et al., 2000) and adults (Hammen, 

1991) experience interpersonal stress at a higher level and report to be more distressed 

by interpersonal conflict.  When faced with interpersonal stressors, girls may ruminate 

and blame themselves for their perceived incompetence (Rodolph & Hammen, 1999).   

A growing body of literature has linked depression to relational aggression, a 

form of aggression common in females that seeks to harm others by damaging 

interpersonal relationships (Crick & Grotpeter, 1995).  The tendency for females to use 

interpersonal relationships as a medium through which to hurt peers (Crick & Grotpeter, 

1995) seems fitting given that a stronger need for closeness and affiliation emerges in 

adolescence, particularly in adolescent girls.  This type of behavior peaks during middle 

school and can be conceptualized as a considerable source of interpersonal stress in pre- 

and early adolescence for both victims and perpetrators of relational aggression.  

Targets of relational aggression are denied the opportunity to satisfy needs for closeness 

and affiliation.  Individuals that engage in relational aggression are rejected by peers 

and romantic partners for their aggressive behavior (Hankin & Abramson , 2001).  

Depression, peer rejection and relational aggression have all been linked with each 

other.  Both bullies and victims of relational aggression are more likely to be depressed 

and rejected by peers (Crick & Grotpeter, 1995; Prinstein, Boergers, & Vernberg, 2001; 
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Slee, 1995), and girls who are rejected by their peers are more likely to be depressed 

(Bell-Dolan, Foster, & Smith Christopher, 1995).  There seems to be a reciprocal 

relationship between internalizing symptoms and rejection by peers (Hodges & Perry, 

1999).  Girls who are depressed may be targeted for rejection because of their socially 

unskilled behavior, depressed appearance, and withdrawal.  Conversely, rejection, or a 

perception of rejection, leads to negative thoughts about the self and depressive 

symptoms.  

Summary and Conclusions from Research on Gender and Depression 

Research on the etiology of depression in youth has consistently found a 

tendency for girls to begin reporting more depressive symptoms than boys in early 

adolescence.  Further, research has shown that pre and early adolescent girls experience 

a unique psychosocial context with specific vulnerabilities and stressors, particularly 

related to interpersonal relationships.  These vulnerabilities and stressors could account 

for a greater prevalence in depressive symptoms in adolescent girls compared to boys.  

Girls tend to experience more stress in the context of peer and family relationships, 

ruminate about stressors, and make negative inferences about the self following 

stressors.  These trends signal a need to target more research toward the interpersonal 

environment, cognitive variables, and etiology of depression in pre- and early 

adolescent girls. 

Family Characteristics and Depression in Youth 

Parent Psychopathology 

 A robust finding in the depression literature is the link between parent 

psychopathology and childhood depression.  By the age of 20, the child of a parent with 

an affective illness has a 40 percent chance of experiencing an episode of major 

depression; this risk increases to 60 percent by the age of 25 (Beardslee, Versage, & 
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Gladstone, 1998).  In general, children of affectively ill parents are at greater risk for 

depression (Beardslee et al., 1998; Gordon et al., 1989; Warner et al., 1992; Weissman,  

et al., 1997), have more severe and protracted episodes (Beardslee et al., 1998, 

Weissman et al., 1997), are more likely to have co-morbid disorders (Hammen & 

Brennan, 2001), and are more likely to have interpersonal problems (Hammen & 

Brennan, 2001, Weissman et al., 1997).  Some research indicates earlier age of onset 

and more severe episodes in depressed children of depressed parents (Beardslee et al., 

1998), but studies have found contrary evidence in at-risk (Hammen & Brennan, 2001) 

and clinical (McCauley et al., 1993) samples. 

 Most of the research on parent psychopathology and depression has focused 

specifically on maternal depression.  Less research exists on paternal depression or 

other forms of parent psychopathology.  Hammen and colleagues (e.g., Gordon et al., 

1989; Hammen, Burge, & Stansbury, 1990; Hammen & Brennan, 2001) have 

investigated differences between children of depressed, bipolar, chronically ill, and 

normal mothers, and have begun to look at psychopathology in fathers.  Hammen and 

colleagues’ research on maternal diagnostic groups has found higher rates of depression 

in children of depressed mothers as compared to the other groups (Hammen et al., 1990; 

Gordon et al., 1989).  Further, mothers with unipolar depression were more critical, off 

task, and less productive when interacting with their children (Gordon et al., 1989), and 

the influences between maternal and child characteristics were bidirectional (Hammen 

et al., 1990).  Other research, based on a large community sample of adolescents in 

Australia, found unique interpersonal difficulties in depressed children of depressed 

mothers compared to depressed children of non-depressed mothers.  Specifically, 

depressed children of depressed mothers reported worse social functioning and family 

relationships, more social conflict, and more negative self-perceptions with respect to 
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establishing and maintaining friendships (Hammen & Brennan, 2001).  In research with 

clinical samples, poor family environment at the beginning of treatment has been found 

to predict poor future psychosocial functioning (McCauley et al., 1993).  Thus, the risk 

for and features of depression may be different for children of depressed parents in 

comparison to children of healthy parents or parents with different disorders. 

 Less research exists on paternal psychopathology, which is unfortunate given 

the importance of the father-child relationship, particularly for girls (Peterson et al., 

1991).  Brennan, Hammen, Katz, and LeBrocque (2002) investigated the role of both 

maternal and paternal psychopathology in predicting adolescent diagnostic outcomes in 

Australia.  While maternal depression was related to all youth diagnoses as assessed by 

diagnostic interview, paternal depression was only related to externalizing disorders, 

suggesting that paternal depression does not carry the same risk as maternal depression.  

Paternal substance abuse, however, had a moderating effect between maternal 

depression and youth depression; only when paternal substance abuse was present was 

the relationship between maternal depression and youth depression significant.  These 

recent findings mark a need for future research to expand from exclusively investigating 

maternal depression by including other caregivers and other kinds of psychopathology. 

Family Environment of Depressed Youth 

 Authors in the field of families and depression in youth have called for research 

to look at the broader family climate and its role in the risk for depression in children 

(e.g., Cummings et al., 2001; Stark et al., 1990).  Family environments of depressed 

children have less cohesion, communication, and social recreational activity and more 

control, conflict, and expressed emotion than families of normal children (Barrera & 

Garrison-Jones, 1992; Cole & McPherson, 1993; Jewell & Stark, 2003; Kaslow et al., 

1988; Ostrander & Weinfurt, 1998; Puig-Antich et al., 1985a, Puig-Antich et al., 1985b; 
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Stark et al., 1990).  Observed interactions between depressed young children and their 

parents have been found to include more negative and less positive behaviors than those 

of children with few symptoms (Messer & Gross, 1995).  Further, depressed children 

are less likely to reciprocate positive behaviors from family members and more likely to 

respond negatively to their parents’ neutral behavior.  Parents of depressed children 

were observed to respond to positive behaviors from the child with negative behaviors 

such as criticizing, ignoring, and disapproving.  Repeated exposure to family conflict 

appears to make children more sensitive and reactive, as opposed to desensitized, to 

conflict (Cummings & Davies, 1994; Davies & Cummings, 1998).  Further, nonverbal 

expressions of anger such as the silent treatment, which are characteristic of families 

with a depressed parent, appear to promote more internalizing coping styles that prevent 

young children from learning to cope with their feelings actively (Cummings & Davies, 

1994).   

 Depression is associated with impaired parent-child relationships throughout the 

developmental trajectory.  Depressed adolescents and their parents report less 

communication, sharing of thoughts and feelings, and warmth, and more tension and 

hostility than non-depressed adolescents and their parents (Puig-Antich et al., 1993).  

Further, depressed adolescents with poor relationships with their parents were more 

likely to also have poor peer relationships and school performance than depressed 

adolescents with more open, supportive, and cohesive parent-child relationships.  

Research with college students indicates that family relationships during childhood have 

long term implications for adjustment.  Fathers’ emotional acceptance predicted the 

likelihood of undergraduate students developing a depressive disorder from initial 

measurement to a two year follow-up.  This relationship was partially mediated by 

cognitive vulnerability (Alloy et al., 2001).  Additionally, parent feedback about the 
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causes and consequences of events predicted depression; students whose parents 

provided feedback during childhood that the causes of negative events were global and 

stable and that negative consequences would ensue were more likely to be depressed in 

young adulthood.   

Parental Psychopathology, Family Environment, and Depression 

 Researchers acknowledge that the link between parental psychopathology and 

childhood depression is more than a genetic link (Cummings & Davies, 1994).  Parental 

depression likely influences a number of factors that put children at risk for depression, 

including insecure attachment, marital discord, and inconsistent and ineffective 

parenting, which in turn influence risk for depression.  Parental rejection, hostility, 

inattention, low involvement, and lack of affection characterize families of depressed 

children (Orvaschel, Weissman, & Kidd, 1980).  Parent depression likely increases the 

probability that a parent will have these characteristics, which in turn influence the risk 

for depression.  To explore this likelihood, more research is needed on the inter-

relationships of parental psychopathology and marital conflict, poor parenting, and 

family environment, and the pathways between these variables and depression in 

children and adolescents.   

 Existing research on such inter-relationships suggests that impairment in family 

functioning and relationships is the mechanism through which parental 

psychopathology increases the risk of depression in youth (Beardslee et al., 1998; 

Brennan et al., 2002).  Genetic factors, marital difficulties, poor parenting, and the 

severity and chronicity of the parent’s disorder have been found to account for the 

greater vulnerability to depression in children of depressed parents (Beardslee et al., 

1998).  Chronic family stress (Brennan et al., 2002) and expressed emotion in the 

family (Nelson, Hammen, Brennan, & Ullman, 2003) have also been found to mediate 
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the relationship between parental psychopathology and youth depression (Brennan et 

al., 2002).  Similarly, family discord has been found to mediate the relationship between 

maternal depression and depression, delinquency, and alcohol abuse for adolescent girls 

(Davies & Windle, 1997).  Specifically, a critical environment was found to mediate the 

relationship between maternal depression and both internalizing and externalizing 

symptoms in adolescents.  Thus, it is probable that parent psychopathology affects 

youth depression partially through the mediating factor of the functioning of the family 

system.  

 Conversely, healthy and supportive family relationships can buffer the risk of 

depression in children of depressed parents.  In all families, positive family 

relationships serve as protective factors in children’s adjustment (Peterson et al., 1991) 

and lead to the development of adaptive coping resources and higher self esteem in 

youth (Sheeber & Sorensen, 1998).  For families with a depressed parent, positive 

parenting factors such as low psychological control, high warmth, and an appropriate 

level of involvement can buffer children from developing a depressive disorder 

(Brennan, LeBrocque, & Hammen, 2003).  Further, risk for depression in children of 

depressed parents can be reduced by intervening with families with a depressed parent 

and promoting resilience in their children (Beardslee, Versage, Wright, Salt, Rothberg, 

Drezner, & Gladstone, 1997).  Thus, the risk of childhood depression may be reduced in 

families with a depressed parent if the family system is healthy.   

Family and Gender 

 Building on the literature discussed previously on the unique interpersonal 

context of pre- and early adolescent girls, there is empirical evidence that the family 

plays a different role in the psychosocial development of boys and girls.  In 

adolescence, the family plays a greater role in girls’ social and emotional adjustment, 
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while peers play a greater role in boys’ adjustment (Kavanagh & Hops, 1994).  

Fergusson and colleagues (Fergusson, Horwood, & Lynskey, 1995) found the 

relationship between maternal depression and depression in girls aged 8 to 13 was 

mediated by pre-existing family adversity such as life events, marital conflict, and 

social economic status.  This relationship was not found in boys of the same age group 

(Fergusson et al., 1995).  Research also suggests that fathers’ behavior impacts the 

adjustment of girls to a greater degree than boys.  A positive relationship with one’s 

father protects early adolescent girls from stress and the development of a depressive 

disorder (Peterson et al., 1991), and negative behavior from fathers leads to reports of a 

non-nurturing home context for girls but not boys (Kavanagh & Hops, 1994).   

 Perceived messages about the self, world, and future from parents have been 

found to be related to children’s own thoughts about themselves, the world, and their 

future, and the severity of their depressive symptoms.  While messages from mothers 

predicted the cognitive triad and severity of depressive symptoms for both boys and 

girls, messages from fathers only predicted the cognitive triad and severity of symptoms 

for girls.  Moreover, the perceived messages from fathers accounted for a greater 

percentage of variance in the cognitive triads of girls than did messages from mothers 

(Stark, Schmidt, & Joiner, 1996).  In other words, fathers had a greater impact on girls’ 

reports of thoughts about themselves, others, and the future, than did mothers.  Mothers’ 

behavior also plays a large role in the adjustment of girls.  In a study of Mexican 

American pre-adolescent children, girls who experienced their mothers as controlling 

reported more depressive symptoms after puberty, while girls who perceived that their 

mothers were supportive of their autonomy did not experience as many symptoms 

following puberty (Benjet & Hernandez-Guzman, 2002).   
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 Family stress may also lead to different psychological outcomes in boys and 

girls.  Compton, Snyder, Schrepferman, Bank, and Shortt (2003) found that boys 

become more aggressive and girls become more passive in response to coercive family 

patterns.  This suggests a tendency for girls to respond to family conflict with 

internalizing behaviors, while boys respond with externalizing behaviors.  Research has 

also found that depressed mothers tend to seek comfort from their daughters rather than 

their sons, which may lead to daughters acting as caretakers and learning depressed 

behavior from their mothers (Cummings & Davies, 1994). In fact, maternal depression 

has been found by some researchers to predict depression in daughters aged 8 to 13, but 

not sons (Fergusson, Horwood, & Lynskey, 1995).  It is possible that parent 

psychopathology and family conflict is particularly distressing for girls because of the 

importance of relationships to girls in this age group and the tendency to internalize and 

ruminate about stressors rather than actively cope with stress.   

Specificity of Family Environment to Depression 

 Although there appears to be a clear link between parent psychopathology, 

family environment, and depression, much of the research has been done comparing 

depressed and control groups.  There is research to suggest that the risk associated with 

poor family environment and parent psychopathology is not specific to depression.  

Asarnow and colleagues (Asarnow, 1992, Asarnow, Carlson, & Guthrie, 1987) found 

that depressed inpatient children did not perceive their family environments as more 

negative than other diagnostic groups.  They did find that suicidal children viewed their 

families as less cohesive, more conflictual and less controlled than non-suicidal 

children, but this finding not specific to depressive diagnoses.  Jewell and Stark (2003) 

found that the family environments of conduct disordered and depressed children from a 

residential treatment center were similar in many domains of family environment and 
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family functioning.  Other research, however, has found specificity of certain elements 

of family environment to depression.  Compared to anxious children, depressed children 

have been found to have less trust, loyalty, and respect for their families, be less 

satisfied with the level of social support from their families, and view their families as 

less adaptable, than anxious children (Kashani, Suarez, Jones, & Reid, 1999).  Stark and 

colleagues (1990) found that although internalizing disorders were associated with 

poorer functioning on a number of variables as compared with control children, family 

environments were different between depressed, anxious, and depressed-anxious 

children.  Depressed children reported more enmeshment and lower levels of 

democracy within the family.  Depressed-anxious children reported that their families 

were less democratic, social, religious, and active and more conflictual than anxious 

children.  Thus, although a generally poor family environment has been found for 

psychopathology in general, there seem to be elements of family environment that are 

specifically related to depression in youth. 

Assessment of the Family  

 Assessment methods for family context fall under the general categories of self-

report questionnaires, interviews, and observations.  Interviews involving the whole 

family system are typically used as an assessment technique in clinical practice and are 

useful to define treatment goals and observe family interactions (Carlson, 1990).  

Interviews used for research purposes are typically completed with the child and parent 

separately and assess for a number of psychosocial stressors.  Semi-structured 

interviews have been developed by researchers to assess stress in multiple interpersonal 

domains, including family and peers.  Examples are the Psychosocial Schedule for 

School-Aged Children (PSS; Lukens, Puig-Antich, Behn, Goetz, Tabrizi, & Davies, 

1983), and interviews developed and used by Hammen and colleagues to assess life 
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stress in several domains including close friendships, family relationships, academic 

performance, school behavior, romantic relationships, and social life (e.g., Brennan et 

al., 2002; Hammen & Brennan, 2001; Nelson et al., 2003).  These interviews have been 

found to be reliable and valid measures of stress within multiple interpersonal domains. 

 Observation has been described as a more objective tool than self-report; 

however, in order for observational methods to be reliable and valid measures of family 

functioning, they require extensive time, training, and labor (Carlson, 1990, Margolin et 

al., 1998).  In fact, Margolin and colleagues (1998) warn that “collecting, coding, and 

interpreting observational data on marital and family units is a massive undertaking” (p. 

195).  Furthermore, while observations seem to be more useful in measuring contextual 

factors related to changes in behavior, self-report may be more useful to measure family 

members’ general impressions of the presence and intensity of certain behaviors, such 

as conflict, across different situations (Margolin et al., 1998; Schumm, 2001).  

 Observational techniques have been reported to be more useful for coercive 

family environments of children with conduct disorder and aggressive behavior than 

families with a depressed child (Carlson, 1990; Donenberg & Weisz, 1997; Pavlidis & 

McCauley, 2001). Results of a naturalistic observational study of mothers and 

depressed children (Messer & Gross, 1995) and laboratory observations of depressed 

mothers and their children (Gordon et al., 1989; Hammen et al., 1990) have found more 

negative behaviors in both the children and their parents as compared to mothers of 

non-depressed children, but small sample sizes make these results difficult to interpret.  

Thus, it is unclear whether observation is a powerful method of measuring family 

functioning in families of depressed children.   It is possible that families of depressed 

children or parents are characterized by more covert behaviors that are difficult to detect 

in observations. 
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 Self-report questionnaires offer a relatively efficient and accurate method of 

assessing family context.  Although a multitude of measures have been developed to 

assess family context, many of these measures are only appropriate for use with adults 

or adolescents and generally have been driven by specific theories of family functioning 

(Schumm, 2001).  For example, The Family Environment Scale (FES; Moos & Moos, 

1981) measures the family’s social climate, the Family Assessment Measure (FAM, 

Skinner, Steinhauer, & Santa-Barbara, 1983) measures a process model of family 

functioning, and the Family Adaptability and Cohesion Evaluation Scales III (FACES 

III; Olson, Portner, & Lavee, 1985) measures the family as a system that varies across 

the dimensions of adaptability and cohesion.  Although these three measures are driven 

by different underlying theories and conceptualizations of the family, they have 

similarities in some of their broad dimensions.  For example, each measures cohesion, 

control, and communication (Gondoli & Jacob, 1993).  Bloom (1985) created a measure 

called the Self Report Measure of Family Functioning from items of the FES, FACES 

III, FAM, and Family-Concept Q Sort (FCQS; van der Veen, 1965), resulting in a 

measure with three dimensions (relationship, value, and system maintenance) and 

several subscales.  The relationship dimension measures the extent to which family 

members feel close to one another, have open expression, feel that they belong to their 

family, and the amount of conflict that is present.  The value dimension includes the 

family’s orientation toward social recreational, intellectual-cultural, and religious 

activities and values.  The system maintenance dimension includes information about 

the structure and organization within the family, including styles of decision making, 

rule-making, and punishment, as well as locus of control for the family and 

enmeshment. 
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 The challenge faced by the researcher interested in youth’s perspectives of 

family context is finding a psychometrically sound measure that is appropriate for 

younger children and measures a variety of variables of family functioning.  The Self 

Report Measure of Family Functioning was adapted and revised by Stark and 

colleagues for children and adolescents (Stark et al., 1990).  This measure offers 

researchers a method of evaluating youth’s perspectives of the dimensions of family 

functioning common across family theories. 

Summary and Conclusions Regarding Family Variables and Depression in Youth 

 A robust finding in childhood depression research is the increased risk of 

depression in children of parents with an affective disorder.  Although there is research 

that demonstrates an increased risk for depression in children of depressed parents 

compared to children of nondepressed parents, bipolar parents, and medially ill parents, 

it remains unclear whether the risk is from parent depression or general 

psychopathology.  Family environments of depressed children have less cohesion, 

support, communication, and social recreational activity and more control, conflict, and 

expressed emotion than families of normal children (Kaslow et al., 1994, Ostrander & 

Weinfurt, 1998).  Parental depression may directly influence a number of factors that 

put children at risk for depression, including insecure attachment, marital discord, and 

inconsistent and ineffective parenting, which in turn influence the risk for depression.  

Many researchers suggest that an impairment in family functioning and relationships is 

the mechanism through which parental psychopathology increases risk of depression in 

youth (Beardslee et al., 1998; Brennan et al., 2002, ).  The family is a particularly useful 

place to look for a pathway to depression for girls, given their vulnerability to 

interpersonal stress and sensitivity to perceived family messages, particularly from 

fathers.  Furthermore, there is evidence to suggest that family stress leads to 
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internalizing symptoms in girls and externalizing symptoms in boys (e.g., Compton et 

al., 2003).  Thus, it would be beneficial for research to explore more specific pathways 

between family environment and depression for female youth.   

Cognitive Diathesis-Stress Theories of Depression 

 The cognitive behavioral model of depression is conceptualized within an 

information processing perspective (Ingram & Kendall, 1986; Turk & Salovey, 1985).  

This perspective seeks to understand human behavior by looking at higher mental 

processes and views humans as “active (and selective) seekers, creators, and users of 

information” (Turk & Salovey, 1985, p. 2).  Behavior is the result of an interaction 

between the events that occur in the individual’s environment, the way that the 

individual cognitive processes those events, and their reactions to the events.  Since 

cognitive variables, such as schema and cognitive style, vary in the negativity of their 

content and processes, they can serve as vulnerability factors, or on the other hand 

protective factors, as individuals experience their environment.  Cognitive theories of 

depression (Abramson et al., 1989; Beck, 1987) conceptualize these variables as 

diatheses that interact with the perceived stressful events to produce depression. 

Beck’s Cognitive Triad 

 Aaron Beck’s (1967) cognitive model of depression is based on the concept of 

schemata, which are cognitive structures that break down incoming information into 

meaningful pieces of information and allow the individual to selectively attend to 

certain stimuli in the environment.  These structures allow individuals to make 

hypotheses about the self, world, and future and make it easier for individuals to 

identify information, fill in missing information, and select a behavioral plan.  These 

schemata allow for a more efficient way to organize and process information, but the 

tradeoff is the opportunity for the development of distortions and maladaptive biases 
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that lead to symptoms of depression (Hollon & Kriss, 1984).  Normally, a schema is 

activated by information in the environment that is congruent with that schema, and this 

is an accurate representation of reality.  Depressed individuals, on the other hand, will 

distort information from the environment so that it is congruent with their schemata, 

resulting in an inaccurate representation of reality.   

Beck (1967) posits that individuals are consistent in the way that they respond to 

similar types of events, and that depression results from a negative triad of schemas 

including a negative view of the self, the world, and the future.  Beck’s model proposes 

that dysfunctional cognitive structures, namely schemata, are central causal factors in 

the development of depression.  The depressed individual views his or her world as 

defeating and burdensome, views him or herself as flawed, deficient, unworthy, and 

believes that his or her suffering and hardship will continue indefinitely.  The cognitive 

theories of depression posit that negative beliefs cause depressed individuals to process 

information from the environment in ways that are consistent with these beliefs, leading 

to symptoms of depression.     

Distorted cognitive schemata develop from early negative experiences and cause an 

individual to become conditioned to similar situations, making similar inferences, 

attributions, and behavioral responses (Beck, 1967).  The individual’s core beliefs are 

maintained through distorted cognitive processes, causing depressive symptoms to 

continue and worsen.  The individual perceives that he or she lacks something that is 

necessary for happiness, for example competence, attractiveness, or status, and makes 

inferences from life situations based on distorted perceptions (Beck, Rush, Shaw, & 

Emery, 1974).   
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Helplessness/Hopelessness Theory 

While schema are the central feature of Beck’s theory, attributions, or cognitive 

products that result from the interaction of incoming information and cognitive 

structures, are the central feature of the learned helplessness and hopelessness theories 

(Ingram, Miranda, & Segal, 1998).  These theories posit that when faced with 

comparable stress, cognitively vulnerable individuals are more likely to become 

depressed than individuals without such vulnerability (Abramson, Alloy, & Metalsky, 

1988; Abramson et al., 1978).  Vulnerability, with origins in schizophrenia research, 

was originally conceptualized as genetic risk.  Currently, cognitive vulnerability is 

conceptualized as learned or acquired ways of thinking that are fairly stable and 

resistant to change (Ingram et al., 1998).  The definitions of stress vary across studies, 

but most researchers conceptualize stress as the occurrence of specific major life events, 

or the accumulation of daily hassles (Lazarus & Folkman, 1984).  Ingram and 

colleagues (Ingram et al., 1998) conceptualize stress as life events that disrupt the 

physiological, cognitive, and emotional functioning of the individual.   

The reformulated learned helplessness theory (Abramson et al., 1978) proposes 

that pessimistic attributional styles and stressful life events directly contribute to and 

interact to cause learned helplessness, a subtype of depression.  Attributional styles are 

habitual ways of explaining the causes of negative events.  Individuals with a 

pessimistic attributional style habitually explain the causes of negative events as 

internal, global, and stable.  Following the occurrence of a perceived stressful event, an 

individual with a pessimistic attributional style is likely to make internal, global, and 

stable inferences about the causes of the event.  These attributions increase the 

likelihood that that the individual will develop helplessness expectancies, which is the 
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belief that he or she does not have control over the occurrence of future events, and 

become depressed.   

The hopelessness theory of depression (Abramson et al., 1989) is a diathesis-

stress theory that elaborates on the learned helplessness theory of depression.  Like 

learned helplessness, hopelessness depression is hypothesized to be a specific subtype 

of depression.  Three cognitive styles, habitually pessimistic ways of making inferences 

about causes, consequences, and the self, are posited as the diatheses in hopelessness 

theory.  Negative life events are proposed as the stress in the diathesis-stress interaction.  

Abramson and colleagues (1989) posit that following the perceived occurrence of 

negative events, individuals typically make inferences about the causes of the event, 

consequences of the event, and inferences about one’s personal characteristics.  

Individuals that habitually attribute negative events to global and stable causes, infer 

that adverse consequences will follow the event, and/or make negative inferences about 

one’s self-worth, personality, and competence are more likely to become hopeless 

following a stressful experience.  Hopelessness involves both the expectation of 

negative events and a belief that one is helpless to stop negative events. Hopelessness is 

viewed by this theory as a proximal sufficient cause of hopelessness depression.  

Symptoms of hopelessness depression include psychomotor retardation, sad affect, 

suicidal ideation, lack of energy, apathy, and sleep disturbance.  Testing the diathesis-

stress component involves demonstrating the interaction of negative life events and the 

cognitive styles hypothesized by hopelessness theory to predict symptoms of depression 

(Abramson et al., 1988).   

Cognition, Development, and Depression 

 Cognitive diathesis-stress theories are based on adult models of the etiology of 

depression.  Although development occurs across the lifespan, the hopelessness model 
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of depression assumes that cognitive styles have become stable and relatively resistant 

to change, based on previous learning and experience. Children are in the process of 

developing cognitive structures through ongoing experience with their interpersonal 

environment.  When conceptualizing a model such as the hopelessness model in 

children and adolescents, it is appropriate and necessary to explore the normative 

development of cognitive structures and the role of feedback from the interpersonal 

environment and messages from significant others on the development of cognitive 

styles.  

Development of Beliefs about the Self 

 Central to cognitive theories of depression are beliefs about the self.  Early 

research on the development of self-concept found that generally, children develop from 

describing themselves with concrete, observable attributes as young children, to 

describing themselves with more abstract and psychological terms as they begin to use 

formal operational thought (Rosenberg, 1979).  As children develop, they are able make 

inferences about their competence and worth.  With increasing age and development, 

the self becomes more integrated as well as differentiated, and children begin to use 

more psychological and cognitive dimensions in their conception of themselves (Harter, 

1988).  Young children seem to be capable of forming beliefs and making judgments 

about their competence in performance domains, but do not establish beliefs about their 

global self-worth until late childhood (Harter, 1985).  Beginning in the fourth grade, 

children begin to use social comparison as a means to evaluate themselves (Harter, 

1985; Harter, 1988).  Thus, it seems that pre-adolescence is a fruitful time to begin 

looking at the role of cognitive factors in the etiology of depression. 

 Children also get information about their self-worth from important others.  An 

important developmental task of childhood is to integrate the opinions of important 
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others into one’s representation of the self (Harter, 1988).  The particular group of 

individuals that they seek information from changes with age; young children look to 

parents, older elementary school age children look to peers, and adolescents look to 

their best friends for feedback about their self-worth and competence (Harter, 1985).  

This has been supported with more recent research; Cole, Jacquez, and Maschman 

(2001) found that the correlations between self-appraisals in five domains (academic 

competence, social acceptance, physical attractiveness, athletic competence, and 

behavioral conduct) and teacher, parent, and peer appraisals became stronger with age.  

Further, the authors found in a longitudinal analysis that between third and sixth grade, 

teacher and parent reports of children’s competence predicted their self-concept across 

domains.  Finally, appraisals in those five domains predicted depressive symptoms.  

Given these findings on the development of self-concept and the importance of 

feedback from significant others, it is logical that a critical, distant, or conflictual family 

environment will have negative, lasting effects on a child’s sense of self-worth. 

Development of Beliefs about Competence 

 Young children generally have positive beliefs about competence and mastery 

and are less likely to become helpless when they experience failure (Rholes et al., 

1980).  In pre-adolescence, negative inferences about mastery in the face of failure 

begins to emerge.  In a study of children of different ages, Rholes et al. (1980) looked at 

the behavior and self-report of children in failure or success conditions for a task.  In 

comparison to kindergarten, first, and third graders, fifth graders were most likely to 

become helpless and give up on the task, and were more likely to give up on the task if 

they rated their abilities as low.  Younger children, on the other hand, were more likely 

to persist on the task if they rated their abilities as low, which is commensurate with 

research indicating that younger children believe that ability is unstable and can be 
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altered with effort (Harter, 1985).  Young children do not have the experience or 

cognitive maturity to understand or make inferences about the origins of success or 

failure and do not recognize low ability as a stable cause of failure (Harter, 1985). 

 Young children also have a more global concept of ability than older children 

and adolescents, and ability is seen by young children as something that can be 

increased with effort (Stipek & MacIver, 1989).  The definition of ability becomes 

narrower with age and adolescents perceive ability as more stable trait.  Ratings of 

ability and competence generally decline with age.  In general, older age is associated 

with lower self-concept, more depressive attributional style, and more symptoms in 

clinical samples of children (McCauley, Mitchell, Burke, & Moss, 1988). 

The Context of Pre- and Early Adolescence 

 While preschool and early elementary school age children use intra-individual 

criteria such as reinforcement as criteria for their judgments of their abilities, pre-

adolescent age children begin to use social comparison to judge their abilities.  The 

social environment, particularly the school environment, changes from early childhood 

to pre-adolescence to promote the recognition of differences between individuals.  

Stipek and MacIver (1989) describe the shift in concepts of ability as a transaction 

between developmental and environmental changes.  Beginning in pre-adolescence, 

youth are more able to make social comparisons at the same time that their environment 

is supporting more social comparison and evaluation.   

 During transitions between developmental stages and with the emergence of 

new cognitive abilities, there appear to be more unrealistic or inaccurate self-

evaluations in youth (Harter, 1988).  Young children, because they do not have the 

social comparison or perspective taking skills to use more than one concept to make 

inferences about themselves, engage in “all-or-none” thinking.  Likewise, in the 
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transition to adolescence, youth acquire the ability to use abstract reasoning, they may 

engage in all-or-none thinking until they can control the application of their new 

reasoning skills (Harter, 1988).  The accuracy of children’s judgments of their 

competence changes with time, to being discordant with teacher ratings in early 

elementary years, being increasingly correlated with teacher ratings (Harter & Pike, 

1984).   

Development of Cognitive Vulnerability to Depression 

According to learned helplessness and hopelessness theory, individuals are more 

likely to be depressed if they make internal attributions for failure and external 

attributions for success.  Optimistic individuals have the opposite style; they make 

internal attributions for success and external attributions for failure.  Research with 

children has suggested that this self-enhancing tendency, which is present in the 

majority of individuals, is learned.  Younger children seem to take responsibility for 

both failure and success, indicating that self-protection and optimistic attributional 

styles are learned with development (Harter, 1985).  Yet more recent research has 

suggested that cognitive styles do emerge in young children.  Dweck and colleagues 

found helplessness behavior that was associated with negative attributions in children as 

young as 3 years old (Burhans & Dweck, 1995; Heyman, Dweck, & Cain, 1992).   

 Several studies have investigated the origins of cognitive vulnerability to 

depression, namely the origins of maladaptive attributional and cognitive styles.  In the 

past, it was thought that children do not have stable beliefs about the self, world, and 

future because of their limited ability to abstract from life events and reason about the 

future.  More current research suggests children are capable but do not make inferences 

consistently across events (Digdon & Gotlib, 1985).  For younger children, inferences 

about the causes of negative events do not interact with stress to predict depressive 
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symptoms (Abela, 2001; Turner & Cole, 1994).  Rather, cognitive variables and stress 

have direct effects on depression in the younger ages (Ostrander & Wienfurt, 1998).  

These findings suggest that younger children make attributions specific to isolated 

events based on environmental feedback.  For younger children, however, inferences 

about the self and consequences has interacted with negative events to predict 

depressive symptoms (Abela, 2001), suggesting that cognitive styles about the self and 

consequences emerge earlier than attributional style.  Stable attributional styles may not 

emerge until children have capacity for formal operational thought and abstract 

reasoning, however young children generally make internal attributions due to their 

egocentric thinking.  Thus there may be different developmental pathways in inferences 

about causes and inferences about the self and consequences (Ingram, 2003).    

The Role of Parent Behavior, Messages, and Psychopathology  

 Caregiver behavior is particularly important in the development of cognitive 

vulnerability to depression.  In a small study of third grade children, Hokoda and 

Fincham (1995) found that children’s mastery and helplessness behaviors during 

problem solving tasks were related to their mothers’ behaviors.  Children who displayed 

mastery behaviors were more likely to have mothers that were sensitive to their ability 

perceptions, responded to requests for help, and maintained positive affect while 

increasing task-focused teaching behavior during problems that were impossible to 

solve.  Children showing helpless behavior were more likely to have mothers that 

accepted their negative statements about ability and supported quitting.  In early 

adolescence, family factors such as parent rejection, loss and separation, and 

interparental conflict lead to more generalized helplessness, while school stress was 

associated with helplessness specifically in peer and academic areas.  Further, parent 

acceptance of individuation was longitudinally associated with higher perceptions of 



40 

control in the context of school, peers, and parents (Rudolph, Kurlakowsky, & Conley, 

2001).  In another longitudinal analysis, parenting style predicted children’s global self-

worth and attributional style (Garber & Flynn, 2001).  Thus, the family, and particularly 

the parental system, plays a critical role in the development of children’s habitual ways 

of thinking about themselves, their abilities, and their futures. 

 Having a parent with an affective disorder has been shown to put children at risk 

for developing maladaptive cognitive styles (Jaenicke, Hammen, Zupan, Hiroto, 

Gordon, Adrian, & Burge, 1987).  Jaenicke and colleagues (1987), using a sample of 

depressed, bipolar, medically ill, and normal mothers, found that children of unipolar 

depressed women were particularly cognitively vulnerable to depression.  These 

children had lower self-concept, more negative self-schemas, and more negative 

attributions for negative events than children of medically ill or normal mothers.  

Children of bipolar mothers had similar patterns, although not as severe as those of 

children of unipolar depressed women.  The chronicity of maternal depression and level 

of parental stress is related to the negativity of cognitions, namely attributional style, 

self-worth, perceived competence, and hopelessness, in children of depressed mothers 

(Garber & Robinson, 1997; Jaenicke et al., 1987).  Using a schema activating task, 

Taylor and Ingram (1999) found that children of depressed mothers who were primed 

for negative mood were more likely to endorse and recall more negative adjectives and 

less positive adjectives than children of non-depressed mothers.  Similar findings have 

been found with adolescents; depressed adolescents of depressed mothers saw 

themselves as less secure, more fearful and dismissing in comparison to depressed 

adolescents of non-depressed mothers (Hammen & Brennan 2001). 

 Children’s cognitive style appears to mirror that of their parents.  Children’s 

cognitive triads have been found to be similar to their mothers’ cognitive triads (Stark et 
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al., 1996), suggesting that parent modeling and messages are important.  In sample of 

undergraduate students, cognitively high risk students had mothers who had more 

negative inferential styles than mothers of cognitively low risk students (Alloy et al., 

2001).  Further, parent feedback regarding the causes and consequences of negative 

events, and feedback about the attributes of the child following negative events, is 

important in the development of cognitive style.  Jaenicke and colleagues (1987) found 

that maternal criticism was correlated with child’s tendency to make internal 

attributions for negative events.  Garber and Flynn (2001) found correlations between 

maternal attributions for events in their child’s lives and the child’s attributions for 

same events.  Stark and colleagues (1996) found that the messages parents provide to 

their children about the child, the world, and the future predicted the child’s cognitive 

triad.  This relationship has also been found in young adults.  Alloy and colleagues 

(2001) found that undergraduate students with depressogenic cognitive styles had 

parents who communicated more global, stable attributional feedback and negative 

consequences for stressful events when they were children.  Thus, parent messages 

about the causes and consequences of events in the child’s life, as well as their 

messages about the child’s self-worth or competency in relation to these events, helps 

provide a foundation for how the child will perceive events.  This relationship makes 

intuitive sense given research on children’s use of feedback from their environment to 

develop stable beliefs about themselves and the world.  

Attachment and Cognitive Vulnerability 

 Many researchers propose attachment as the beginning of cognitive vulnerability 

to depression (e.g., Ingram, 2003).  The internal working model of attachment is similar 

to a schema model, which can be generalized to other relationships.  An insecure 

attachment can lead to maladaptive relationships with others and lead to experiences 
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that provide support for dysfunctional beliefs about the self.  Further, disruptions in 

attachment are related to negative affect, and affective and cognitive structures develop 

simultaneously (Ingram, 2003).  Such negative affect may become associated with 

cognitive representations about the self.  In a study of predominantly female 

undergraduate students, several features of insecure attachment were related to 

interpersonal and competence attitudes.  Specifically, dysfunctional attitudes about the 

approval of others and about competence were associated with feeling angry toward a 

caregiver and vulnerable to criticism from that caregiver.  Further, dysfunctional 

attitudes about competence were associated with recollections of perceived rejection by 

a caregiver (Whisman & McGarvey, 1995).  In another study of attachment and 

attributions in young adults, Ingram, Overbey, and Fortier (2001) found that recalled 

maternal care predicted negative and positive automatic thoughts. 

 Interpersonal events, particularly with caregivers, are especially important in 

cognitive vulnerability to depression.  Such events, including maltreatment, play a 

central role in the continuing development of the self-concept and make one particularly 

vulnerable when similar situations arise in the future, eliciting depressive cognitive 

structures (Ingram, 2003).  Data from the Temple-Wisconsin Cognitive Vulnerability to 

Depression Project found that recalled emotional maltreatment such as humiliation, 

derogation, rejection, extortion, and teasing in childhood was associated with 

depressogenic cognitive style and depressive episodes (Gibb, Alloy, Abramson, 

Whitehouse, Donovan, Hogan, et al., 2001) and suicidal ideation (Gibb, Alloy, 

Abramson, Rose, Whitehouse, & Hogan, 2001) in undergraduate students.  Alloy and 

colleagues (Alloy et al., 1999) suggest that the experience of abuse is analogous to 

electric shock used in early learned helplessness research, where cognitive styles are 

internal representations of uncontrollable maltreatment.  Alloy and colleagues (1999) 
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also suggest that emotional abuse by parents may play a particularly important role in 

the development of depressogenic cognitive styles because the child internalizes verbal 

abuse supplied by the parent and integrates this feedback into his or her beliefs about 

the self and others.  If a caregiver is harsh, abusive, or inconsistent, the child will learn 

that he or she can not get what he or she needs from relationships and may conclude 

that he or she is helpless and unloveable (Stark et al., 1999).    

Assessment of Cognitive and Attributional Style in Children and Adolescents 

 Most studies assessing attributional or cognitive style in youth have used the 

Children’s Attributional Style Questionnaire (CASQ; Seligman, Peterson, Kaslow, 

Tanenbaum, Alloy, & Abramson, 1984) or the revised Children’s Attributional Style 

Questionnaire (CASQ-R; Thompson, Kaslow, Weiss, & Nolen-Hoeksema, 1998).  The 

CASQ-R is a shorter measure than its original version.  It includes 24 hypothetical 

scenarios with two responses that vary on a dimension of attributional style.  Although 

this measure is the most popular method of assessing attributional style, it has two 

major limitations.  First, the measure has poor internal consistency, with alphas for the 

negative composite ranging from .35 to .60 (Abela, 2001; Nolen-Hoeksema, Seligman, 

& Girgus, 1992; Robinson et al., 1995).  This is a particular problem when testing 

interaction terms, because the interaction term in a regression analysis will be 

underestimated if a predictor variable is measured with error (Busemeyer & Jones, 

1983).  Hence, the power to detect a significant moderator effect is reduced by the 

presence of an unreliable measure of cognitive style.   

 A second limitation of the CASQ is that it measures attributional style only.  

The inferential styles about the self and consequences posited by the hopelessness 

theory in addition to attributional style are not assessed by the CASQ.  This poses a 

major methodological problem, particularly because inferential styles about the self and 
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consequences have been shown to interact with life stress to predict depressive 

symptoms in children (Abela, 2001).  Some researchers have developed additional 

questionnaires to assess the two inferential styles that the CASQ does not measure (e.g. 

Abela, 2001), but internal consistencies remain moderate.  Abramson and colleagues 

(2000) have developed psychometrically sound measures to assess all three inferential 

styles posited by hopelessness theory for college students (Alloy et al, 2000) and 

nonstudent adults (Rose, Abramson, Hodulik, Halberstadt, & Leff., 1994).  A children’s 

version of this questionnaire has been developed for children and was found to have 

good internal consistency, validity, and test-retest reliability (Mezulils, Hyde, 

Abramson, Stark, & Simpson, unpublished manuscript).   

 A concern voiced by researchers regarding the use of self-report measures such 

as the CASQ or the CCSQ is that self-report questionnaires require participants to select 

from a pre-selected list of attributions, which may or may not represent the individual’s 

actual attributions for that event.  If participants are forced to choose a response that 

does not apply to them, the measure may be an invalid indicator of cognitive style for 

that individual (Haaga, Ahrens, Schulman, Seligman, DeRubeis, & Minarik, 1995).  

Some research with adults has coded verbal responses from participants for the 

internality, stability, and globality of attributions using the Content Analysis of 

Verbatim Explanations (CAVE; Peterson, Luborsky, & Seligman, 1983) procedure to 

analyze attributional style (e.g., Haaga et al., 1995; Riskind, Castellon, & Beck, 1989).  

Such research has found the CAVE procedure to be a useful measure for assessing 

attributional style; however, to this author’s knowledge, the CAVE procedure has not 

been used in children or adolescents, and has not been extended to include inferential 

styles about the self and consequences. 
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 Information processing styles in youth have been measured using encoding tasks 

(e.g., Gencoz, Voelz, Gencoz, Pettit, & Joiner, 2001; Hammen, 1988; Hammen & 

Zupan, 1984).  Such tasks exist for measuring self-schema, but none exist for 

attributional or cognitive style.  The Self-Referent Encoding Task (Hammen & Zupan, 

1984) assesses self-schema by the number of positive adjectives endorsed and recalled 

by children.  Although this task makes theoretical sense, studies have failed to find a 

relationship between the tendency to recall negative adjectives about the self and 

measures of self-reported depression (Gencoz et al.; Hammen, 1988; Hammen & 

Zupan, 1984).  Further, in a study using both the Self-Referent Encoding Task and the 

Piers-Harris Self-Concept Scale to predict depressive symptoms, Hammen (1988) found 

that the Piers-Harris Self Concept Scale predicted depressive symptoms while the Self-

Referent Encoding Task did not, suggesting that the measures target separate constructs.   

 Some researchers have looked to interviews and observational techniques as 

alternatives to self-report for attributional and cognitive style in youth, but most of this 

research has been driven by a need for methods of assessing attributional style in young 

children.  These techniques have not been studied in older children and adolescents.  An 

interactive interview called the Children’s Attributional Style Interview has been 

developed to assess attributional style in children aged 5 to 10 (CASI; Conley, Haines, 

Hilt, & Metalsky, 2001).  The CASI demonstrated good internal consistency but did not 

correlate highly with the Children’s Attributional Style Questionnaire.  Given the poor 

psychometrics of the CASQ this finding does not necessarily translate to poor validity 

of the interview.  Murray and colleagues (Murray, Woolgar, Cooper, & Hipwell, 2001) 

devised a technique to assess attributional style in young children of depressed mothers, 

where children’s statements were coded during a card game between a mother and her 

child.  The authors found that children of depressed mothers were more likely to make 
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more statements of hopelessness and low self-worth or competence.  It is possible that 

such in vivo techniques could reliably and validly assess attributional style in older 

children and pre-adolescence, but such research has not been conducted.  Thus, self-

report with a psychometrically sound instrument appears to be the most attractive option 

to detect associations between cognitive style and other variables. 

Conclusions regarding Cognitive Development and Models of Depression in Youth 

 Models of cognitive vulnerability to depression are based on adults, who have a 

lifetime of experience that likely have shaped relatively stable ways of interpreting their 

environments.  Children, on the other hand, are in the process of developing such styles 

of interpretation.  From the research on the development of self-concept and beliefs 

about competency, it appears that early adolescence is characterized by more stable 

beliefs that endure across situations than younger children.  Furthermore, during the 

middle school years, youth are developing the ability for abstract reasoning.  They 

become more able to apply social comparison and their explanations of events to pre-

existing beliefs; yet since these youth are in the process of acquiring these skills, they 

may be more susceptible to cognitive distortions such as all or none thinking (Harter, 

1988).   

 Cognitive vulnerability to depression largely originates from parent-child 

relationships and family messages (e.g. Alloy et al., 2001; Garber & Flynn, 2001; 

Hokoda & Fincham, 1995; Rudolph et al., 2001; Stark et al., 1996).  The family 

environment plays a major role in the development of cognitive style, both in terms of 

stress from a negative parenting practices (Garber & Flynn, 2001; Rudolph et al., 2001) 

and direct messages from parents (Alloy et al., 2001; Stark et al., 1996).  Disrupted 

attachment and mistreatment by a caregiver, including emotional abuse, is related to the 

generalization of the attachment experience and maladaptive cognitive styles.  
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Empirical support for Cognitive Diathesis-Stress Models 

Support for the Link between Cognitive Style and Depression 

 Meta-analyses of research on depression and attributions in children (Gladstone 

& Kaslow, 1995; Joiner & Wagner, 1995) indicate clear support for a correlation 

between internal, global, stable attributions for negative events and depressive 

symptoms, and for a correlation between external, unstable, and specific attributions for 

positive events. These findings are robust enough that a large number of studies finding 

null effects would be needed to invalidate the relationship.  Some studies have found 

that helplessness and attributional styles predict depression in children and early 

adolescents (Rudolph et al., 2001; Stark et al., 1996).   

 Attributional style has been found to be associated with other maladaptive 

outcomes such as suicidal ideation, low self-esteem, pessimism, few coping skills, low 

social competence, conflict with parents, and low social support (Schwartz, Kaslow, 

Seeley, & Lewinsohn, 2000).  Cognitive styles posited by helplessness and hopelessness 

theory seem to be specific to depression rather than other psychopathology.  Gencoz 

and colleagues (2001) found that lower rates of endorsing and recalling positive 

adjectives about the self on a self-referent encoding task was related to depression but 

not anxiety in a sample of youth inpatients.  In clinical sample, currently depressed 

children and adolescents had lower self-esteem, more hopelessness, more external locus 

of control, and more negative attributional style compared to previously depressed 

children and children with other diagnoses (McCauley et al., 1988).   

 The stability of attributional style in youth is unclear.  Attributional style has 

been found to have higher test-retest correlations in older children and adolescents than 

young children (Nolen-Hoeksema et al., 1992), suggesting that cognitive style is 

unstable in young children.  Attributional style has been found to be relatively stable 
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over a period of one year in a community sample of adolescents (Schwartz et al., 2000).  

Findings relating to change in attributional style in youth after treatment are mixed 

(Tems, Stewart, Skinner, Hughes, & Emslie, 1993; Voelz, Walker, Pettit, Joiner, & 

Wagner, 2003; Wagner, Rouleau, & Joiner, 2000).   

Support for Cognitive Style as a Diathesis Variable in the Diathesis Stress Models 

 Studies testing helplessness and hopelessness theory in children and adolescents 

have typically utilized multiple regression designs in which depressive symptoms are 

measured initially, and negative life events, depressive symptoms, and inferential styles 

are measured at follow-up assessments.  If the interaction between inferential styles and 

the occurrence of negative events significantly predicts depression beyond the effect of 

initial depression and the main effects for negative life events and depressogenic 

inferential styles, there is support for a diathesis stress model.  Although cognitive style 

and life events have been found to directly influence depressive symptoms in youth, 

there is mixed evidence about whether cognitive style acts as a moderator in the 

relationship between stressful life events and depression, and developmental differences 

have been found. 

 Some studies have not found support for a diathesis stress model.  Hammen and 

colleagues (Hammen, 1988; Hammen, Adrian, & Hiroto, 1988) did not find support for 

either self-concept or attributional style as a moderator in the relationship between life 

events and affective diagnosis in their research of children of depressed, bipolar, 

chronically medically ill, and normal women.  Self concept and stress both predicted 

depression but were additive rather than interactive; attributional style did not predict 

depression.  Interestingly, Hammen and colleagues (1988) found that the interaction of 

attributional style and stressful events predicted non-affective diagnosis.  In a cross 

sectional study of fourth, sixth, and eighth grade students, Cole and Turner (1993) 
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tested attributions and cognitive errors as both mediators and moderators in the 

relationship between stressful events and depressive symptoms.  They found support for 

a medational model, but not a moderational model.  None of their analyses 

demonstrated a significant interaction between cognitive factors and stress in predicting 

symptoms, but the relationship between negative events and symptoms of depression 

was partially mediated by cognitive factors. 

 Other studies have found mixed results (Nolen-Hoeksema et al., 1986; Nolen-

Hoeksema et al., 1992).  Nolen-Hoeksema and colleagues found the interaction between 

attributional style and negative life events was significant in predicting depression in 2 

out of 4 analyses in their first study (Nolen-Hoeksema et al., 1986).  In a larger 

longitudinal study with a more diverse sample, they found that the interaction was 

significant in later measurements.  Across both studies, the interaction term was 

significant 8 out of 22 times, which is more than by chance but not a convincing result 

(Joiner & Wagner, 1995). 

 Findings regarding a diathesis-stress interaction in younger children are mixed.  

Some studies have found differences depending on developmental level and type of 

cognitions measured (Abela, 2001; Turner & Cole, 1994).  Turner and Cole (1994) 

looked at cognitions specific to domains including academic, athletic, and social 

domains.  They found that cognitions about academic and social cognitive styles 

interacted with stress in those respective domains in predicting depression in eighth 

graders, but not fourth or sixth graders.  In a study testing hopelessness theory in 

children, Abela (2001) found partial support for a diathesis-stress model; different 

results were found depending on age, gender, and inferential style.  Specifically, 

attributional style, or inferences about causes of negative events, interacted with stress 

to predict depressive symptoms in seventh grade students, but not third grade students.  
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Inferences about consequences, however, interacted with the occurrence of negative 

events to predict depression over time for both third and seventh grade students.  

Inferences about the self interacted with the occurrence of negative events to predict 

depression over time for girls, but not boys.  Both Turner and Cole (1994) and Abela 

(2001) suggest that younger children’s attributions may simply be a direct result of 

stressful events and the environmental feedback that results from negative events, rather 

than reflecting a stable attributional style.  Yet a recent study using an interactive 

interview to assess cognitive style found support for the interaction of life stress and 

negative attributional style for positive events to predict depression in young children 

(Conley et al., 2001).   

 Other studies have found more substantial support for a diathesis-stress 

interaction for children and adolescents.  Mezulis and colleagues (unpublished 

manuscript) found that cognitive style as measured by the Children’s Cognitive Style 

Questionnaire interacted with life events to predict depressive symptoms in a sample of 

fifth grade children.  Further, this interaction was specific to depressive symptoms; no 

interaction was found in predicting symptoms of anxiety.  Dixon and Ahrens (1992) 

found a significant interaction between daily hassles and attributional style in predicting 

self-reported depressive symptoms in a group of 9 to12 year old children at a summer 

camp for at-risk children.  In a 3 year longitudinal study beginning when participants 

were in the sixth grade, Garber and Flynn (2001) found that global self worth interacted 

with life events to predict hopelessness.  Support for the hopelessness theory of 

depression has been found in adolescents (Hankin et al., 2001).  Attributional style, 

stressful life events, and the interaction between attributional style and stressful life 

events predicted hopelessness depression symptoms in a sample of high school students. 
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 Diathesis-stress models have also been tested for more specific stressors.  

Hilsman and Garber (1995) explored academic cognitions, specifically perceived 

competence and locus of control, as a moderator in the relationship between grade 

reports and depressive symptoms in pre-adolescents.  They found that academic stress, 

operationalized as the difference between actual and acceptable grades, and academic 

cognitions had direct effects on depressive symptoms immediately following grade 

reports, and the interaction between academic stress and academic cognitions was 

significant several days after grade reports went home.  Hilsman and Garber (1995) 

concluded that the delayed interaction effect suggests that while most children will feel 

temporarily disappointed with unacceptable grades, only children with cognitive 

vulnerability will continue to feel depressed.   

 Robinson and colleagues (1995) tested the interaction between cognitive factors, 

specifically attributional style and self-worth, and life stress over the transition from 

elementary to junior high school.  They found that attributional style interacted with 

stress to predict symptoms of depression but not externalizing symptoms for students 

with low self-worth.  This interaction was only found immediately following the 

transition to junior high school; by the end of the year the interaction was no longer 

significant.  The Temple-Wisconsin Cognitive Vulnerability to Depression Project 

found that cognitive style mediated the relationship between childhood emotional abuse 

and current depression (Gibb et al., 2001a) and suicidal ideation (Gibb et al., 2001b) in 

a sample of undergraduate students. 

Family Stress, Cognitive Vulnerability, and Depression  

 Given the strong relationship between family relationships and depression, the 

role of the family in the development of cognitive structures in general, and the role of 

the family more specifically in the development of cognitive vulnerability to depression, 
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it seems that the literature would benefit from more information on the pathways 

between family stress and depression within a diathesis-stress framework.   In the only 

study to look at a family stressor and cognitive vulnerability within a diathesis stress 

framework, Ostrander and Wienfurt (1998) found that family support and dysfunctional 

attitudes interacted to predict depression for adolescents but not younger children.  

Other studies have taken a medational perspective.  Garber and colleagues (Garber, 

Robinson, & Valentiner, 1997) found that the relationship between maternal parenting 

style and depressive symptoms was mediated by the child’s beliefs of self-worth.  

Similarly, the parent-child relationship has been found to predict depression through the 

mediating variable of self-esteem.  Marital conflict has been found to influence 

internalizing symptoms in young children through the mediating pathway of internal 

representations of family relationships (Davies & Cummings, 1998).  In a sample of 

young adults, the relationship between recalled parental care and depressive symptoms 

was mediated by dysfunctional attitudes and attributions (Whisman & Kwon, 1992).   

 Most studies testing diathesis-stress models have conceptualized stress as the 

occurrence of specific and infrequent stressful life events.  This practice has been 

criticized by some researchers, who state a need for research on domain-specific 

stressors (Hilsman & Garber, 1995; Turner & Cole, 1994).  Family environment and 

parent-child relationships are crucial and fundamental variables in the cognitive and 

emotional development of children and have the potential to be a considerable source of 

interpersonal stress.  Given the centrality of the family system to the psychosocial 

context of youth, a more relevant approach to investigating the relationships of 

cognitive vulnerability and stress in youth depression may be to look at chronic, 

interpersonal stressors such as a dysfunctional family environment.  Further, the family 

domain may be an appropriate domain in which to assess stress for pre- and early 
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adolescent girls, considering the importance of interpersonal relationships and the 

impact of interpersonal stress and conflict on this population (Rudolph & Hammen, 

1999; Rudolph et al., 2000).   

Conclusions from Diathesis-Stress Research in Youth 

 Results of research on the relationship between inferential styles, stress, and 

depression demonstrate that inferential styles and stress have direct effects on 

depression.  Children who habitually infer internal, global, and stable causes of stressful 

events and experience stressful life events are more likely to become depressed than 

cognitively resilient youth that do not experience as much stress.  Results regarding the 

interaction between cognitive style and life stress in predicting depressive symptoms, 

however, are mixed.  Some studies have found that the interaction is not significant 

(e.g., Hammen, 1988; Hammen et al., 1988).  Other studies have found support for the 

interaction between cognitive vulnerability and stressful life events in the development 

of depression in youth (e.g., Dixon & Ahrens, 1992; Hankin et al., 2001; Mezulis et al., 

in press).  It is possible that the ability of cognitive vulnerability to moderate the 

relationship between stress and depression emerges at a particular point in the 

developmental trajectory, with younger children being more impacted by the direct 

effects of stress and older children and adolescents experiencing stress through more 

stable cognitive styles (e.g., Abela 2001; Turner & Cole, 1994).  Although current 

support is mixed, enough support exists to continue exploring the diathesis-stress model 

in youth (Joiner & Wagner, 1995).  One important empirical question, in addition to 

whether the diathesis-stress mechanism is present at all, is whether the relationship is 

different along the developmental trajectory.  

 Several limitations are present in the existing literature on the diathesis-stress 

interaction. One limitation is the broad definition of stress.  Most research uses general 
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measures of major life events that occur infrequently, rather than specific, chronic 

stressors.  This practice has been criticized by some researchers (e.g., Hilsman & 

Garber, 1995; Turner & Cole, 1994), who suggest that more research be devoted to 

stress in more specific domains such as achievement or interpersonal relationships.  

Another limitation of the existing literature is the reliance on self-report questionnaires 

as an assessment of depressive symptoms.  As discussed earlier, self-report 

questionnaires measuring depressive symptoms are not sufficient to measure clinical 

levels of depression in youth.  Further, most diathesis-stress research is conducted on 

large community or school populations rather than clinical populations, leading 

researchers to question the clinical significance of the cognitive vulnerability-stress 

relationship for clinical depression (Robinson et al., 1995).  Researchers have suggested 

that future studies use diagnostic interviews (Cole & Turner, 1993) and examine 

whether cognitions and stress predict depression in clinical populations (Robinson et al., 

1995). 

Statement of the Problem 

Depression has been described as the most common mental health problem for 

adolescents (Lewinsohn et al., 1988) and childhood onset of depression is associated 

with a multitude of negative outcomes later in life, including criminal behavior, poor 

relationships and occupational functioning, low life satisfaction, poor health, and in 

some cases, suicide (Gotlib et al., 1998; Kandel & Davies, 1986; Lewinsohn et al.,

2003; Rao et al., 1995).  Between childhood and adolescence, the prevalence of 

depression increases from approximately 2% to approximately 8% and changes from 

being equally prevalent between genders to being twice as prevalent in adolescent 

females (Birmaher et al., 1996; Hankin et al., 1998).  Together, these trends illustrate 

that examining the etiology of depression around the pubertal transition in girls is an 
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important endeavor in order to delineate the mechanisms that mediate and moderate the 

development of depression in this population.  It appears that interpersonal variables 

play a large role in the etiology and maintenance of depressive disorders for youth, 

particularly girls.   

 Research on the relationships between family variables and depression has 

found that parent depression increases the risk of depression in youth (Beardslee et al., 

1998; Gordon et al., 1989; Warner et al., 1992; Weissman et al., 1997).  Additionally, 

research has found that depressed children have families that are less cohesive and 

supportive, more controlled and conflictual, communicate less, express emotion more 

intensely, and engage in fewer social and recreational activities than families with 

nondepressed children (Barrera & Garrison-Jones, 1992; Cole & McPherson, 1993; 

Jewell & Stark, 2003; Kaslow et al., 1988; Orvaschel et al., 1980; Ostrander & 

Weinfurt, 1998; Stark et al., 1990).  Several questions remain, however, about the 

relationship between parent psychopathology, family environment, and depression in 

youth.  Firstly, it is unclear whether parent depression or general psychopathology 

increases the risk of depression in youth, as most of the research has exclusively looked 

at affective disorders in parents.  Secondly, research has begun to look at mediating 

family environment variables such as chronic family stress (Brennan et al., 2002), 

expressed emotion (Nelson et al., 2003), marital difficulties and poor parenting 

(Beardslee et al., 1998), and family discord (Davies & Windle, 1997) in the pathway 

between parental depression and depression in youth.  The possible mediation of these 

variables needs to be explored further and expanded to include other family functioning 

variables such as communication, cohesion, and social recreational activity that have 

been found to be important correlates to depression.   
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 Cognitive models of depression posit that individuals experience their 

environment through cognitive structures and styles (Beck, 1967; Abramson et al., 

1978; Abramson et al., 1989).  In the face of stress, a cognitively vulnerable individual 

will make pessimistic inferences about the causes and consequences of the event, and 

make negative inferences about the self, making it more likely that the individual will 

experience depression (Abramson et al., 1989).  Research testing this model in children 

has found mixed results.  A review of the literature on diathesis-models, cognitive 

development, and the importance of interpersonal context illustrates that several 

modifications can be made to more appropriately investigate the role of cognitive style 

in depression in pre- and early adolescent girls.  First, since children are in the process 

of developing beliefs and habitual ways of interpreting information, it is more likely 

that prior to the middle school transition, children’s adjustment will be more directly 

influenced by stress rather than experience stress through stable inferential styles. 

Middle school aged youth are more likely to have habitual ways of explaining events 

and thus experience stress through the interacting variable of cognitive style.  A second 

modification can be made to previous diathesis-stress research in the conceptualization 

of stress.  The family system is central to the emotional and cognitive development of 

children and adolescents and a poor family environment can be conceptualized as a 

significant and chronic source of stress in youth.  The present study will attempt to 

address the limitations of previous research on family variables and depression, and will 

conceptualize a poor family environment as a stressful experience within a diathesis-

stress model of depression in pre- and early adolescent girls. 
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Hypotheses 

Hypothesis 1 

 Higher levels of depression in mothers will be uniquely associated with higher 

levels of depression in their daughters beyond the variance accounted for by other 

symptoms of psychopathology.  Thus, mothers’ scores on a depression measure will 

account for additional variance in daughters’ levels of depression after controlling for 

mothers’ scores on a global measure of psychopathology not including depressive 

symptoms.   See Figure 1 for a model of this hypothesis. 

Rationale 

 Past research has found that children of parents with an affective illness are 

more likely to be depressed (Beardslee et al., 1998; Gordon et al., 1998; Warner et al., 

1992; Weissman et al., 1997).  Studies done comparing women with unipolar 

depression, bipolar disorder, chronic health problems, and women without a physical or 

emotional disorder suggest that the relationship between parent psychopathology and 

childhood depression is specific to unipolar depression (Gordon et al., 1989; Hammen 

et al., 1990).  Yet past research is inconclusive regarding the specificity of the risk of 

childhood depression to parent depression versus general parental psychopathology.  

Hammen and colleagues’ research provided initial data suggesting that the risk of 

childhood depression was specific to maternal depression rather than chronic health 

problems or affective disorders in general; however, it is possible that a general level of 

maternal psychopathology predicts depression in youth.  It is expected that maternal 

depression will predict depression in girls beyond general psychopathology. 

 



58 

 

Figure 1.  Study Hypothesis 1 

 

Child’s report of 
depression (K-SADS 
total depression score). 

Maternal  
psychopathology other 
than depression (SCL-
90R global index 
minus depression 
items) 

Maternal  depression 
(SCL-90R – 
depression scale) 
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Hypothesis 2 

 Participants’ reports of family environment will predict child depression.  

Specifically, more cohesive and less conflictual family relationships, more 

communication within the family, and higher levels of the family’s engagement in 

social recreational activities will be associated with lower levels of depression in girls.  

See Figure 2 for a visual model of this hypothesis. 

 

Rationale 

 Researchers have called for more research on the family climate of depressed 

youth (Cummings et al., 2001).  Existing research indicates that families of depressed 

youth are more likely to be less cohesive and supportive, more controlled and 

conflictual, communicate less, express emotion more intensely, and engage in fewer 

social and recreational activities than families with nondepressed children (Kaslow et 

al., 1994, Ostrander & Weinfurt, 1998).  It is expected that this finding will be 

replicated in the present study.   
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Figure 2. Study Hypothesis 2 

 

Child’s report of family 
communication (SRMFF 
CR Communication 
subscale total score) 

Child’s report of family 
relationships (sum of 
SRMFF-CR cohesion 
and conflict scores) 
 

Child’s report of family 
social recreational 
activity (SRMFF CR 
Social Recreational 
subscale total score) 

Child’s report of depression 
(K-SADS total depression 
score). 
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Hypothesis 3 

 It is hypothesized that family environment variables will mediate the 

relationship between maternal psychopathology and depression.  Specifically, when 

family variables related to girls’ levels of depression are added, the ability of maternal 

psychopathology to predict child depression will no longer be significant.  In order to 

establish a mediation effect, the following conditions must be met (Baron & Kenny, 

1986): 1) parent psychopathology must predict any or all family environment variables, 

2) parent psychopathology must predict girls’ levels of depression (hypotheses 1 or 2), 

and 3) any or all family environment variables must predict girls’ levels of depression 

(hypothesis 3).  To test whether condition 1 is met, each of the family variables found to 

significantly predict girls’ levels of depression (hypothesis 2) will be regressed on 

parent psychopathology.  Conditions 2 and 3 will have been tested in previous analyses.  

Finally, girls’ levels of depression will be regressed on both parent psychopathology 

and family environment.  A mediator will be present if the ability of parent 

psychopathology to predict group membership is significantly lower in the last equation 

than the ability of parent psychopathology to predict group membership from 

hypothesis 1.  See Figure 3 for a visual model of this hypothesis. 

Rationale 

 Research on the relationships between family variables and depression has 

found support for the link between parent depression and depression in youth, and 

between family environment and depression in youth.  Several authors suggest that 

family functioning variables such as conflict and cohesion, rather than parent 

psychopathology, are the mechanisms through which youth are at increased risk for 

depression (Beardslee et al., 1998; Brennan et al., 2002).  These authors posit that 
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parent psychopathology leads to an increased risk that a dysfunctional family 

environment will be present, which in turn increases the risk for depression in youth.  

Although research has begun to look at mediating family environment variables in the 

pathway between parental depression and depression in youth (Beardslee et al., 1998; 

Brennan et al., 2002; Davies & Windle, 1997; Nelson et al., 2003), these variables need 

to be explored further and expanded to include other family functioning variables found 

to be important correlates to depression.   
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Figure 3. Study Hypothesis 3. 

Child’s report of 
family environment 
(SRMFF-CR) 

Child’s report of 
depression (K-SADS 
total depression 
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Hypothesis 4 

 Participants’ reports of cognitive style will predict their depression scores on the 

K-SADS interview.  Specifically, a more negative inferential style about the self, a 

more negative attributional style, and a more negative inferential style about 

consequences will be associated with higher levels of depression in girls.  See Figure 4 

for a visual model of this hypothesis. 

 

Rationale 

 There is clear support in the literature for a relationship between internal, global, 

stable attributions for events, and depression in youth (Gladstone & Kaslow, 1995; 

Joiner & Wagner, 1995).  Much of this research has been conducted on community or 

school samples, where the majority of participants are not clinically depressed.  More 

research is needed in the prediction of clinical depression.  The present study is 

expected to replicate the finding that negative attributional style is associated with 

depression in a clinical sample, and build on past research to include the relationship 

between inferential styles about the self and consequences with depression. 
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Figure 4.  Study Hypothesis 4. 

 

Child’s report of negative 
self inferences in 
response to events 
(CCSQ self subscale) 

Child’s report of  
negative attributions in 
response to events 
(CCSQ causes subscale) 

Child’s report of negative 
consequences in response 
to events (CCSQ 
consequences subscale) 

Child’s report of 
depression (K-
SADS total 
depression score). 
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Hypothesis 5 

 Cognitive inferential styles about the self, causes, and consequences will 

moderate the relationship between family environment and depression for middle 

school age children, but not elementary school children.  In other words, the inverse 

relationship between family environment and depression will be stronger for middle 

school girls who have negative cognitive styles than for girls who have positive 

cognitive styles.  Cognitive style and family environment will have main effects for 

elementary school girls, but the two variables will not interact to predict depression in 

this group.  See Figure 5 for a visual representation of this hypothesis. 

Rationale 

 As discussed previously, results of studies testing cognitive diathesis-stress 

models of depression in youth have not adequately answered the question of whether 

cognitive style moderates the relationship between stressful life events and depression 

for children and adolescents.  Previous research suggests that the ability of cognitive 

vulnerability factors to moderate the relationship between stress and depression emerges 

around the transition from elementary to middle school, with younger children being 

more impacted by the direct effects of stress and older children and adolescents 

experiencing stress through more stable cognitive styles (e.g., Abela 2001; Turner & 

Cole, 1994).  An important empirical question is whether the diathesis-stress 

mechanism is present in the middle school ages but not in younger ages.  Another 

limitation of the existing literature is the use of community or school populations rather 

than populations of children with clinical levels of depression.  The present study will 

answer a call for using diagnostic interviews to examine whether cognitions and stress 
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predict depression in populations experiencing depressive disorders (Cole & Turner, 

1993; Robinson et al., 1995). 

 Another limitation of the existing literature on the diathesis-stress interaction is 

the broad definition of stress.  Most research uses general measures of major life events 

that occur infrequently, rather than more specific, chronic stressors.  This practice has 

been criticized by some researchers (e.g., Hilsman & Garber, 1995; Turner & Cole, 

1994), who suggest that more research be devoted to stress in more specific domains 

such as achievement or interpersonal relationships.  The present study proposes family 

environment as a more specific and relevant stressor for pre- and early adolescent girls.   
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Figure 5. Study Hypothesis 5. 
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CHAPTER 3 

 

Method 

 

Participants 

 The sample for this research study included 131 girls, and 84 mothers of girls, in 

grades 4 through 7 who ranged in age from 8 to 14 (M=11.33, SD=1.26).  The sample 

size by developmental group was n=67 for the elementary school group and n=67 for 

the middle school group.  Demographic variables of the sample are described in Table 

1.  There were two avenues to become a participant.  Ninety one girls and 51 mothers 

were identified through a multiple gate assessment procedure for depression (see 

procedures section).  These participants were participating in a larger ongoing treatment 

study evaluating the efficacy of cognitive behavioral therapy for depressed pre- and 

early adolescent girls.  Participants from the multiple gate assessment had a diagnosis of 

Major Depression (n=70), Dysthymic Disorder (n=8), Major Depression in Partial 

Remission (n=11) or Depressive Disorder Not Otherwise Specified (n=2).  Forty girls 

and 34 mothers were from a control sample of girls in grades 4 though 7 who ranged in 

age from 8 to 14.  The non-depressed control participants were recruited from the same 

schools as the depressed participants.  Control participants were recruited on a volunteer 

basis.  Five participants from the control sample who reported a depressive disorder 

were excluded and referred for outside treatment.        

 Data from mothers who were not English speaking were excluded from the 

analysis (n=5).  Although some mothers completed the Spanish form of the SCL-90-R, 

these data were not included in the analysis due to the lack of research on the reliability 

and validity of the Spanish version of the measure, and the possibility of cultural 
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differences in these parents from the rest of the sample.  Due to the procedures of the 

larger study, girls who were already receiving treatment for depression prior to being 

recruited, including psychosocial and pharmacological treatments, or were actively 

suicidal or homicidal were also excluded.  In cases of suicidal or homicidal participants, 

the child was referred for a more appropriate crisis intervention.  One girl was excluded 

due to suicidality and referred to inpatient treatment.   

 Data from fathers were collected in the current study, however participation was 

too low (n=39) to include these data in the analysis. 
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Table 1 

Participant Demographic Variables (n=131) 

______________________________________________________________________ 

Variable        Frequency (%) 

______________________________________________________________________ 

Age 

 8          1.5 

 9          2.3 

 10        23.5 

 11        28.0 

 12        25.0 

 13        14.4 

 14          5.3 

Living Arrangement 

 Both biological parents     40.9 

 Biological Mother and Stepfather    13.6 

 Biological Father and Stepmother      3.8 

 Single biological mother     22.7 

 Single biological father       3.8 

 Grandparents         3.8 

 Adoptive Parents          .8 

 Other Relative           .8 

 Mother and Non-relative       5.3 

 Father and Non-relative       1.5 
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Race/Ethnicity 

 Caucasian       40.6 

 Latina        19.5   

 African American      12.0 

 Asian American        2.3 

 Biracial/Multiethnic      19.0 

 Missing         6.8 

______________________________________________________________________ 
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Measures 

Screening Measures 

 Children’s Depression Inventory. The Children’s Depression Inventory (CDI, 

Kovacs, 1981) is a 27-item self-report measure that assesses the presence and severity 

of depressive symptoms in the preceding 2 weeks.  The CDI presents items with three 

response choices and children are asked to choose the sentence that best describes their 

feelings, thoughts, and behaviors in the past two weeks.  Scores for each item are scored 

from 0 to 2.  The range of possible total scores is from 0 to 54, with higher scores 

indicating more depression.  Internal consistency of the scale has ranged from .71 to .89 

with various age groups and samples (Kovacs, 1981; Kovacs, 1992; Smucker et al., 

1986) and the test-retest reliability of the scale has ranged from .38 to .87 in different 

samples of children (Kovacs, 1992).  Since the CDI purportedly measures a state rather 

than a trait (Kovacs, 1992), the wide range of test-retest reliability coefficients may 

reflect the mood-dependent nature of the measure.  Kovacs (1992) recommends a two-

week test-retest interval for the most appropriate test of reliability.  A study that 

included a two-week interval found a test-retest reliability of .82 (Finch, Saylor, 

Edwards, & McIntosh, 1987).  This measure was administered in the screening stage of 

the study for the depressed group; the measure was not administered to participants in 

the control group.  Chronbach’s alpha for the CDI in the sample of depressed girls was 

.86. 

Beck Depression Inventory for Youth (BDI-Y).  The Beck Depression Inventory 

for Youth (BDI-Y, Beck et al., 2001) is an inventory that assesses the presence and 

severity of symptoms of depression in children between the ages of 7 and 14.  The BDI-

Y includes 20 items that assess children’s negative thoughts about the self, world, and 

future, feelings of sadness, and physiological symptoms of depression.  Internal 
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consistency of the BDI-Y has been found to be high with coefficient alphas of .91 for 

females aged 7 to 10, .90 for males aged 7 to 10, .91 for females aged 11 to 14, and .92 

for males aged 11 to 14 (Beck et al., 2001).  Test-retest reliabilities ranged from .79 to 

.92 over a median retest interval of seven days.  The BDI-Y was correlated with the 

CDI total score (r=.72), and in a clinical sample, children with mood disorders scored 

significantly higher on the BDI-Y than children in other diagnostic groups (Beck et al., 

2001).  Additionally, the CDI has been shown to be more positively correlated with the 

BDI-Y in a small clinical sample than with the other Beck Inventories (anxiety, anger, 

disruptive behavior, and self-concepts) (Steer, Kumar, Beck, & Beck, 2001), suggesting 

that the measure has construct validity.  The BDI-Y was used as a screening measure in 

the present study for the depressed group and was included in a battery of measures 

administered to the control group.  Internal consistency for the BDI-Y was high in the 

current study (Cronbach’s α = .95). 

DSM-IV Interview.  The DSM-IV interview (Stark, 2003) is a brief symptom 

interview developed from DSM-IV criteria for the present study (see Appendix E).  The 

interview assesses the presence or absence of depressive symptoms for the past two 

weeks.  Interviewers rate responses as present if the participant reports that the 

symptom has been present more often than not and causes significant distress and 

impairment.  Participants were invited for a more thorough diagnostic interview if they 

report either depressed mood or anhedonia and three additional symptoms, and 

symptoms have been ongoing for at least two weeks.   

Diagnostic Measure 

 Schedule for Affective Disorders and Schizophrenia for School-Age Children.  

The Schedule for Affective Disorders and Schizophrenia for School-Age Children-

Present State (K-SADS-P IVR, Ambrosini & Dixon, 2000) is a semi-structured 
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interview that assesses the presence and severity of symptoms according to DSM IV 

criteria in six areas: major depression, mania, eating disorders, anxiety disorders, 

behavioral disorders, substance abuse, and psychosis.  The entire interview was 

administered.  The K-SADS-P IVR has been modified from its previous version, the K-

SADS IIIR (Puig-Antich & Ryan, 1986), to be compatible with the DSM IV.  The 

KSADS-P IVR is administered to participants and their primary caregiver.  Ratings for 

the severity of symptoms are obtained separately from the child and her primary 

caregiver.  A summary rating is then made by the clinician by taking all sources of 

information including child reports, parent reports, observations, and other information 

(e.g. school or medical records) into account.  Each symptom is given a severity rating 

for its most severe point during the present episode and at its most severe point during 

the last week.  Severity ratings for items assessing major symptoms of depression in the 

K-SADS-P Depression section are scaled from 0 to 6.  Two items are scored 0 to 7.  

Higher scores indicate greater severity.  Both ratings (present episode and last week) are 

used to determine a diagnosis.  Symptoms are said to be clinically significant if they 

receive a rating of 3 or higher.  Diagnoses are made based on DSM-IV criteria. 

Because the K-SADS-P IVR is a relatively recent version of the K-SADS, little 

psychometric data have been reported for this particular version.  However, Ambrosini 

(2000) found perfect diagnostic agreement, measured by kappa, for MDD, minor 

depression/dysthymic disorder, generalized anxiety disorder, separation anxiety 

disorder, and oppositional defiant disorder using the K-SADS-P IVR.  The kappa for 

ADHD in this sample was .8.  More results from psychometric studies are available 

from earlier versions of the measure.  Chambers and colleagues (1985) reported 

diagnostic reliability (kappa) to be .8 for Major Depression and .88 for Minor 

Depression.  Test-retest reliability of diagnosis has also been found to be high over a 
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period of 2 to 4 weeks, with kappas ranging from .86 to 1.00 for diagnoses of Major 

Depressive Disorder and Dysthymia, and Depressive Disorder NOS (Apter, Orvaschel, 

Laseg, Moses & Tyano, 1989; Kaufman et al., 1997).  Ranges of test-retest reliability 

for the diagnoses of the additional disorders included in the interview ranged from a 

kappa of .63 to 1.00 (Kaufman et al., 1997).   

It is also possible to obtain a continuous total depression score from the K-

SADS interview, consisting of a summation of 17 items, ranging in score from 17 to 97 

(Ambrosini et al., 1989; Ambrosini, Metz, Bianchi, Rabinovich, & Undie, 1991).  This 

total depression score includes the 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.  Since the anhedonia item has two components (loss of pleasure and 

loss of interest), the larger of the severity ratings is computed in the total score.  For 

symptoms with multiple items measuring the same symptom (e.g., psychomotor 

agitation, psychomotor retardation, insomnia), the overall severity rating for the 

symptom is entered.  Ambrosini and colleagues (1991) reported this total score to 

correlate with the Beck Depression Inventory in a sample of outpatient adolescent girls.  

The total depression scale score has also been found to be internally consistent, with 

Cronbach alphas ranging from .80 to .89 in one study (Ambrosini et al., 1989) and a 

Cronbach alpha of .72 in another study (Chambers et al., 1985).  Test-retest reliability 

has also been found to be good (r=.81) for this total scale score (Chambers et al., 1985).  

Overall the K-SADS interview has good diagnostic, scale, and symptom reliability.   
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Although diagnoses from the K-SADS interview are primarily used in research 

rather than scale scores, in the present study there was enough variation in K-SADS 

depression scale scores (see Figure 6) to use the total depression score as a measure of 

depression.  A total depression scale score was computed using the 17 item criteria used 

by Ambrosini and colleagues, with two differences.  The social withdrawal item was 

not entered because the K-SADS-P IVR does not include that item.  Additionally, a self 

esteem item that is not included in the K-SADS-P IVR Depression section was added to 

the depression scale, because low self-esteem is a central feature of Dysthymia.  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.  Last week summary scores were used to compute a total score from the 17 

items comprising the depression scale score.  The K-SADS depression scale was found 

to have good internal reliability in this sample (α = .90) and was significantly correlated 

with the BDI-Y (r=.61).  Inter-rater reliability was computed on 34 of the 132 

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 6. Histogram of total depression scale scores on the K-SADS-P IVR. 

 

20.00 40.00 60.00

ksdstot1

0

2

4

6

8

10

12

14

Frequency

Mean = 35.2576
Std. Dev. = 11.92318
N = 131

K-SADS Total Score



79 

Family Measures 

 Self-report Measure of Family Functioning- Child Revised.  The Self-Report 

Measure of Family Functioning – Child Revised (SRMFF-CR; Stark, 2002) is a 40 item 

self-report measure of family environment and functioning.  In the current study, 

participants rated their family environment based on the family system in which they 

were currently living.  The SRMFF-CR originated from Bloom’s Self-Report Measure 

of Family Functioning (SRMFF; Bloom, 1985), a 75 item measure for adolescents and 

adults that was developed from items selected from several family functioning measures 

including the Family Environment Scale (Moos & Moos, 1981), the Family-Concept Q 

Sort (Van der Veen, 1965), the Family Adaptability and Cohesion Evaluation Scales 

(Olson et al., 1985), and the Family Assessment Measure (Skinner et al., 1983).   

 Since the SRMFF was developed for adults, the original measure was modified 

by Stark and colleagues (Stark et al., 1990) by simplifying the language, removing 

double negatives, and simplifying descriptive anchors to “Never”, “Sometimes”, and 

“Always”.  The current version of the measure (SRMFF-CR; Stark, 2002) was modified 

from the SRMFF-C by eliminating subscales with low alphas, eliminating items with 

low factor loadings and rewording items to be more child-friendly.  Additionally, a 

communication subscale was created from items from the expressiveness and 

democratic style subscales of the original SRMFF-C, and items from the disengagement 

subscale of the original SRMFF-C were added to the cohesion subscale of the SRMFF-

CR.  The SRMFF-CR has 40 items and six subscales (see Appendix H).  Items have a 

five point scale from 1=never true to 5=very true.  In a pilot study evaluating the 

psychometric properties of the SRMFF-CR based on a combined sample of conduct 

disordered and/or depressed adolescents at a residential treatment center and a control 

group (unpublished data), the following internal consistency reliabilities (coefficient 
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alphas) for the subscales were found: Communication=.92, Conflict=.84, 

Social/Recreational Orientation=.85, Cohesion=.91, Laissez-Faire Style=.69, 

Authoritarian Style=.74.    

 The communication, conflict, social recreational orientation, and cohesion scales 

were used in the current study because of their theoretical relevance, consistency with 

previous research, and better psychometrics.  Moos (1990) has suggested that research 

focus on broad constructs of family environment rather than many specific constructs.  

Factor analysis studies on the Family Environment Scale, from which the SRMFF-CR 

is largely based, are inconsistent regarding the factors yielded by the measure, but for 

the most part the conflict and cohesion scales load onto the same “relationship” factor 

and are highly correlated (Gondoli & Jacob, 1993).   

 Items for the SRMFF-CR scales used in the current study are listed in Appendix 

F.  According to Moos and Moos (1981), family environment can be conceptualized in 

terms of three major dimensions, including relationships, personal growth, and system 

maintenance.  In the current study, consistent with research and theory on these three 

dimensions of family functioning, the cohesion and conflict items were combined to 

create a family relationship score.  Since the cohesion and conflict subscales measure 

family relationships on opposite dimensions, with high cohesion and low conflict 

indicating better family relationships, the conflict items of the SRMFF-CR were 

recoded in the same manner as reversed items, and a sum of the cohesion and conflict 

items comprised a “relationship” score.  The relationship subscale in the current study 

measures the extent to which family members get along with one another, how much 

family members feel as though they are connected and close with one another. 

 The communication scale includes items from the expressiveness and 

democratic subscales of the original SRMFF, which are on two separate dimensions 
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(relationship and system maintenance).  This scale measures the degree to which family 

members talk about problems and rules together.  The social recreational orientation 

subscale is on the personal growth dimension, and measures the extent to which the 

family engages in social interactions with friends, and how often the family participates 

in hobbies, activities, and games with one another.  A total family environment score 

was computed from the relationship, communication, and social recreational orientation 

scales to create a score for the overall family environment.  Internal consistency was 

found to be high for the relationship (α=.89), communication (α=.89), social 

recreational orientation (α =.84), and total family environment score (α=.93).   

 The Symptom Checklist 90-R.  The Symptom Checklist 90-R (SCL-90R 

Derogatis, 1983) is a multidimensional self-report inventory designed to screen for a 

range of symptoms of psychopathology in adults.  The scale assesses the severity of 

symptoms across nine dimensions including Somatization, Obsessive-Compulsive, 

Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid 

Ideation, and Psychoticism.  The measure has 90 items assessing symptom distress on a 

5 point response scale (0=not at all; 4=extremely).  Scale scores are computed by taking 

the average of items completed for that scale.  Internal consistency (Cronbach’s alpha) 

was found to be acceptable across two studies (Derogatis, Rickels, & Rock, 1976; 

Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) ranging from a low of .77 on 

the psychoticism scale to a high of .90 on the depression scale.  Test-retest coefficients 

reported by Derogatis (1994) indicate that the measure is more stable over short periods 

of time; the test re-test coefficients for the scales over a one week period were between 

.78 and .90, while coefficients after a 10 week period ranged from .68 to .83.  Scales of 

the SCL-90 are highly correlated with corresponding scales on the MMPI and other 

measures of psychopathology (Derogatis, 1994).   
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 Mothers and fathers of participants in the current study completed the SCL-90-

R; however, only mothers’ data were used because of the small number of fathers who 

completed the measure.  Two scales were used in the current study: the depression 

index and the global index with the depression scale removed.  The depression scale 

was removed from the global index in order to provide a measure of psychopathology 

other than depression.  Internal consistency was high for the depression scale (α = .90) 

and the global severity index with the depression scale removed (α = .94). 

Cognitive Measure 

 Children’s Cognitive Style Questionnaire.  The Children’s Cognitive Style 

Questionnaire (CCSQ, Mezulis et al., unpublished manuscript), is a self-report measure 

of cognitive vulnerability to depression that measures inferential styles about causes, the 

self, and consequences (see Appendix G).  The measure was developed from the 

Cognitive Style Questionnaire (Abramson et al., 2000) and Inferential Style 

Questionnaire (Rose et al., 1994), which are measures of inferential style in adults.  On 

the CCSQ, children are asked to read six scenarios; four describe negative events and 

two describe positive events.  Children’s responses to positive scenarios are not 

included in scoring, but are used to keep from tiring the children with repeated negative 

situations.  After reading each scenario, the child is asked to respond to statements 

regarding the internality, stability, and globality of their inferences regarding the cause 

of the event (three items per scenario); inferences about the self (one item per scenario); 

and inferences about consequences of the event (one item per scenario).  Items have a 

five point response scale from 1=don’t agree to 5=agree a lot.  Responses to all of the 

negative scenario items are summed for a negative cognitive style composite score, with 

higher scores indicating a more negative cognitive inferential style for negative events.  

The 12 items related to inferences about causes are summed for a negative attributional 
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style score.  This scale, called the causes subscale in the current study, measures the 

extent to which participants infer that negative events are due to a cause that will not 

change and permeates different areas of their life, and how much they infer that they are 

to blame for negative events.  The 4 items related to self-inferences are summed to 

create a negative self inferences component score.  This scale, called the self scale in the 

current study, measures the extent to which participants infer that there is something 

wrong with them if a negative event happens.  The 4 items related to inferences about 

consequences are summed to create a negative consequences component score.  This 

scale, called the consequences scale in the current study, measures the extent to which 

participants infer that more negative events will happen as a result of a specific negative 

event.   

 Internal consistency (coefficient alpha) was found to be high in two independent 

samples of children, with coefficient alpha ranging from .84 to .88 for the composite 

score and ranging from .76 to .85 for the subscales.  Test-retest reliability over a period 

of one week was found to be .77 for the composite score, .83 for the attributional style 

component, .48 for the self-inferences component, and .50 for the negative 

consequences component (Mezulis et al., unpublished manuscript).  The attributional 

component of the CCSQ has been found to correlate highly with the Children’s 

Attributional Style Questionnaire-Revised.  Further, a principal components factor 

analysis of the CCSQ supported the existence of the three hypothesized components of 

cognitive vulnerability (Mezulis et al., unpublished manuscript).  The current study 

found good internal consistency for the three CCSQ subscales (Cronbach’s α=.88, .80, 

and .85 for cognitive styles about the self, causes, and consequences respectively) and 

the CCSQ composite (α=.90).   
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Procedure 

 Data for the present study were collected as part of a larger ongoing study.  

Participants attended fourth through seventh grade in two suburban central Texas school 

districts.   

Depressed Sample 

 Depressed girls were identified through a multiple gate screening process 

conducted for four cohorts of participants across three years.  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 new 

measures: the BDI-Y and the CCSQ.  Participants from School District 1 received the 

CCSQ as an additional measure at screening and School District 2 received the BDI-Y 

as an additional measure at screening.  Because the BDI-Y is a measure of depressive 

symptoms, it was included in the multiple gate screening procedure to identify 

depressed participants for School District 2.  Procedures also differed slightly between 

the first cohort of participants and the second through fourth cohorts in the second gate 

of screening, due to an effort to improve the efficiency and accuracy of identifying 

participants appropriate for a diagnostic interview. 

 School District 1.  Letters describing the study and consent forms (see Appendix 

H) were sent home to the parents of all of the girls in grades 4 to 7 (n=1587) .  Teachers 

monitored the distribution and return of consent forms.  In the first gate of the 

screening, girls who received parental consent and gave assent to participate (see 

Appendix I) completed the CDI in large groups (n=775).  As the measures were 

completed, they were scored by Graduate Research Assistants (GRA’s).  In the first 

cohort of participants, participants who scored above a 15 on the CDI were 

administered another CDI one week later (n=44) as the second gate of screening.  In 
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subsequent cohorts, participants scoring above a 15 on the CDI were administered a 

DSM-IV symptom interview with a trained GRA or doctoral level clinician as the 

second gate (n=90), which took place on the same day as the first gate of screening.  

Participants who either scored above a 15 on the second CDI administration (cohort 1), 

or reported depressive symptoms during the DSM-IV interview (cohorts 2 through 4), 

were given a letter for her parent stating she had indicated she was experiencing 

depressive symptoms and a description of the final gate of screening: the diagnostic 

interview.  In cohorts 2 though 4, the parent also received a phone call from the GRA or 

professional.  If both parent consent (see Appendix J) and child assent (see Appendix 

K) were given, the child and her primary caregiver independently completed the K-

SADS diagnostic interview with a trained doctoral student interviewer (n=67). 

If the child was depressed, the parent was informed of these results during a 

feedback meeting or telephone call, and the parent was given a letter describing the next 

phase of the study: pretreatment assessment and treatment (see Appendix L).  If both 

parent consent and child assent were given, the child completed a battery of measures 

(n=33), including the CCSQ and SRMFF-CR, in small groups of three to four 

participants.  The participant’s caregivers were asked to complete a battery of measures, 

including the SCL-90-R.  All paper and pencil measures were administered at the 

participant’s school by a doctoral student trained in measures administration. 1 The 

GRA monitored the completion of measures and read items aloud for children with low 

reading levels.  Children completed measures during the school day, and parents 

completed measures during evening hours.   

 School District 2.  Letters describing the study and consent forms were sent 

home to the parents of all of the girls in grades 4 to 7 (n=3399).  Teachers monitored the 

 
1 In the first cohort of participants, parent measures were sent home in the mail and returned by mail. 
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distribution and return of consent forms.  In the first gate of the screening, girls who 

received parental consent and gave assent to participate completed the CDI and the 

BDI-Y in large groups.  As the measures were completed, they were scored by GRA’s.  

In the first cohort of participants, participants who scored above a 15 on the CDI were 

administered another CDI one week later (n=83) as the second gate of screening.  In 

subsequent cohorts, participants scoring above a 15 on the CDI or above a 24 on the 

BDI-Y were administered a DSM-IV symptom interview with a trained GRA or 

doctoral level clinician as the second gate (n=326), which took place on the same day as 

the first gate of screening.  Participants who either scored above a 15 on the second CDI 

administration (cohort 1), or reported depressive symptoms during the DSM-IV 

interview (cohorts 2 through 4), were given a letter for her parent stating she had 

indicated she was experiencing depressive symptoms and a description of the final gate 

of screening: the diagnostic interview.  In cohorts 2 though 4, the parent also received a 

phone call from the GRA or professional. If both parent consent and child assent were 

given, the child and her primary caregiver independently completed the K-SADS 

diagnostic interview with a trained doctoral student interviewer (n=161). 

If the child was depressed, the parent was informed of these results during a 

feedback meeting or telephone call, and the parent was given a letter describing the next 

phase of the study: pretreatment assessment and treatment.  If both parental consent and 

child assent were received, the child completed a battery of measures (n=98), including 

the CCSQ and SRMFF-CR, in small groups of three to four participants.  The 

participant’s caregivers were asked to complete a battery of measures, including the 

SCL-90-R.  All paper and pencil measures were administered at the participant’s school 
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by a doctoral student trained in measures administration.2 The GRA monitored the 

completion of measures and read items aloud for children with low reading levels.  

Children completed measures during the school day, and parents completed measures 

during evening hours.  

Control Sample 

The control sample for the current study consisted of 40 participants between the 

ages of 9 and 14 from two suburban central Texas school districts, recruited on a 

volunteer basis.  Classrooms in schools where screenings had taken place were 

randomly selected and GRA’s distributed letters describing the study, parent consent, 

child assent, and demographic information forms to girls in grades 4 to 7 (see Appendix 

P).  School counselors monitored the return of the consent forms.  If both parental 

consent and child assent were given, participants and their parents were assessed in their 

homes.  Child participants completed the K-SADS interview and a battery of measures, 

including the BDI-Y, CCSQ, and SRMFF-CR.  Parents completed the K-SADS 

interview and a battery of measures including the SCL-90-R.  A trained K-SADS 

interviewer administered the K-SADS interview to the parent and child, and an 

additional GRA monitored the completion of measures.  Measures were completed by 

parents and children independently of one another.  Parents were provided with 

feedback from the K-SADS interview immediately following the interview.  If a child 

was identified as experiencing a psychological disorder other than mild anxiety, 

oppositional behavior, or ADHD, her parents were given a referral to a mental health 

provider within their daughter’s school or community and the participants’ data were 

dropped from the investigation.  In the current study, data for five children were 

dropped from the analysis.  All five were experiencing significant depressive 

 
2 In the first cohort of participants, parent measures were sent home in the mail and returned by mail. 
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symptoms; four were diagnosed with major depression and one had depressive 

symptoms with a history of severe sexual abuse.  Each family was paid $50.00 for 

participating in the study. 

Training of Measures Administrators 

 Doctoral students were trained in measures administration by the project 

coordinator of the larger treatment study.  Instruction was given on the administration 

and scoring of each paper-and-pencil measure.  Measures administrators had at least 

one year of experience on the research team.  During the child assessments, at least one 

measures administrator present was trained in assessing suicidal ideation and intent. 

Training of Interviewers 

 The K-SADS parent and child interviews were conducted by doctoral students 

in school psychology.  Interviewers were trained in the administration of the K-SADS 

for approximately six months by the project coordinator of the larger treatment study, 

who has expertise in the area of childhood psychopathology and the administration of 

semi-structured clinical interviews.  Interviewers-in-training reviewed tapes and directly 

observed senior interviewers.  Approximately 50 hours of training took place before 

interviewers began independently conducting interviews.  The interviewers-in-training 

then practiced interviews with volunteers under the observation of senior interviewers.  

The project coordinator and head interviewer reviewed beginning interviewers’ tapes 

and provided feedback.  All interviewers received weekly supervision for K-SADS 

administration and scoring.   

Ethical Considerations 

This study was conducted in compliance with the ethical standards of research 

published by the American Psychological Association as well as ethical standards set 

forth by the University of Texas.  Approval for the study was obtained from the 
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Departmental Review Committee in the Department of Educational Psychology and the 

Institutional Review Board of the University of Texas.  
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CHAPTER 4 

 

Statistical Analyses  

 

Preliminary Analyses 

Missing Data 

 In order to make use of all available data, values were imputed for missing item-

level data points.  In order to reduce bias through deleting cases with missing data or 

mean substitution available through statistical packages (Graham & Hofer, 2000), 

missing data were handled by computing a mean score for each of the subscales used in 

the current study for each participant.  If a data point for an item on a particular subscale 

was missing for a given participant, that participant’s mean score for that subscale was 

entered.  This method likely does not have the merit of more sophisticated statistical 

methods of imputing missing values, such as model-based procedures, the expectation 

maximization algorithm, or multiple imputation (Graham & Hofer., 2000); however, 

given the internal consistency of the measures and relatively low number of data points 

missing, it likely did not result in biased parameter estimates.  The percentage of item-

level data missing for each subscale ranged from 0% to .01%. 

Assumptions of Multiple Regression 

 The data were examined for violations of the assumptions of multiple 

regression.  Examination of histograms and scatterplots indicated that there were no 

outliers in the data, and that relationships between the independent and dependent 

variables were linear.  Further, for each regression analysis, the histogram of 

standardized residuals for each analysis showed a roughly normal curve, suggesting that 

error was normally distributed.  Finally, scatterplots of the standardized predicted 
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dependent variable (K-SADS score) by the standardized residuals showed a random 

pattern across the range of predicted K-SADS scores, indicating that the variance was 

approximately equal across predicted K-SADS scores. 

Descriptive Statistics 

 Means, standard deviations, and Cronbach’s alpha for the main variables are 

presented in Table 2.  In general, all scales had good internal consistency.  .  Scale 

intercorrelations for the SRMFF-CR are presented in Table 3 and for the CCSQ in 

Table 4.   As can be seen in Tables 3 and 4, for both the CCSQ and SRMFF-CR, 

subscales were generally intercorrelated.  Scale intercorrelations for each measure used 

in the current study, including screening measures, can be found in Appendix N.   
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Table 2. 

Means, Standard Deviations, and Cronbach’s α, for Main Variables (N=131) 

______________________________________________________________________ 

Variable      M SD α

______________________________________________________________________ 

K-SADS Total Depression Scale   35.26  11.92  .90 

SRMFF Relationship (Cohesion+Conflict)  37.63  10.60  .86 

SRMFF Communication    14.79      8.17  .89 

SRMFF S.R. Orientation    20.97      8.27  .84 

SRMFF Family Environment Total Score  73.39   23.67  .93 

CCSQ Causes      30.70     8.79  .80 

CCSQ Self        7.29     4.14  .88 

CCSQ Consequences       7.33      4.08  .85 

CCSQ Composite Score    45.32  14.75  .90 
aSCL-90-R Depression Score      1.39      .68  .90 
aSCL-90-R Global Index (Depression removed)     .79      .42  .94 

______________________________________________________________________ 

Note. S.R. Orientation = Social Recreational Orientation. 
a n=84 for SCL-90-R.    
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Table 3 

SRMFF-CR  Subscale Intercorrelations (N=131) 

______________________________________________________________________ 

SRMFF-CR Subscale        Relationship    Communication S.R. Orientation 

______________________________________________________________________ 

Relationship   1.00        

Communication    .62   1.00     

S.R. Orientation    .59      .70   1.00 

_____________________________________________________________________ 

Note. S.R. Orientation = Social Recreational Orientation 
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Table 4   

CCSQ Subscale Intercorrelations (N=131) 

______________________________________________________________________ 

CCSQ Subscale  Causes  Self  Consequences 

______________________________________________________________________ 

Causes    1.00  

Self      .62  1.00 

Consequences     .52    .70  1.00   

______________________________________________________________________ 
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Demographic Variables 

Race/ethnicity by school district.  A preliminary analysis was conducted to determine 

whether the sample in the present study was representative of the school districts from 

which participants were recruited.  Frequencies by race/ethnicity are displayed for the 

current sample and the two school districts in Table 5.  Race/ethnicity data for each 

school district were collected by summing the totals for each racial/ethnic group for 

schools used in the current study for each district (National Center for Education 

Statistics).  Data from the school districts were only available for Caucasian, Latino, 

African American, Asian American and American Indian/Alaska Native categories for 

the 2002-2003 school year; no category was available for two or more ethnicities.  

Thus, the current sample and district data were not directly comparable.  The sample 

data and district data were compared for the categories of Caucasian only, Latino only, 

African American only, and Asian American only; none of the participants in the 

current study described themselves as American Indian or Alaskan Native.  Differences 

between the sample and school districts in terms of race/ethnicity were compared 

statistically using chi square.   

 There was a statistically significant difference between the group from School 

District 2 in the current sample and the general population of the School District 2 

schools from which the sample was recruited χ2 (3, N=6810) =8.71, p<.05.  There was 

no difference between the School District 1 group in the current sample and the general 

population of School District 1 schools from which the sample was recruited χ2 (3, 

N=2263) =1.21, p>.05.  Due to the different categories in the school district data and the 

data collected in this sample, specifically the large number of cases classified as 

biracial/multiethnic in the current sample and the absence of a biracial/multiethnic 

category in the available school district data, these results should be interpreted with 
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caution.  Furthermore, the analysis of the School District 1 data may not be valid given 

that there were no cases in the African American or Asian American category in the 

sample for School District 1.  To address these problems, the categories of 

race/ethnicity were collapsed into Caucasian and “other” in order to better meet the cell-

size requirement for the chi square test as well as to include the categories of American 

Indian/Alaska Native (school district) and Biracial/Multiethnic (present sample) in the 

analysis.  Collapsing the race/ethnicity categories in this manner resulted in a non-

statistically significant difference between the two groups for School District 1, χ2 (1, 

N=2268) =2.61, p>.05. or School District 2, χ2 (1, N=7122) =.76, p>.05.  Thus, the 

sample appears to be fairly representative of population from which participants were 

recruited.   
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Table 5

Percent Distribution by Race/Ethnicity for Participants and School District Populations

____________________________________________________________________________________________

School District 1: Frequency (%) School District 2: Frequency (%)

___________________________________ ____________________________________

Ethnicity Current Sample School District Data Current Sample School District Data

(n=33) (n=2240) (n=97) (n=7033)

_____________________________________________________________________________________________

White 50.0 69.2 38.5 39.2

Latino 21.9 26.1 18.8 30.8

African American 0.0 4.0 16.7 20.4

Asian 0.0 .1 2.1 9.0

American Indian 0.0 .002 0.0 .01

Biracial/multiethnic 18.2 * 17.5 *

_____________________________________________________________________________________________

*no biracial or multiethnic category available from school district
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Demographic variables and total depression score. A series of analyses were 

conducted to determine whether the total K-SADS depression score was related to age, 

race/ethnicity, or living arrangement.  The correlation between age and total K-SADS 

depression score was not statistically significant (r=-.13).  Analysis of variance 

(ANOVA) results indicated that K-SADS depression scores did not differ among 

racial/ethnic groups, F(4, 116) = .85, p=.39, or living arrangement, F(3, 124) = .62, 

p=.61.   

Parent Participation 

 Although attempts were made to achieve full parent participation in completing 

the SCL-90-R, by making appointments with parents to complete measures in person or 

following up by phone for measures sent in the mail, a number of parents did not 

complete the SCL-90-R.  Fifty five percent of mothers of children in the depressed 

group and eighty five percent of mothers of children in the control group completed the 

SCL-90-R.   A chi square test was conducted to compare groups with respect to 

frequency of completion of the SCL-90-R, resulting in a statistically significant 

difference between the groups, χ2 (1, N=132) = 10.63, p<.01, indicating that the control 

group included more mothers who completed the SCL-90-R than the depressed group.  

Procedures of parent data collection were different for the control and depressed groups.  

Data for the control group were collected in the child’s home with parents and children 

completing measures independently but simultaneously.  The different method of data 

collection for the control and depressed groups most likely accounts for the difference 

between groups in terms of parent completion of the SCL-90-R between those groups.  

To examine whether there are differences in family environment between parents who 

did and did not complete the SCL-90-R within the group that had a poorer completion 

rate, the depressed group only was divided into two groups, one group included parents 
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who had completed the SCL-90R and the other included those who had not.  Only the 

depressed group was used in this analysis to control for the different procedures in data 

collection.  A series of t tests were conducted on the subscales of the SRMFF-CR to 

determine if there were differences in children’s reports of family environment for 

families between groups of mothers who did and did not complete the SCL-90R.  

Results are displayed in Table 6.  None of the t tests were significant, indicating 

participants’ reports of family relationships, family communication, and family social 

recreational orientation did not differ between children of parents who did and did not 

complete the SCL-90-R.  A t test was also conducted on total K-SADS scores, 

indicating a non-statistically significant difference in levels of girls’ depression between 

groups of mothers who did and did not complete the SCL-90-R.   
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Table 6 

T-Tests of SRMFF-CR Variables and K-SADS total score by Parent SCL-90R 

Completion Group for Depressed Participants (n=91) 

_____________________________________________________________________ 

Variables   t df p Mean Difference 

_____________________________________________________________________ 

Relationship Dimension -.15  89  .88  .34 

Communication    .27  89  .79  .47 

S.R. Orientation    .09  89  .93  .16 

K-SADS total score   -.11  89  .92  .20 

Note. S.R. Orientation = Social Recreational Orientation. 
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Main Analyses 

Hypothesis 1 

 The first hypothesis was that higher levels of depression in mothers will be 

uniquely associated with higher levels of depression in their daughters beyond the 

variance accounted for by other symptoms of psychopathology.  Hierarchical multiple 

regression was used to determine whether mothers’ scores on the depression subscale of 

the SCL-90-R predicted children’s total K-SADS depression score above and beyond 

the Global Severity Index on the SCL-90-R with the depression subscale removed.  The 

depression subscale was removed from the Global Severity Index in order to take 

overlapping variance out of the model.  The full model accounted for non-significant 

proportion of the variance in K-SADS scores, R2 = .035, F(2,82) = 1.47, p=.24, 

indicating that the independent variables of maternal global psychopathology and 

maternal depression did not significantly predict changes in the K-SADS total score for 

daughters.  Furthermore, the addition of the depression subscale accounted for an 

increase in R2 of .02, F(2,82) = 1.51, p=.22.  These results are displayed in Table 7. 
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Table 7

Hierarchical Regression Analysis for SCL-90-R variables (n=84)

____________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2
�R2 _________________ ___________________

β t p β t p
____________________________________________________________________________________________

1. aGlobal index .02 .02 1.41 .24 .13 1.18 .24 .29 1.71 .09

2. Depression Index .04 .02 1.51 .22 -.21 -1.23 .22

____________________________________________________________________________________________
aGlobal Severity Index of the SCL-90-R with Depression Index removed.
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Hypothesis 2 

 The second hypothesis was that participants’ reports of family environment will 

predict child depression.  Specifically, it was hypothesized that more cohesive and less 

conflictual family relationships, more communication within the family, and higher 

levels of the family’s engagement in social recreational activities would be associated 

with lower levels of depression in girls.  A score for family relationships was created by 

reversing items on the conflict scale and summing the total with the cohesion total for 

each participant.  The total K-SADS depression score was regressed on all three 

SRMFF variables.  The overall model was significant F (3,127) = 9.16, p<.001, and 

accounted for 18% of the variance in K-SADS scores.  

 A hierarchical multiple regression analysis was then done on the three subscales 

of the SRMFF for two reasons.  First, the relationship dimension of the SRMFF has 

gotten the most empirical attention, and the association between depression and the 

quality of family relationships is a relatively robust finding in the literature.  Some 

studies have found a relationship between depression and communication styles in 

families.  Little empirical attention, however, has been given to the social recreational 

orientation of families.  Second, multicollinearity was a concern.  Although it appears 

the results presented in Table 8 include non-statistically significant beta coefficients for 

the relationship and communication scales, the scales of the SRMFF were inter-

correlated.  Further, the variance inflation factor (VIF) for both the communication and 

social recreational scales were above 2.0, indicating the possibility of multicollinearity 

(Miles & Shevlin, 2001).  Multicollinearity among independent variables is problematic 

in that it is difficult to interpret the significance of beta coefficients when 

multicollinearity is present.  Thus, the current analysis was supplemented by a 

hierarchical regression analysis. 
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The relationship scale was entered first, followed by the communication score, 

and finally the social recreational orientation score.  Results of this analysis are 

presented in Table 9.  Results indicate that family relationships accounted for 9% of the 

variance, and social recreational activity was uniquely associated with depression in 

girls in this sample after controlling for family relationships and communication.  The 

addition of social recreational activity to the model led to an increase R2 of .06, which 

was statistically significant, F(1, 127) = 9.29, p=.003.  Communication did not add a 

significant amount of variance to the model, F(1, 128) = 3.52, p=.06.   
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Table 8 

Summary of Multiple Regression Analysis for Family Environment Variables Predicting 

Depressive Symptoms in Girls (N=131) 

______________________________________________________________________ 

Predictor   β t p

______________________________________________________________________ 

Relationship    -.07    -.68  .50 

Communication  -.01    -.07  .95 

S.R. Orientation  -.37  -3.05  .003 

_____________________________________________________________________ 

Note. S.R. Orientation = Social Recreational Orientation 
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Table 9

Summary of Hierarchical Regression Analysis for Family Variables Predicting Girls’ K-SADS Total Scores (N=131)

_____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ ____________________

β t p β t p β t p
_____________________________________________________________________________________________________

1. Relationship total .09 .09 13.30 <.001 -.31 -3.65 <.001 -.18 -1.70 .09 -.07 -.68 .50

2. Communication .12 .02 3.52 .06 -.20 -1.88 .06 -.01 -.07 .95

3. S.R. Orientation .16 .06 9.29 .003 -.37 -3.05 .003

_____________________________________________________________________________________________________

Note. S.R. Orientation = Social Recreational Orientation
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Hypothesis 3 

 The third hypothesis was that family environment would mediate the 

relationship between maternal psychopathology and depression.  Specifically, it was 

hypothesized that when subscales from the SRMFF-CR were added to the analysis, the 

ability of maternal psychopathology to predict group membership would no longer be 

significant.  According to Baron and Kenny (1986), in order to establish a mediation 

effect, the following conditions must be met 1) parent psychopathology must predict 

any or all family environment variables, 2) parent psychopathology must predict child 

depression, and 3) any or all family environment variables must predict child depression 

(hypothesis 3).  Although condition 3 was met for this analysis, condition 2 was not; 

maternal psychopathology did not predict depression in daughters in the current study.  

Thus, this hypothesis was not explored further and a mediation analysis was not done. 

 

Hypothesis 4 

 The fourth hypothesis was that participants’ reports of cognitive style would 

predict their depression scores on the K-SADS interview.  Specifically, a more negative 

inferential style about the self, a more negative attributional style, and a more negative 

inferential style about consequences has hypothesized to be associated with higher 

levels of depression in girls.  Multiple regression was used to explore whether the 

negative attributional style, self-inferences, and consequences subscales of the 

Children’s Cognitive Style Questionnaire (Mezulis et al., unpublished manuscript) 

predict the total depression score on the K-SADS.  The total K-SADS depression score 

was regressed on all three CCSQ variables.  The overall model was significant, F

(3,127) = 11.33, p<.001, and accounted for 21% of the variance in K-SADS scores.  

Girls reporting more negative cognitive styles had higher levels of depression.  
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Standardized beta weights and t statistics for this analysis are presented in Table 10.   

 A hierarchical multiple regression analysis was done on the three subscales of 

the CCSQ for two reasons.  First, theory and empirical evidence suggests that the three 

styles develop at different times and some of the styles have more evidence of a 

relationship with depression than others.  Cognitive style about the self has been found 

to be the first to develop in children and be associated with depression.  There is also 

abundant research on the relationship between attributional style and depression.  

Cognitive style about consequences, however, has only been researched in a few 

studies.  The ability of the consequences scale to predict depression beyond the self and 

causes scales was of interest.  Second, multicollinearity was a concern.  Although it 

appears the results presented in Table 10 include non-statistically significant beta 

coefficients for cognitive styles about the self and consequences, the two scales are 

highly correlated and the VIF’s for the self and consequences scale were both above 

2.0.   

 Cognitive style about the self was entered first in the hierarchical regression, due 

to the consistent finding that beliefs about the self are related to depression in youth and 

research on the earlier development of self concept than attributional style.  

Attributional style was entered in step 2, followed by cognitive style about 

consequences in Step 3.  Results are displayed in Table 11.  Cognitive style about the 

self contributed 17% of the variance in K-SADS depression scores.  Cognitive style 

about causes was uniquely associated with depressive symptoms after controlling for 

beliefs about the self.  Cognitive style about consequences, however, did not appear to 

contribute to the model.   
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Table 10 

Summary of Multiple Regression Analysis for Cognitive Style Variables Predicting 

Depressive Symptoms in Girls (N=131) 

______________________________________________________________________ 

Predictor   β t p

______________________________________________________________________ 

Causes    .24  2.34  .02 

Self    .19  1.59  .11 

Consequences   .10    .85  .40 

______________________________________________________________________ 
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Table 11

Summary of Hierarchical Regression Analysis for Cognitive Style Variables Predicting Girls’ K-SADS Total Scores (N=131)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _______________ _____________

β t p β t p β t p
____________________________________________________________________________________________________

1. Self .17 .17 25.97 <.001 .41 5.10 <.001 .25 2.52 .01 .19 1.60 .11

2. Causes .21 .04 6.31 .01 .25 2.51 .01 .24 2.34 .02

3. Consequences .21 .01 .73 .40 .10 .85 .40

____________________________________________________________________________________________________
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Hypothesis 5 

 The fifth hypothesis was that cognitive inferential styles about the self, causes, 

and consequences will each moderate the relationship between family environment and 

depression for middle school age children, but not elementary school children.  

Cognitive style and family environment was hypothesized to have main effects for 

elementary school girls, but the two variables were not expected to interact to predict 

depression in this group.   

 For this analysis, a family environment total score was created by summing 

scores from the relationship, communication, and social recreational scales for each 

participant.  Given that the SRMFF scales were all intercorrelated with one another, a 

total score was created in order to create a variable for overall family environment.  

Separate analyses were done for each cognitive style to remain consistent with previous 

research on hopelessness depression (e.g., Abela, 2001).  Two-way interactions between 

each cognitive style and family environment for each developmental level (elementary 

and middle school) assessed whether cognitive style moderated the relationship between 

family environment and depression in girls at each developmental stage.  Hierarchical 

multiple regression was conducted to explore the direct effects of the SRMFF total and 

the direct and moderating effects of the CCSQ variables.  For all analyses, family 

environment was entered in Step 1 and the cognitive style variable (self, causes, or 

consequences) was entered in Step 2.  Two-way interactions between cognitive style 

and family environment were entered in Step 3.  Interaction terms were the product 

term of the two predictors (family environment and cognitive style), which were 

centered around the mean to avoid problems with muticollinearity.  Significant 

interactions were probed by examining the relationship between family environment 
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and depression at high (1 SD above the mean) and low (1 SD below the mean) levels of 

the cognitive style variable (Aiken & West, 1991).     

 Six regression models were tested; one for each of the three CCSQ variables 

(causes, self, and consequences), for each developmental level (Elementary and Middle 

School).  Separate regressions were undertaken for each of the developmental stages 

rather than testing for a three-way interaction because the groups had relatively low 

sample sizes (n=64 and 67 for the middle school and elementary school groups, 

respectively) and there would have been insufficient power to detect a three-way 

interaction (Cohen & Cohen, 1983). 

 Results of all six analyses are reported in Tables 12 through 17.  The hypothesis 

appeared to be partially supported; attributional style and inferential style about the self 

interacted with family environment for middle school students but not elementary 

students.  For middle school students, the model for each of the three cognitive styles 

accounted for a large proportion of the variance in depression scores (40% for cognitive 

style about the self, 43% for cognitive style about causes, and 35% for cognitive styles 

about consequences).  Family environment and all three cognitive styles had main 

effects for depression scores in middle school girls.  Further, the associations between 

family environment and depression were moderated by cognitive styles about the self 

and cognitive styles about causes.  However, as can be seen in Figure 7 and 8, the 

interaction operated differently than expected; the relationship between family 

environment and depression was stronger for girls who reported positive cognitive 

styles about the self (β = -.53, p=.002) and causes (β = -.65, p<.001)  than for girls with 

negative cognitive styles about the self (β = -.03, p=.85) and causes (β = -.05, p=.74).  

Cognitive style about consequences did not interact with family environment in 

predicting depression for middle school girls. 
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For elementary school students, there were main effects for the SRMFF family 

environment score in all three analyses.  There was also a main effect for inferential 

style about the self, but not for attributional style or inferential style about 

consequences.  Consistent with the hypothesis, there were no significant interactions 

between cognitive style and family environment variables for elementary school aged 

children.  As can be seen in Figures 10, 11, and 12, none of the cognitive styles 

operated as moderators in the relationship between family environment and depression 

for younger girls.   

 Overall, the hypothesis that cognitive style will interact with family environment 

factors to predict depression above their main effects for middle school students was 

mostly supported.  Furthermore, the hypothesis that cognitive style and family 

environment factors would directly predict, but would not interact to predict, depression 

in elementary school students was partially supported.  Family environment and 

inferential style about the self directly predicted depression in elementary school 

students. 
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Table 12

Middle School Hierarchical Multiple Regression Analysis: Moderating Effect of CCSQ Self Scale (n=64)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ _______________

β t p β t p β t p
____________________________________________________________________________________________________

1. SRMFF total .22 .22 17.62 <.001 -.47 -4.20 <.001 -.36 -3.26 .002 -.34 -3.23 .002

2. CCSQ Self .33 .11 9.49 <.001 .34 3.08 .003 .51 4.14 <.001

3. CCSQ X SRMFF .40 .07 7.1 .01 .31 2.67 .01

____________________________________________________________________________________________________



115

Table 13

Middle School Hierarchical Multiple Regression Analysis: Moderating Effect of CCSQ Causes Scale (n=64)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ _______________

β t p β t p β t p
____________________________________________________________________________________________________

1. SRMFF total .22 .22 17.62 <.001 -.47 -4.20 <.001 -.27 -2.33 .02 -.27 -2.44 .01

2. CCSQ Causes .38 .16 15.40 <.001 .45 3.92 <.001 .48 4.29 <.001

3. CCSQ X SRMFF .43 .05 5.13 .03 .23 2.27 .03

____________________________________________________________________________________________________
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Table 14

Middle School Hierarchical Multiple Regression Analysis: Moderating Effect of CCSQ Consequences Scale (n=64)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ _______________

β t p β t p β t p
____________________________________________________________________________________________________

1. SRMFF total .22 .22 17.62 <.001 -.47 -4.19 <.001 -.40 -3.71 <.001 -.39 -3.60 .001

2. CCSQ Conseq .33 .11 9.77 <.001 .34 3.13 .003 .38 3.36 .001

3. CCSQ X SRMFF .35 .02 1.47 .23 .14 1.21 .23

____________________________________________________________________________________________________



117

Table 15

Elementary School Hierarchical Multiple Regression Analysis: Moderating Effect of CCSQ Self Scale (n=67)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ _______________

β t p β t p β t p
____________________________________________________________________________________________________

1. SRMFF total .10 .10 6.96 .01 -.31 -2.63 .01 -.22 -1.79 .08 -.20 -1.64 .11

2. CCSQ Self .17 .08 6.00 .01 .29 2.45 .02 .32 2.61 .01

3. CCSQ X SRMFF .19 .01 .97 .32 .12 .98 .94

____________________________________________________________________________________________________
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Table 16

Elementary School Hierarchical Multiple Regression Analysis: Moderating Effect of CCSQ Causes Scale (n=67)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ _______________

β t p β t p β t p
____________________________________________________________________________________________________

1. SRMFF total .10 .10 6.96 .01 -.31 -2.64 .01 -.26 -2.08 .04 -.26 -2.08 .04

2. CCSQ Causes .12 .02 1.69 .20 .16 1.30 .20 .16 1.31 .20

3. CCSQ X SRMFF .12 .00 .01 .80 -.03 -.26 .80

____________________________________________________________________________________________________
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Table 17

Elementary School Hierarchical Multiple Regression Analysis: Moderating Effect of CCSQ Consequences Scale (n=67)

____________________________________________________________________________________________________

Step Predictor R2 � R2 F for p Step 1 Step 2 Step 3
�R2 _____________ _____________ _______________

β t p β t p β t p
____________________________________________________________________________________________________

1. SRMFF total .10 .10 6.96 .01 -.31 -2.64 .01 -.24 -2.00 .05 -.24 -1.99 .05

2. CCSQ Conseq. .15 .05 3.63 .06 .23 1.90 .06 .23 1.89 .06

3. CCSQ X SRMFF .15 .00 .01 .94 .01 .07 .95

____________________________________________________________________________________________________
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Figure 7.  Cognitive Style about Self X Family Environment Interaction for Middle 

School Girls’ Depressive Symptoms. 
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Figure 8.  Cognitive Style about Causes X Family Environment Interaction for Middle 

School Girls’ Depressive Symptoms. 
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Figure 9.  Cognitive Style about Consequences X Family Environment Interaction for 

Middle School Girls’ Depressive Symptoms. 
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Figure 10.  Cognitive Style about the Self X Family Environment Interaction for 

Elementary School Girls’ Depressive Symptoms. 
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Figure 11.  Cognitive Style about Causes X Family Environment Interaction for 

Elementary School Girls’ Depressive Symptoms. 
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Figure 12.  Cognitive Style about Consequences X Family Environment Interaction for 

Elementary School Girls’ Depressive Symptoms. 
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Secondary Analyses 

Hypothesis 1 

 The finding that parent psychopathology, and particularly parent depression, did 

not predict the total depression score on the K-SADS, is an unusual finding in light of 

previous research.  Thus, SCL-90-R data were examined further to explore whether a 

restriction of range, with most parents reporting little depression, was responsible for 

the null findings.  Depression T scores from the SCL-90-R scoring manual (Derogatis, 

1994) were entered for each mother who completed the SCL-90-R in the current 

sample.  A histogram these T scores is displayed in Figure 13.  It appears that parents 

reported a range of depression levels, with many parents having a T score of 60 or 

above.  Derogatis (1994) does not specify a clinical cut-off score, but a T score of 60 

places the respondent in the 84th percentile, and a T score of 70 places the respondent in 

the 98th percentile.  Parents were further divided into groups; parents with T scores 

below 60 were considered in the “average” group, parents with T scores between 60 and 

69 were considered in the “at risk” group, and parents with T scores above 70 were 

considered in the “clinical” group.  It appears that most parents scored in the range of 

60 to 69.  See Table 18 for a distribution of the frequencies of parents scoring in these 

ranges. 
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Figure 13. Histogram of Parent SCL-90-R Depression T Scores (n=85). 
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Table 18  

Percent Distribution of Parents in Groups According to Depression T Scores on the 

SCL-90-R (n=85) 

______________________________________________________________________ 

Group     Frequency  Frequency (%) 

______________________________________________________________________ 
aAverage    18    21.2  
bAt Risk    52    61.2  
cClinical     15    17.6 

______________________________________________________________________ 

 
aAverage = T score below 60. 
bAt Risk = T score between 61 and 70 
cClinical = T score above 70. 
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 To further explore hypothesis 1, parent depression scores were categorized into 

those parents who scored above and below a T score of 70.  A t test was conducted to 

examine whether daughters of mothers who had a T score above 70 had higher K-SADS 

total scores.  The results of the t test were not statistically significant, t(1, 84) = .095, 

p=.93.  In fact, the mean K-SADS scores of daughters of mothers with clinical levels of 

depression (M=33.53, SD=10.45) were remarkably similar to daughters of mothers with 

average or at risk levels of depression (M=33.21, SD=12.11).   

 Finally, in order to test whether family environments differed between groups of 

mothers who scored in the highest and lowest ranges of the depression index, a series of 

t tests were conducted to examine whether the fifteen daughters of mothers with T 

scores of 70 or above reported more negative family environments, measured by the 

three subscales of the SRMFF-CR, than the fifteen daughters of mothers with the lowest 

scores on the depression index.  The results of these t tests were not significant for 

family relationships, t(1,28) = 1.00, p=.33, communication, t(1,28) = .47, p=.63, or 

social recreational activity, t(1,28) = .72, p=.48, indicating that family environments, as 

reported by daughters, were not more negative for daughters of mothers with high levels 

of depression than for a comparison group of daughters of mothers with the lowest 

levels of depression on the SCL-90-R. 
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CHAPTER 5  

 

Discussion 

 

Depression has been reported to be one of the most prevalent disorders among 

youth, particularly in adolescent girls (Hankin et al., 1998; Lewinsohn et al., 1988).  

Thus, it is important to understand the correlates of depression in girls approaching 

adolescence, in order to target areas of intervention and prevention.  Previous research 

has found that family correlates of depression in youth include parent psychopathology 

(Beardslee et al., 1998; Gordon et al., 1989; Hammen et al., 1990; Hammen & Brennan, 

2001; Warner et al., 1992; Weissman et al., 1997), family relationships (Barrera & 

Garrison-Jones, 1992; Cole & McPherson, 1993; Stark et al., 1990), communication 

(Puig-Antich et al., 1985a; Puig-Antich et al., 1985b), and social recreational activity 

(Stark et al., 1990).  Research has also found that cognitive style, or habitual ways of 

interpreting events, is associated with depression in youth (see Gladstone & Kaslow, 

1995; Joiner & Wagner, 1995, for reviews).  An important area of research is cognitive 

style as a vulnerability and protective factor in the relationship between stress and 

depression in children.  The literature, however, is mixed with regard to this interaction.  

 It is also important to consider the development of cognitive style in children 

and adolescents, as younger children likely do not have stable ways of interpreting their 

environment.  Yet research has not, for the most part, taken a developmental approach 

to studying the relationship between stress and depression and the role of cognitive 
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processes and structures.  Further, previous research has focused on discrete, acute 

stressors, and researchers are calling for an investigation of more chronic, domain 

specific stressors such as interpersonal relationships (Hilsman & Garber, 1995; Turner 

& Cole 1994).   

 This study sought to build upon existing literature on the relationships between 

cognitive and family environment variables and depression in youth, including parent 

psychopathology, communication, relationships, social recreational orientation, and the 

three cognitive styles posited by hopelessness theory, to depression in pre and early 

adolescent girls.  Further, the unique and interactive relations of three inferential styles 

(the self, causes of events, and consequences of events) and family environment were 

explored with respect to the depressive symptoms of pre- and early adolescent girls in 

order to test the moderating effect of cognitive style.  This study explored the more 

chronic, domain-specific stressor of family environment as the “stress” variable in the 

model, and attempted to address a need for more research on developmental differences 

in cognitive style as a moderator between stress and depression.   

Overview of Findings 

 Results extend existing research on cognitive style and family environment with 

respect to depression, and raise important questions with regard to the relationship 

between parent psychopathology and depression, and the interaction of cognitive style 

and stress in youth.   

 The hypothesis that maternal depression would be uniquely associated with 

girls’ levels of depression beyond other forms of maternal psychopathology was not 
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supported.  In fact, results indicate that general psychopathology in mothers, including 

symptoms of depression, anxiety, psychotic symptoms and ideation, and hostility, did 

not predict depression in girls.  Follow-up analyses on the parent data in the current 

study found that the null findings were not due to mothers underreporting symptoms.  

The mothers in the current sample generally reported a higher level of depression than 

the general population, with 18% of participants reporting levels of depression above 

the 98th percentile for Derogatis’ normed sample for the SCL-90-R (Derogatis, 1994).  

This closer examination of the data indicates that the lack of a relationship found 

between maternal depression and girls’ levels of depression can not be attributed to 

parents underreporting depression.  Previous research has found the prevalence of major 

depression to be around 5%, with women being approximately two times as likely as 

men to report a lifetime history of major depression (Blazer, Kessler, McGonable, & 

Swartz, 1994).   

 The maternal depression data were also examined more closely to see if there 

were higher levels of child depression for daughters of mothers who scored above a 

clinical cutoff.  A T score of 70 on the SCL-90-R depression scale indicates depression 

in the 98% percentile for normal adult females (Derogatis, 1994).  There were no 

differences in levels of depression in daughters of mothers above and below a cut-off T 

score of 70.  Finally, within the group of mothers who had a T score of 70 or above, 

there were equal numbers of girls with and without diagnoses of depression.  Thus, 

when the data are examined closely, mothers with clinical levels of depression did not 
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appear to be more likely to have daughters with diagnoses of depression or higher levels 

of depression.   

 The hypothesis that girls’ reports of family environment, specifically family 

relationships, communication, and social recreational orientation, would predict their 

levels of depression was partially supported.  When the three family environment 

variables were entered into a regression equation simultaneously, it appeared that social 

recreational orientation was the strongest predictor of depression in girls; however the 

scales are highly correlated with one another.  When a hierarchical regression analysis 

was conducted adding scales according to theory and previous research, it appeared that 

family relationships and family social recreational activity were uniquely related to 

depression in children.  Girls who reported more cohesive and less conflictual family 

relationships and reported that their families engaged in more social recreational 

activity had lower levels of depression than girls who reported less cohesive, more 

conflictual relationships and less social recreational activity in their families.   

 Family communication did not appear to be uniquely associated with levels of 

depression, however it some caution should be taken in interpreting the results 

regarding the communication scale.  An examination of item content indicates that most 

items of the communication scale measure the extent to which children are involved in 

the decision making process in the family.  It is generally not developmentally 

appropriate for families to include younger children and adolescents in family decision 

making.  The scale also includes two items about the discussion of personal problems 

between family members, which were originally on the expressiveness scale of the 
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SRMFF.  The excessive sharing of emotional content between parents and children is 

also not developmentally appropriate.  Thus, these results should be interpreted with 

caution, as it is unclear whether the type of communication measured in this study is 

consistent with other studies with this age group.   

 The hypothesis that pessimistic inferences about the self, causes of events, and 

consequences of events would be related to higher levels of depression in girls was also 

partially supported.  Results indicate participants’ reports of pessimistic inferences 

about the self in relation to negative events, and their reports of negative attributions for 

events, predicted their levels of depression.  In a hierarchical regression analysis, with 

cognitive style about the self entered first, followed by causes, and then consequences, 

cognitive style about the self and attributional style were both associated with 

depression.  Thus, girls who made negative conclusions about themselves in relation to 

a stressful event and attributed stressful events to internal, global, and stable causes 

reported higher levels of depression than girls who did not make pessimistic inferences 

about the self and causes of stressful events.  Cognitive style about consequences, 

however, did not appear to be related to depression in girls.  Girls who reported the 

belief that more negative things would happen to them following a stressful event were 

not more likely to have higher levels of depression than girls who did not endorse those 

beliefs.  Caution should be used in interpreting these results, however, because the 

consequences and self scales of the CCSQ were highly correlated (r=.70).  An 

examination of item content for the two scales raises questions about whether the scales 

are measuring different constructs.  The consequences items indicate that “other bad 
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things will happen to me”, which is similar to the wording on the self scale (“there is 

something wrong with me”).  Inferences made on both scales may be part of the same 

general belief about the worthiness or defectiveness of the self.   

The final hypothesis in the current study was that cognitive inferential styles 

about the self, causes, and consequences would moderate the relationship between 

family environment and depression for middle school age children, but not elementary 

school children.  Results indicate a moderating effect for two of the three cognitive 

styles, specifically cognitive styles about the self and causes, in the relationship between 

family environment and depression for middle school students.  Interestingly, however, 

the moderator of cognitive style operated in a different way than expected.  It was 

expected that a negative cognitive style would be associated with a stronger relationship 

between family environment and depression, while a positive cognitive style would 

serve as a protective factor for girls in negative family environments.  Instead, results 

indicate that the relationship between family environment and depression was no longer 

significant for girls with negative cognitive styles about the self and causes of events 

when the interaction between family environment and cognitive style was taken into 

account, indicating that family environment did not have as great of an impact for girls 

with negative cognitive styles.  For girls with positive cognitive styles about the self and 

causes of events, the inverse relationship between family environment and levels of 

depression was strong.  Thus, levels of depression changed significantly across family 

environments, with depression levels being inversely related to a positive family 

environment, among girls who did not endorse pessimistic beliefs about the self in 
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relation to stressful events or global, stable, and internal attributions for negative events.  

Levels of depression did not change significantly across family environments for girls 

who endorsed pessimistic beliefs about the self in relation to stressful events or global, 

stable, and internal attributions for negative events.  

 A moderating effect of cognitive style about consequences was not found for 

middle school girls.  This finding is not surprising in light of the finding reported earlier 

that cognitive style about consequences was not uniquely associated with depression 

after controlling for beliefs about the self and causes; however, consequences did have a 

significant main effect for middle school girls in the hierarchical regression analysis.  

Thus, it appears that family environment and negative inferences about the 

consequences of negative events were each directly associated with depression in 

middle school girls, but cognitive style did not exacerbate the relationship between 

family environment and depression for this group.   

 Consistent with the hypothesis that middle school girls, but not elementary 

school girls, would experience a moderating effect of cognitive style, none of the 

cognitive styles interacted with family environment to predict depression for fourth and 

fifth graders.  Family environment was related to higher depression scores in these 

younger children; however, cognitive style about the self was the only cognitive style to 

have a significant main effect in the hierarchical analyses for elementary school 

students.  Cognitive style about causes and consequences did not have main effects for 

the elementary school girls. 
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 Although the effect sizes for the statistically significant interactions between 

cognitive style and family environment are comparable to previous studies, care should 

be used in interpreting these interactions.  The effect sizes, although statistically 

significant, were small and there was much more variability in the scores than the 

plotted graphs depict.  

Integration of Findings with Previous Research 

 The finding that maternal psychopathology, and specifically maternal 

depression, was not related to girls’ levels of depression is a surprising finding in light 

of the volume of previous research finding an increased rate of depression in children of 

depressed parents (Beardslee et al., 1998; Gordon et al., 1989; Hammen et al., 1990; 

Hammen & Brennan, 2001; Warner et al., 1992; Weissman et al., 1997).  Although 

maternal depression has been described as one of the best predictors of childhood 

depression (Beardslee et al., 1998), much of the literature is based on clinical samples 

of women already diagnosed with depression (e.g. Hammen et al., 1990; Warner et al., 

1992).  Fewer studies have looked at depression in parents based on community and 

clinical samples of children and adolescents.  One study did find an increased rate of 

depression in family members of adolescents with depression (Klein, Lewinsohn, 

Rohde, Seeley, & Durbin, 2002), however family members included siblings.  Further, 

many of the family members were not directly interviewed and diagnosis was based on 

family history from the adolescent or another family member.  Thus, most research on 

parent psychopathology is conducted by interviewing children of parents identified as 

depressed or healthy, rather than parents of children identified as depressed or healthy.  
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The current study was based on a sample of children rather than parents, and this 

difference may be an important one in terms of the results found.  The literature may 

benefit from more research where children are recruited, rather than selecting a sample 

of depressed parents.   

 There are some other possible explanations for the null findings regarding the 

relationship between maternal and child depression in the current.  It is possible that the 

presence of another parent or partner in the home may have mediated or moderated the 

relationship between maternal depression and girls’ depression.  The presence of 

another adult to share parenting responsibilities and support the mother may have 

protected daughters of depressed mothers from experiencing depression; however, this 

possibility was not explored statistically.  There is also the possibility that mothers of 

girls in the depressed group responded to the measure differently than mothers of girls 

in the control group.  Due to the procedure of identifying girls for the depressed group, 

parents had recently been given feedback that their daughter was depressed, a process 

that does not occur in other research on maternal depression.  It is possible that parents 

in this group may have minimized their symptoms in comparison to the control group 

due to guilt or defensiveness associated with learning that their child was depressed, 

resulting in the means of both groups to be more similar.  It is possible that parents of 

girls in the depressed group had higher levels of depression that they did not report on 

the measure.     

 It should be noted that the current study utilized a self-report measure of parent 

psychopathology.  The existing literature on the relationship of parent psychopathology 
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and depression in youth (e.g., Gordon et al., 1989; Hammen, Burge, & Stansbury, 1990; 

Hammen & Brennan, 2001) is based on diagnostic interviews with parents.  Since 

depressive symptoms are relatively common, it is possible that a self-report measure of 

depression is insufficient to distinguish clinical and normal levels of depression for 

adults; however, the sample of mothers in the current study still reported a high level of 

depression when their scores were converted to clinical T scores based on a normed 

sample (Derogatis, 1994).  The findings of the current study raise important questions 

about the relationship between parent and child depression.  Although parent 

psychopathology is described as one of the best predictors of depression in children, the 

literature may benefit from more studies with different methodology, including more 

studies recruiting samples of children rather than parents first.   

 The finding that more cohesive and less conflictual family relationships was 

associated with lower levels of depression replicates previous research on the family 

environment of depressed youth (Barrera & Garrison-Jones, 1992; Cole & McPherson, 

1993; Stark et al., 1990).  The finding that engagement in fewer social recreational 

activities was uniquely associated with levels of depression in pre and early adolescent 

girls after controlling for family relationships and communication is an interesting one 

given that few studies have examined social recreational activity in families (Stark et 

al., 1990).  This result suggests that social recreational orientation, a largely ignored 

aspect of family environment in research with depressed youth, should be attended to 

more often in research.   
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 The current study did not find a strong relationship between family 

communication and depression in girls.  Although little research exists on this feature of 

family functioning, there is some research that suggests poor communication in families 

is related to depression in youth (Puig-Antich et al., 1985a; Puig-Antich et al., 1985b).  

It is possible that the communication subscale in the current study did not appropriately 

assess communication style, as most of the items measured democratic decision 

making, which is not a developmentally appropriate style of parenting for this age 

group.   

 The hypothesis that family environment would mediate the relationship between 

maternal psychopathology and depression was not explored due to the lack of a 

relationship found between maternal psychopathology and depression.  Several 

researchers have suggested that family functioning variables such as conflict and 

cohesion, rather than parent psychopathology, are the mechanisms through which youth 

are at increased risk for depression (Beardslee et al., 1998; Brennan et al., 2002), and 

some researchers have begun to examine the relationships between parent 

psychopathology and interpersonal environments.  Hammen and Brennan (2001) found 

that the family relationships of children of depressed mothers were more negative than 

children of nondepressed mothers.  In the current study, however, a group of the highest 

scoring mothers on the SCL-90-R depression scale did not differ from a group of the 

lowest scoring mothers in terms of their daughters’ reports of family environment, 

suggesting that the presence of a depressed parent was not related to a more negative 

family environment.  Girls’ reports of family functioning, however, were associated 
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with their levels of depression.  In Puig-Antich and colleagues work (Puig-Antich et al; 

1985b), depressed children showed improved mother-child and sibling relationships 

after recovering from a depressive episode.  It is possible that the presence of a 

depressed child, rather than a depressed parent, has a greater impact on the family 

environment; however, again more research is needed to clarify the relationships among 

parent psychopathology, family environment, and depression in youth.   

 The findings regarding the relationship of cognitive style to depression replicate 

previous literature on the relationship between beliefs about the self and depression in 

youth (e.g. Abela, 2001; Hammen 1988; Hammen et al., 1988) and between 

attributional style and depression in youth (Gladstone & Kaslow, 1995; Joiner & 

Wagner, 1995).  The current study did not find support for the association between 

inferences about consequences of negative events and depression.  The current study 

supported the importance of beliefs about the self as a predictor of depression in youth.  

Further, the current study found attributional style to be uniquely associated with 

depression after controlling for beliefs about the self.  The findings regarding cognitive 

style about consequences of events are important because most research has been done 

on cognitive styles about the self and causes of events (e.g., McCauley et al., 1988, 

Kaslow et al., 1984); few studies have looked at children’s beliefs about consequences 

of events.  Results are not consistent with the little research that does exist on the 

relationship between beliefs about consequences and depression in children (Abela, 

2001).  It is possible that children do not infer as much about the future as they do about 

themselves and the past, although beliefs about the future from Beck’s cognitive triad 
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have been found to be related to levels of depression in children (Stark et al., 1996).  It 

is also possible that since the scales were highly correlated and have similar item 

content regarding the self, they may be measuring similar beliefs about the self, rather 

than separate types of beliefs.   

The results regarding the interaction of cognitive style and family environment 

are difficult to interpret and are not consistent with the existing literature on the 

moderating nature of cognitive style in the relationship between stress and depression in 

youth.  It is possible that girls with pessimistic beliefs about the self and negative 

attributional styles were less affected by negative family environments due to cognitive 

distortion.  Cognitive theories of depression posit that individuals with negative beliefs 

about the self, world, and others process both positive and negative information from 

the environment in a pessimistic way (Beck, 1967).  Stark and colleagues (1996) have 

found cognitive triad to mediate the relationship between parent messages and 

depression in youth, suggesting that depressed youth experience their families through a 

cognitive filter that is not as sensitive to real differences in the actual family.  Thus, it is 

possible that girls with negative cognitive styles are depressed regardless of family 

environment, due to distorted cognitive filters.  Girls with more positive cognitive styles 

were directly affected by a negative family environment, but they continued to 

experience less depression than girls with negative cognitive styles.  Given that there is 

only one other study that has conceptualized family variables as a stressor, which 

included a sample of mostly males (Ostrander & Wienfurt, 1998), it is possible that a 
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negative family environment is particularly influential for girls with more realistic ways 

of interpreting the environment. 

It is also possible that the peer group is an equally or more salient interpersonal 

stressor as family environment for girls in middle school.  As adolescents move away 

from the family context, they become more involved and intimate with same-aged 

peers.  They report more peer-related, interpersonal stressors (Rudolph & Hammen, 

1999; Wagner & Compas, 1990), experience more intense friendships than young 

children, place a higher value on friendships as a source of emotional support, and are 

more upset when friendships break up (Compas & Wagner, 1991).  The results of the 

moderator analysis with middle school girls may be difficult to interpret because an 

important source of interpersonal stress is missing from the analysis. 

 Results of the moderator analysis support previous research on developmental 

differences in the moderating nature of cognitive style (Abela, 2001; Nolen-Hoeksema 

et al., 1992; Ostrander & Wienfurt, 1998; Turner & Cole, 1994).  These previous 

studies have found younger children are more directly impacted by stress while 

cognitive style exacerbates the impact of stress on depression for pre-adolescents and 

adolescents.  In the current study, family environment had a main effect on the level of 

depression for fourth and fifth grade girls.  Additionally, cognitive style about the self 

was the only cognitive style that had a main effect on levels of depression for this 

younger group.  These results support existing research suggesting that the development 

of attributional style may not emerge until children have the capacity for formal 

operational thought, and that children are not consistent in their inferences about the 
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causes of events (Digdon & Gotlib, 1985), but that younger children do tend to make 

inferences about the self, likely because of their egocentric thinking (Ingram, 2003).  

Previous research on self schema and depression has found that young children with 

depression are more sensitive to negative information about the self (Prieto, Cole, & 

Tageson, 1992; Zupan et al., 1987).   

 The results regarding cognitive style about the self and causes are interesting in 

light of theory and research on the self-schema central to Beck’s (1967) theory of 

depression, and cognitive style central to Abramson and colleagues’ (1989) 

hopelessness theory.  The self is a central concept in Beck’s cognitive triad, and beliefs 

about the self are hypothesized to predict depression in hopelessness theory.  Cognitive 

styles about the self and consequences were both related to depression in this sample, 

and both acted as a moderator for middle school girls.  Further, when development was 

taken into account, younger children’s level of depression was related to cognitive style 

about the self, but not causes or consequences.  According to developmental 

researchers, beliefs about the self emerge in late childhood (Harter, 1985); thus it is 

possible that the elementary school aged girls had more stable beliefs about themselves 

than they had about the causes or consequences of events.    

Limitations 

 A number of limitations in the current study should be noted.  First, the current 

study was specific to pre- and early adolescent girls and is thus specific to female 

gender.  Conclusions can only be made with respect to girls without opportunity for 

concluding about gender differences.  It should be noted, however, that the purpose of 
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the current study was to examine gender-specific pathways to depression due to the 

gender differences in prevalence of and vulnerability to depression, and the importance 

of interpersonal stressors to girls.  A unique aspect of this study was the opportunity to 

study cognitive and interpersonal correlates of depression in relatively large sample of 

girls. 

 A second of this study is the lack of full parent participation, particularly in the 

group of depressed girls.  While most (85%) of the mothers of control participants 

completed the SCL-90-R, only half (55%) of the mothers of depressed participants 

completed the measure.  This difference in parent completion of the SCL-90-R was 

likely due to a difference in data collection across groups.  In the first year of data 

collection for the depressed group, parent measures were sent home rather than 

completed in person.  During this year of the study, parent participation was particularly 

low.  Data from the control group, however, was collected in families’ homes, in order 

to more efficiently collect data and reduce the amount of time the participants were 

removed from school.  Although there was a difference in parent participation across 

groups, there did not appear to be differences between parents who did and did not 

complete measures as far as the level of their daughters’ depression and quality of the 

family environment.  Further, the mean levels of maternal depression between the 

depressed and control group were remarkably similar, and most mothers reported high 

levels of depression.  It is unclear, therefore, whether more parent data from parents of 

depressed children would have impacted the results of the current study. 
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 Another limitation with respect to the parent data is that mothers were not asked 

whether they were currently being treated for depression with medication or therapy.  It 

is possible that some of the mothers were depressed, but were being treated, resulting in 

a report of less severe symptoms of depression.  Additionally, a limitation is the absence 

of data from fathers of girls in the sample.  While some fathers completed the SCL-90-

R, the sample size was too small to test for relationships with daughters’ levels of 

depression.  This is an unfortunate limitation given the lack of previous research on 

paternal psychopathology.  

 Another limitation of the current study is the reliance on self report to assess 

family environment.  It should be noted that although the finding that family 

environments of depressed adolescents are more negative is a robust one, some research 

suggests that depressed children and adolescents may report more negative 

environments due to cognitive distortion.  In a study comparing depressed, 

externalizing, and non-clinical adolescents, self-report and observational findings were 

discordant (Pavlidis & McCauley, 2001).  Although depressed adolescents reported 

poor quality of relationships with their mothers, observational results did not indicate 

that depressed adolescents or their mothers differed from the other groups in terms of 

their behavior, specifically regarding autonomy and relatedness.  Other studies have 

found low concordance between child and parent reports of family characteristics 

(Capaldi, 1991; Puig-Antich et al., 1993).  A potential problem of self-report is that 

pessimistic children are likely to see their family environment negatively. 
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 The absence of a measure of peer-related stress is another limitation of the 

current study given the importance of the peer group to adolescents (e.g. Compas & 

Wagner, 1991).  The inclusion of a measure of interpersonal stress related to friendships 

may have been elucidated the findings with respect to the moderating nature of 

cognitive style in the relationship between stress and depression, particularly for the 

middle school group. 

 Finally, the current study is based on cross sectional data, and causal inferences 

can not be made.  Longitudinal data might delineate the causal pathways between 

family environment and depression, cognitive style and depression, and the moderating 

nature of cognitive style, particularly in light of the unusual patterns found in the 

interaction between cognitive style and family environment for middle school aged 

girls.  Further, some research suggests that family environment, parenting style, and 

parent psychopathology lead to cognitive vulnerability (Ingram, 2003; Jaenicke et al., 

1987) including children’s global self worth and attributional style (Garber & Flynn 

2001).  Additional research is needed to test whether environmental factors lead to more 

negative cognitive styles over time.  It is possible that the girls in the current study with 

positive styles and poor family environments would have developed more negative 

cognitive styles over time as a result of being in a stressful environment.  This causal 

pathway could not be tested in the current study due to the cross sectional nature of the 

sample.  The specific nature of the environment for the girls with positive cognitive 

styles is also unknown; there could have been differences between girls with negative 

and positive styles as far as other, more acute, stressors that might change family 
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environments.  Additional research is also needed to look at depression over time with 

respect to the interaction between cognitive style and negative events.  An ideal study 

would measure depression and cognitive style at time one, and negative life events and 

depression at time two to delineate the pathways leading to increases in depressive 

symptoms.  In the current study, children were already depressed, thus cognitive styles 

already activated.  These children could have been interpreting everything negatively, 

including a relatively healthy family environment. 

Implications 

 Despite limitations, the results of the current study have important implications.  

First, the lack of a relationship between maternal psychopathology and depression in 

pre- and early adolescent girls seems to indicate that further research is needed in this 

area.  The existing literature reports maternal depression to be a strong predictor of 

depression in youth, thus the null findings in the current study are unusual and warrant 

more investigation.   

 Another important implication of the current study is the apparent importance of 

social recreational activity for families.  There is a lack of research in this area of family 

environment, yet in the current study it was found to be a strong predictor of depression 

in pre- and early adolescent girls, even after controlling for other family relationships 

and commuication.  This finding has important implications, particularly for 

intervention.  Given the strong relationship found, it is likely that increasing social 

recreational activity in families will be associated with relief of depressive symptoms in 

youth.  Further, it is possible that increasing social recreational activity in families will 
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also improve family relationships and communication.  Scheduling family activities 

may be important in treating depressed youth, and future research should explore the 

efficacy of this element of family functioning in treatment. 

 The findings regarding the interaction of cognitive style and family environment 

also have important implications.  First, these findings replicate previous research on 

developmental differences in this area (Abela, 2001; Nolen-Hoeksema et al., 1992; 

Ostrander & Wienfurt, 1998; Turner & Cole, 1994) and support the indication that 

future research needs to be sensitive to developmental differences.  Elementary school 

children appear to be more directly affected by their environment, and have likely not 

developed stable ways of interpreting their environment.  However, the findings with 

regard to beliefs about the self suggest that the cognitive style about the self may 

emerge earlier than styles about causes and consequences.  In terms of treatment 

implications, more direct environmental intervention may be more immediately 

effective for younger children than cognitive interventions, although preventative 

efforts should be made to help younger children develop more positive ways of 

interpreting the environment.  Further, cognitive intervention regarding beliefs about the 

self may lead to relief of depressive symptoms in young children. 

 The current study found that older children experienced a moderating effect of 

cognitive style, although the results were inconsistent with previous research in terms of 

the pattern of the interaction and should be interpreted with caution due to their small 

effect sizes.  Clearly more research is needed in this area, particularly using measures of 

chronic stress such as family environment.  In terms of intervention, these findings 
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suggest that treatment for early adolescents might focus on cognitive intervention for 

early adolescents with more negative cognitive styles to help them more realistically 

interpret their environment.  For early adolescents with more positive cognitive styles, 

environmental intervention for girls experiencing a negative family environment may be 

particularly important. 

Conclusions 

 The current study explored cognitive and family correlates of depression in a 

sample of pre- and early adolescent girls and found several compelling results.  First, 

girls who reported more negative family relationships characterized by conflict and 

little cohesion, and who reported that their families are less engaged in social 

recreational activity, had higher levels of depression than girls who reported more 

positive family relationships and family engagement in social recreational activity.  

These results are compelling given the relatively small body of literature on the family 

environment of depressed children and adolescents and have important implications for 

environmental intervention, particularly for pre- and early adolescent girls.   

 Second, this study found that girls who reported more pessimistic beliefs about 

themselves in relation to stressful events, and who reported more global, stable, and 

internal attributions for such events, were more depressed than girls who reported more 

positive beliefs about themselves and the causes of events.  These results advance the 

growing body of literature on the relationship between cognitive style and depression in 

youth, indicating that beliefs about the self and causes of events are particularly 

important.   
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 Third, cognitive styles about the self and causes of events interacted with family 

environment for middle school girls.  For girls with positive cognitive styles about the 

self and causes of events, there was a stronger relationship between family environment 

and depressive symptoms.  Girls with negative cognitive styles about the self and causes 

were more depressed than their more optimistic counterparts, but their level of 

depression did not depend on the quality of their family environment.  These results 

raise questions about the moderating nature of cognitive style in youth and speak to the 

possible distortion that occurs in girls that are presently depressed.   

 Finally, the current study supports the few studies that exist on developmental 

differences in the interaction between cognitive variables and environmental stress 

(Abela, 2001; Turner & Cole, 1994), suggesting that young children are more directly 

impacted by environmental stress rather than the interpretation of their environment 

through cognitive filters.  However, the results with respect to inferences about the self 

are compelling in that elementary school girls with more negative inferential styles 

about the self were more depressed, while cognitive styles about causes and 

consequences were not significantly related to depression for these younger children.  

Further research is warranted in this area to continue to explore the developmental 

pathways with respect to cognitive inferential styles and the relationship between these 

inferential styles and depression.   

 Further research is also warranted on the relationship of parental 

psychopathology and depression in youth.  The findings of this study are unusual in 

light of the large body of research indicating a strong relationship between parent 
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psychopathology, particularly maternal depression, and depression in youth.  Further 

research, using varying methodology and samples of youth and parents, is warranted to 

continue to explore the question of whether depression in children is related to 

depression in their parents.   

 It is hoped that the current study has extended the growing body of literature on 

family environment, cognitive styles, and depression, while encouraging further 

research in the interaction between cognitive styles and depression and the relationship 

between parent psychopathology and depression in youth.  Given the prevalence of 

depression, particularly in adolescent girls, it is important to continue to explore these 

correlates and pathways in order to better intervene, cognitively and environmentally, 

with depressed youth. 
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Appendix A: DSM-IV Criteria for Major Depressive Disorder and Major Depressive 
Episode  

 
DSM-IV Criteria for Major Depressive Disorder 

A. Presence of a one or more Major Depressive Episodes (to be considered separate 
episodes, there must be an interval of 2 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-IV Criteria for Major Depressive Episode 
A. Five (or more) of the following symptoms must be present during the same 2-

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 doe 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 2 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-IV 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 2 years.  Note: In 
children and adolescents, mood can be irritable and duration must be at least 1 
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 2-year period (1 year for children or adolescents) of the disturbance, 
the person has never been without the symptoms in Criteria A and B for more 
than 2 months at a time. 

D. No Major Depressive Episode has been present during the first 2 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-IV 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 2-week period and represent a change from 
previous functioning; at least on 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 is not met for 

Dysthymic Disorder. 
C. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic 

Episode, and criteria are not met for Cyclothymic Disorder.   
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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: Frequency Distribution of Primary Diagnosis and Comorbidity (n=132) 
 

______________________________________________________________________ 

Diagnosis        Frequency (%) 

______________________________________________________________________ 

Primary Diagnosis  

 Major Depressive Disorder     50.8 

 Dysthymia         3.8 

 Depressive Disorder Not Otherwise Specified    1.5 

 MDD in partial remission       8.3 

 Generalized Anxiety Disorder      3.8 

 Specific Phobia        1.5 

 Separation Anxiety          .8 

 Social Phobia           .8 

 Oppositional Defiant Disorder        .8 

 No Diagnosis       24.2 

 Other          3.0 

 

Comorbidity 

 No diagnosis       27.3 

 Depressive Disorder only     26.5 

 Anxiety Disorder only       3.0 

 Disruptive Behavioral Disorder Only        .8 

 Major Depression and Dysthymia      2.3 

 Depressive and Anxiety Disorder    28.8 

 Depressive and Disruptive Behavior Disorder    3.0 
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 Depressive, Anxiety, and Disruptive Behavior    3.0 

 Anxiety and Disruptive Behavior Disorder       .8 

 Depressive Disorder and Relational Problem       .8 

 Depression, Anxiety, and Eating Disorder       .8 

 Depression, Anxiety, Disruptive Behavior, and Eating      .8 

 Depression, Anxiety, Relational Problem, and Eating     .8  
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Appendix E: DSM IV Interview Questions 
 

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 than 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? 
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? 

 



161 

Appendix F: Self-Report Measure of Family Functioning-CR: Items Grouped 
According to Subscales Used in the Current Study 

 
Conflict: 
We fight in our family. 
Family members sometimes get so angry they throw things. 
Family members lose their tempers. 
Family members hit each other. 
Family members criticize each other. 
 
Cohesion: 
Family members really help and support one another. 
There is a feeling of togetherness in our family. 
Our family does things together. 
Family members avoid contact with each other when at home. (rev.) 
We get along well with each other. 
Each family does as they wish without concern about the other members. (rev.) 
When I need a family member, I know where I can find them. 
We keep each other informed of our activities in case we are needed. 
Members of the family generally go their own way. (rev.) 
 
Communication: 
We discuss our problems. 
Parents and children in our family discuss together the punishment for breaking the 
rules. 
In our family it is important for everyone to give their opinion. 
We tell each other about our personal problems. 
Family members make the rules together. 
Family members discuss family problems and solutions together 
Each family member has at least some say in major family decisions. 
In our family, parents talk with the children before making important decisions. 
 
Social Recreational Orientation: 
Our family gets together with friends. 
Friends come over for dinner or to visit. 
Socializing with other people makes my family uncomfortable (rev). 
As a family, we have a large number of friends. 
Our family likes having parties. 
We got to movies, sporting events, camping, etc. 
Family members participate in a hobby. 
Family members are involved in recreational activities outside work or school. 
We do activities like playing games together. 
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Appendix G:  Children’s Cognitive Style Questionnaire (Items for Negative Scenarios 
Only) 

 
Imagine some kids were playing a game but wouldn’t let you join in. 
If the kids wouldn’t let me play with them, it was probably because I did something to 
make them not want to play with me that day (CAUSE). 
If the kids wouldn’t let me play with them, it was probably because they are never nice 
to me (CAUSE). 
If the kids wouldn’t let me play with them, it was probably because I’m no good at 
games (CAUSE). 
If the kids wouldn’t let me play with them, it means there is something wrong with me 
(SELF). 
If the kids wouldn’t let me play with them, other bad things will probably happen to me 
(CONSEQUENCE). 
 
Imagine you did really bad on a math test at school. 
If I did bad on a math test, it was probably because I’m not very smart (CAUSE). 
If I did bad on a math test, it was probably because I always do bad at math (CAUSE). 
If I did bad on a math test, it was probably because everything at school was too hard 
that day (CAUSE). 
If I did bad on a math test, it means there is something wrong with me (SELF). 
If I did bad on a math test, other bad things will probably happen to me 
(CONSEQUENCE). 
 
Imagine you had to read a story in class an answer questions about it, but you got 
most of the answers wrong. 
If I got the answers wrong, it was probably because I wasn’t good at reading that day 
(CAUSE). 
If I got the answers wrong, it was probably because I always do poorly at school 
(CAUSE). 
If I got the answers wrong, it was probably because the teacher gives assignments that 
are too hard (CAUSE). 
If I got the answers wrong, it means there is something wrong with me (SELF). 
If I got the answers wrong, other bad things will probably happen to me 
(CONSEQUENCE).  
 

Imagine your best friend wouldn’t talk to you one day. 
If my friend wouldn’t talk to me, it was probably because I did something to make my 
friend mad at me (CAUSE). 
If my friend wouldn’t talk to me, it was probably because my friend is the kind of 
person who gets mad a lot (CAUSE). 
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If my friend wouldn’t talk to me, it was probably because I am not a nice person 
(CAUSE). 
If my friend wouldn’t talk to me, it means there is something wrong with me (SELF). 
If my friend wouldn’t talk to me, other bad things will probably happen to me 
(CONSEQUENCE).  
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Appendix H: Parent Consent Letter and Form for Screening; Depressed Group 
 
Dear Parent, 
 
__________ School 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 4-5 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 two questionnaires that take approximately 20 minutes to complete.  
Doctoral psychology students with appropriate training will supervise the completion of 
the questionnaires. Thousands of students have completed these questionnaires in the 
past without any discomfort or upset. 
 
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 
are in distress. All materials and forms will be stored in locked file cabinets in a secure 
office at UT to protect confidentiality.  
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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 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. 
 
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.  
 
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 Clarke A. 
Burnham, Ph.D., Chair, The University of Texas at Austin Institutional Review Board 
for the Protection of Human Subjects, (512) 232-4383. 
 
Sincerely, 
 

_______________________________                                      
Researcher’s Signature                      
 

_______________________________ 
 Principal’s Signature 
 
__________________________ 
Date 
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PARENT/GUARDIAN   SCREENING   PROCEDURE   CONSENT 
 

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) 
 

Child’s Grade __________________ 

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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Appendix I: Youth Assent Form, Screening; Depressed Group 

 

Child/Adolescent Assent Form 
 

I agree to complete a questionnaire about my current thoughts, feelings, and behaviors. I 
understand that this 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 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 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 
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Appendix J: Parent Consent Form for K-SADS Interview; 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, Janay Sander, 
Ph.D., provisionally licensed psychologist, and the school counselor working with the 
ACTION staff.  Records related to the study will not be a part of your child’s education 
records and will be kept confidential.  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.  The interview script has been used with 
thousands of students and their parents without any discomfort.   
 
Participation in the interview 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 interview, but you and your daughter may be asked questions that are 
typical in a mental health assessment, including a broad range of emotional and 
behaviors. Completed interviews will be stored in locked file cabinets in a secure office 
at UT to protect confidentiality. The benefit of participating is that the interview is a 
very good way to determine whether your daughter is experiencing significant 
emotional concerns, and all parents receive feedback regarding their daughter’s 
interview with ACTION.  If she is, she may be eligible for participating in the ACTION 
program.  If this wouldn’t be the best program for her, but if there are any concerns, we 
will provide you with feedback about your daughter’s distress and 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 
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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.  You may also contact the project coordinator, 
Jennifer Hargrave, Ph.D. at (512) 471-0218. 
 
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.  
 
If you have questions about your rights as a participant, please contact Clarke A. 
Burnham, Ph.D., Chair, The University of Texas at Austin Institutional Review Board 
for the Protection of Human Subjects, (512) 232-4183.  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 counselor.   
 
PLEASE KEEP ONE COPY OF THIS FORM FOR YOUR RECORDS AND RETURN 
THE OTHER SIGNED COPY TO THE SCHOOL COUNSELOR 
 

� YES I give my permission for my daughter and me to participate by 
completing the interview. 
 

� NO I do not give my permission for my daughter and me to participate by 
completing the interview. 

 

Parent’s Signature  Date 
 

Researcher’s Signature  Date 
 

Principal’s Signature  Date 
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Appendix K 

Youth Assent Form for K-SADS Interview; Depressed Group 
 

Child/Adolescent Assent Form 
 
I agree to participate in an interview about my current thoughts, feelings, and behaviors.  
I understand that this interview 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 with this interview and that it will be stopped if I say 
so.  Specific information about what I say and do will not be shared, but general 
information about how I am doing may be shared with my parent. 
 
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 interview at any 
time.  When I sign my name to this page I am indicating that the page was read to me 
and that I am agreeing to participate in this interview.  I am indicating that I understand 
what will be required of me and that I may stop at any time. 
 

_________________________________  ___________________ 
Child/Adolescent Signature    Date 
 

__________________________________  ____________________ 
Staff/Researcher Signature    Date 
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Appendix L: Parent Consent and Youth Assent Form 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 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 8 
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 16 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 
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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 
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 up to four years 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 (for up to the next 4 years), 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 
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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, 
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 
 
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 Hargrave, Ph.D., with questions, concerns, or to withdraw from the study at any 
time at (512) 471-0218. 
 

If you have questions about your rights as a participant, please contact Clarke A. 
Burnham, Ph.D., Chair, The University of Texas at Austin Institutional Review Board 
for the Protection of Human Subjects, (512) 232-4183.  Let him 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 
 

Daughter’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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Appendix M: 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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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 Numbers  
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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 
 



179

Appendix N: Scale Intercorrelations for all Measures used in Study (N=131)

___________________________________________________________________________________________

1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11.
___________________________________________________________________________________________
1. BDI-Y total .50 .58 .03 .06 .44 .43 .37 -.32 -.35 -.41

2. aCDI total .30 .11 .10 .40 .33 .26 -.19 -.30 -.34

3. K-SADS total .01 .13 .41 .41 .36 -.31 -.42 -.31

4. bSCL-90R depression index .77 -.01 -.04 -.02 .02 -.12 -.09

5. bSCL-90R global scale -.02 -.09 -.04 .02 -.13 -.09

6. CCSQ causes .62 .52 -.28 -.31 -.44

7. CCSQ self .70 -.31 -.26 -.30

8. CCSQ consequences -.22 -.19 -.25

9. SRMFF communication .71 .62

10. SRMFF S.R. orientation .62

11. SRMFF relationship

___________________________________________________________________________________________
an= 92 for the CDI
bn=84 for the SCL-90-R
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