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Depression, one of the most common mental disorders in adolescence, appears to 

be becoming an increasingly prevalent disorder in our society.  In fact, it is speculated that 

early-onset depression has an even poorer and more protracted prognosis than depressive 

disorders that emerge during adulthood (Weller & Weller, 1991).  Thus, considering the 

numerous difficulties associated with adult depression, it can be stated without reservation 

that depressive disorders in youth present a serious public health problem (Leon et al., 
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1993; Prosser & McArdle, 1996).  Although much is known about depression in youth, 

the subclinically depressed population is not yet well understood.   

The current study is an exploratory investigation that seeks to provide a clearer 

picture of subclinical depression in adolescents, as well as a more thorough understanding 

of certain psychosocial factors associated with depression in adolescent populations.  

Specifically, the present study examined potential group differences and similarities 

between youth with clinical depression, subclinical depression, and youth exhibiting no 

depressive symptomatology.  A variety of familial interpersonal variables, as perceived by 

the adolescents, namely cohesion, expressiveness, conflict, and critical maternal 

communication style, and their relationship to depressive symptomatology in these three 

diagnostic groups were examined.  Additionally, associations between both familial and 

peer social support, also as perceived by adolescents, and depressive symptomatology 

were explored.  Furthermore, youth’s perceptions of the self, world, and future, which 

together comprise the cognitive triad, were also examined.  The identification of potential 

psychosocial variables on which depressive disorders and subclinical depression differ and 

are similar is an important task.  In doing so, researchers will contribute to the 

development of better informed early intervention and prevention efforts designed to 

reduce the duration, severity, and associated complications of this disorder. 
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CHAPTER I:  INTRODUCTION 

 
 Depression is one of the most common mental disorders in adolescence and is 

comparable in symptomatology and severity to depressive disorders observed in adults 

(Fleming & Offord, 1990; Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993; 

Poznanski & Mokros, 1994; Reinherz, Giaconia, Lefkowitz, Pakiz, & Frost, 1993).  

Depressive disorders are rare in very young children and less common in childhood, but by 

middle adolescence rates become similar to those in the adult population (Costello et al., 

1996; Fleming & Offord, 1990).  Prevalence rates of depression in youngsters appear to 

be increasing; thus, adolescent depressive disorders are viewed as a serious public health 

problem (Leon, Kleman, & Wickramaratne, 1993, Prosser & McArdle, 1996).  

Considering that the unique developmental period of adolescence provides a glimpse into 

the origins of adult psychopathology, adolescent depression is obviously worthy of being 

studied extensively in its own right.        

 While understanding of diagnosable depressive disorders is obviously of 

considerable importance, subsyndromal states of depressive symptomatology clearly 

warrant attention as well (Ingram & Hamilton, 1999).  Surprisingly little is known about 

subsyndromal levels of depression in adolescents (McClure, Rogeness, & Thompson, 

1997).  Youth suffering from subclinical levels of depression are at an increased risk of 

developing actual depressive disorders throughout adolescence and into adulthood 

(Gotlib, Lewinsohn, & Seeley, 1995; Pine, Cohen, Cohen, & Brooke, 1999; Weissman, 
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Fendrich, Warner, & Wickramaratne, 1992), and appear to present with many of the same 

interpersonal difficulties as adolescents who meet diagnostic criteria (Gotlib et al., 1995).  

In light of such evidence, the identification of psychosocial risk and protective factors 

associated with depression should be considered vital to the development of improved 

prevention and intervention efforts (Garrison, Waller, Cuffe, McKeown, Addy, & Jackson, 

1997).  Indeed, because subclinical depressive symptomatology is frequently unrecognized 

and untreated in clinical practice, the identification of both effective preventative and 

treatment programs could have public health implications (Horwath, Johnson, Klerman, & 

Weissman, 1994). 

 Numerous etiological models of depression have emerged over the past several 

decades, with one of the most well known models being Beck’s cognitive theory of 

depression (Beck, 1967).  Beck’s model is based on “the premise that depression stems 

from negatively distorted information processing” (Stark, Ostrander, Kurowski, Swearer, 

& Bowen, 1995).  Beck describes three cognitive constructs around which his theory 

revolves: schemata, the cognitive triad, and faulty information processing (Beck, 1967).  

In a depressed individual these constructs interact in such a way as to set the stage for the 

development and maintenance of depressotypic cognitions.  Examples of cognitive 

symptoms of depression include negative evaluations of the self, hopelessness, excessive 

guilt, indecisiveness, and difficulty concentrating (Stark et al., 1995).   

 As etiological theories of depression continue to evolve, researchers are beginning 

to utilize approaches that incorporate cognitive as well as interpersonal predictors of 
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depression (Rudolph, Hammen, & Burge, 1997).  Because depression exists in an 

interpersonal context, cognitive and interpersonal perspectives are becoming increasingly 

integrated in efforts to better understand depression (Gotlib & Hammen, 1992; Hammen, 

1996; Stark, Laurent, Livingston, Boswell, & Swearer, 1999).   There is speculation that 

“the interpersonal context of depression has implications for the emergence of maladaptive 

cognitions,” in that early family experiences may negatively impact the formation of a 

child’s belief systems. (Rudolph et al., 1997).  In turn, the child’s cognitive 

representations, or schemata, of his or her family are thought to generalize to close 

relationships with others outside of the family, leading to social difficulties and 

impairments (Cummings & Cichetti, 1990; Hammen & Rudolph, 1996).     

 Consistent with the emerging cognitive intepersonal theoretical perspective, “a 

growing body of research points to the role of family relationships and interactions as 

factors relevant to understanding unipolar depressive symptomatology and disorder in 

adolescents” (Sheeber, Hops, & Davis, 2001).  Specifically, it has become evident that a 

lack of cohesion, lack of expressiveness, conflict, and critical communication style are 

familial environment variables relevant to the understanding of the development of 

depressive symptomatology in children and adolescents (Burbach & Borduin, 1986; 

Garrison et al., 1997; Sheeber, Hops, Alpert, Davis, & Andrews, 1997; Stark, Humphrey, 

Crook, & Lewis, 1990).  The existing literature supports the idea that the distressed family 

environments of depressed youth are highly negative and lacking in positivity (Cole & 

Rehm, 1986; Hops, Lewinsohn, Andrews, & Roberts, 1990; Kaslow, Deering, & Racusin, 
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1994; Kobak, Sudler, & Gamble, 1991; Sheeber & Sorenson, 1998; Stark et al., 1990). 

(Asarnow, Goldstein, Tompson, & Guthrie, 1993; Birmaher et al., 1996), and interest in 

learning more about family context characteristics associated with depression in 

adolescence has increased.  Thus far, researchers have not fully captured the essence of 

the various elements within the family environment that contribute to the development and 

maintenance of childhood and adolescent depression.  Therefore, more attention has been 

directed toward family relationships and interactional processes as etiological factors 

associated with the development and maintenance of depression in youngsters (Sheeber & 

Sorensen, 1998).   

In keeping with a cognitive interpersonal framework, it is important to emphasize 

the importance of interpersonal interactions occurring across different social domains. 

Indeed, interpersonal variables outside of the family environment have been implicated in 

the etiology of depression as well (Cohen & Syme, 1985; Kaltiala-Heino, Rimpela, 

Rantanen, & Laippala, 2001).  Social support as it relates to depression is one such 

interpersonal variable that has been studied extensively in the adult population (Brown & 

Harris, 1978; Coyne & DeLongis, 1986; House, 1981), but to a far lesser degree in 

youngsters.  Studies of social support and youth have predominantly focused on familial 

support, with only a limited number of studies examining peer social support.  Existing 

studies, however, have demonstrated quality of perceived peer attachment to be negatively 

correlated with self-rated depressive symptoms in both community (Armsden & 

Greenberg, 1987) and psychiatric (Armsden et al., 1990) adolescent samples.  
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Additionally, perceived lack of social support from peers has been shown to be associated 

with depressive symptomatology in youth (Bennett & Bates, 1995; Kaltiala-Heino et al., 

2001; Rubin et al., 1992).  Because social support has been shown to play a vital role in 

promoting positive mental health (Kashani, Canfield, Borduin, Soltys, & Reid, 1994), it is 

important to include this variable in studies that utilize an intepersonal perspective in 

conceptualizing depression.   

In an attempt to gain a clearer understanding of subclinical depression, the current 

study examined potential cognitive and interpersonal differences and similarities between 

clinically depressed, subclinically depressed, and normal control youth.  The study focused 

on a combination of cognitive and interpersonal variables, as they are perceived by 

adolescents, that may account for the greater vulnerability to depression in youth.  

Specifically, this study focused on a variety of key interpersonal factors within the family 

environment, namely cohesion, expressiveness, conflict, and critical communication style, 

as well as familial and peer social support.  Adolescent perceptions of the self, world, and 

future was examined as well.  The guiding framework for this study is based on an 

integrative model in which depressive symptomatology is conceptualized as the result of 

the interplay occurring between a variety of cognitive and interpersonal factors. 

 



 

 

 

6 

CHAPTER II:  LITERATURE REVIEW 

Childhood and Adolescent Depression 

Clinical Characteristics 

 The clinical manifestation of depression in youth tends to be similar to that of 

depression in adult populations; as such, depressive disorders in children and adolescents 

are diagnosed with the same criteria as those applied to adults.  However, there is 

speculation that early-onset depressive disorders are a more virulent form of psychiatric 

illness with a poorer prognosis (Weller & Weller, 1991).  According to the DSM-IV 

(APA, 1994), major depressive disorder (MDD) is characterized by a feeling of depressed 

mood and loss of interest for at least two weeks, and is accompanied by at least four other 

symptoms.  Additional symptoms may include: weight loss, sleep disturbance, motor 

disturbances, fatigue, feelings of worthlessness or guilt, difficulty concentrating, and 

thoughts of death or suicide.  A formal modification of adult criteria when diagnosing 

youngsters is the recognition of irritability as a symptom that may be substituted for 

depressed mood.  Because youngsters may not exhibit subjective negative affect, and 

because irritability is a common expression of distress in depressed children and 

adolescents, this symptom is considered to be a significant factor in depression in this 

population (Hammen & Rudolph, 1996).  By adolescence, however, depressed mood is 

reported by more than 90% of those diagnosed with MDD (Mitchell, McCauley, Burke, & 

Moss, 1988; Ryan et al., 1987). 
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Prevalence Rates of Depression in Children and Adolescents 

 Adolescent depressive disorders undoubtedly present a serious health problem.  Of 

great concern is that depression appears to be increasing in frequency among younger age 

cohorts (Leon, Kleman, & Wickramaratne, 1993; Prosser & McArdle, 1996).  It is 

estimated that by age 18 years, 20% to 25% of adolescents in the general population will 

have experienced an episode of affective illness (Lewinsohn et al., 1993).  Prevalence rates 

for MDD range from 0.4% to 2.5% for children and from 0.4% to 8.3% for adolescents 

(Birmaher et al., 1996). The average age of onset for a first depressive is 15 years 

(Lewinsohn, Clarke, Seeley, & Rhode, 1994a).  Although there have been no appreciable 

sex differences observed in rates of depressive disorder prior to adolescence, by 

adolescence depression is observed in twice as often in females as in males (Hammen, 

Burge, Burney, & Adrian, 1990a; Lewinsohn et al., 1994a).  Depression in youth is 

associated with self-destructive behaviors, and it has been shown that there is a substantial 

risk for suicide outcome in depressed adolescents (Kovacs, Goldston, & Gatsonis, 1993; 

Rao, Weissman, Martin, & Hammond, 1993).  Additionally, 40% to 70% of youth with 

MDD develop a comorbid disorder, including dysthymia, an anxiety disorder, or substance 

abuse (Kovacs, 1996).  Clinical and epidemiological studies in children and adolescents 

have reported that the mean length of an episode of MDD is approximately seven to nine 

months (Lewinsohn et al., 1994a; Rao, Ryan, Birmaher, & Dahl, 1995).  

Approximately 90% of major depressive episodes have remitted by 18 to 24 

months after onset, with 6% to 10% becoming protracted (McCauley et al., 1993; 
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Sanford, Szatmari, Spinner, & Munroe-Blum, 1995).  Severity of a depressive episode is a 

predictor of the duration of an episode, and more severe episodes tend to have a more 

protracted course (McCauley et al., 1993).  Longitudinal studies have consistently found 

that having experienced an episode of depression creates vulnerabilities that may lead to 

future episodes.  Indeed, MDD is a recurrent condition with a probability of recurrence of 

40% by two years and 70% by five years (Hammen et al., 1990a; Lewinsohn et al., 

1994a).  Furthermore, investigations have shown that adolescent depression persists into 

adulthood, with recurrence rates estimated to be 54% to 72% (Kovacs, Feinberg, Crouse-

Novak, Paulauskas, & Finkelstein, 1984; McCauley, Myers, Mitchell, Calderon, 

Schloredt, & Treder, 1993; Rao et al., 1995).   

 Existing research provides strong evidence that depressive disorders are familial, 

with an estimated heritability of 36% and the remaining variance being attributed to 

environmental factors (Kendler & Prescott, 1999; Silberg et al., 1999).  Such evidence 

underscores the need for further clarification of specific environmental risk factors as they 

apply to depression. 

 In summary, depression is a serious and debilitating disorder that adversely affects 

a significant number of children and adolescents.  As prevalence rates of depression in 

youth increase, the need for further research in this area also increases.  Dysthymic 

disorder (DD), which will be discussed in the following section, is another depressive 

disorder deserving of attention as well. 
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Dysthymic Disorder 

 The diagnosis of dysthymic disorder (DD) is applied to individuals who suffer from 

a mild, persistent form of depression.  DD is a chronic disturbance of mood, characterized 

by both fewer and less severe symptoms than MDD.  Individuals suffering from DD 

experience symptoms that persist most of the day, for more days than not.  As with MDD 

in youngsters, irritable mood may present rather than depressed mood.  Additionally, a 

symptom duration of only one year is required for diagnosis in youth, as opposed to two 

years for adults (APA, 1994).  Onset of DD often occurs early in life, during either 

childhood or adolescence (Klein, Lewinsohn, & Seeley, 1997).  In children DD differs 

from MDD primarily in that the clinical emphasis is on gloomy thoughts and negative 

affect, with fewer symptoms such as fatigue, social withdrawal, anhedonia, poor appetite, 

and reduced sleep.  Instead, other symptoms such as anger, self-deprecation, feelings of 

being unloved, anxiety, disobedience, and somatic complaints have been reported in early 

onset DD (Kovacs, Akiskal, Gastonis, & Parrone, 1994).  At times individuals who meet 

criteria for DD may also meet criteria for a major depressive episode, which is referred to 

as “double depression” (Ferro, Carlson, Grayson, & Klein, 1994; Kovacs et al., 1994). 

The natural course of dysthymic disorder typically is far more protracted than that of 

MDD, making DD a more chronic disturbance.  The average length of an episode is three 

years (Kovacs et al., 1984).   

 In conclusion, dysthymia is a chronic mood disorder characterized by symptoms 

less severe than those observed in individuals with MDD.  Similar to both MDD and DD is 
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the diagnostic category referred to as Depressive Disorder Not Otherwise Specified 

(DDNOS), a term used to describe individuals with subclinical levels of depressive 

symptomatology.  This form of depression will be described in the following section.  

Subclinical Depression in Youth 

 Surprisingly little is known about subclinical depression in adolescents (Ingram & 

Hamilton, 1999; McClure, Rogeness, & Thompson, 1997), even in light of estimated 

prevalence rates as high as 59% for girls and 46% for boys (Roberts, Andrews, 

Lewinsohn, & Hops, 1990).  According to DSM-IV criteria (APA, 1994), this form of 

depression is referred to as Depressive Disorder Not Otherwise Specified (DDNOS).  The 

diagnosis of DDNOS is applied to individuals who exhibit severe depressive features but 

do not meet diagnostic criteria for either MDD or DD.  This type of depressive 

symptomatology represents more than just “unordinary happiness, sad mood, or simply 

having a bad day” (Ingram & Hamilton, 1999).   

Although depressed and subclinically depressed individuals differ with respect to 

diagnostic status, it remains unclear whether or not these diagnostic groups differ 

significantly with respect to clinical or psychosocial characteristics.  The clinical 

significance of the presence of depressive symptomatology, in the absence of meeting 

criteria for a depressive disorder, is uncertain.  Given the high prevalence of youth who 

report elevated levels of depressive symptoms on self-report measures, it is critical to 

examine differences between those who meet diagnostic criteria for a depressive disorder 

and those who do not (Gotlib, Lewinsohn, & Seeley, 1995).   
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Often those individuals who report high levels of depressive symptomatology on 

self-report measures but who do not meet diagnostic criteria for a depressive disorder are 

eliminated from further investigation because they are regarded as less clinically important 

than participants who do meet criteria for a clinical diagnosis (Gotlib et al., 1995; Ingram 

& Hamilton, 1999).  However, according to Ingram and Hamilton (1999), “a reasonable 

argument can be made that individuals scoring high on self-report measures are evidencing 

a conceptually interesting, and quite possibly important, psychological state.”  Research 

involving the explicit objective of studying subclinical depressive states is quite rare 

(Gotlib et al., 1995; Tennen, Hall, & Affleck, 1995), and research regarding adolescent 

depression typically has focused on features and behaviors associated with MDD (Deykin, 

Levy, & Wells, 1987; Kovacs, Feinberg, Crouse-Novak, Paulauskas, & Finkelstein, 1984; 

Marton, Connolly, Kutcher, & Korenblum, 1993; McCauley et al., 1993; Mitchell, 

McCauley, Burke, & Moss, 1988; Ryan et al., 1987).  In focusing primarily on this 

diagnostic group, researchers have operated on the implicit assumption that clinically 

depressed and subclinically depressed youngsters differ in important and relevant ways 

(McClure et al., 1997).  It is important, therefore, to examine whether such an assumption 

is correct and if psychosocial differences do indeed exist between these two diagnostic 

groups (Gotlib et al., 1995).   

Subclinically depressed youth are often overlooked for intervention and treatment 

as well.  Because their symptoms are less apparent to others and considered to be less 

debilitating, they are less likely to be referred for treatment (Mclure et al., 1997). 
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However, the identification and treatment of adolescents exhibiting subsyndromal levels of 

depression is an important task, as 50% of first episodes of MDD occur in people who 

have experienced prior depressive symptoms (Horwath, Johnson, Klerman, & Weissman, 

1994).  Research regarding subsyndromal depression in the adult population has 

demonstrated an association with increased risk of developing MDD as well as with an 

increased risk of medical illness, physical disability, use of sleeping pills, diminished sense 

of well-being, and increased utilization of health services (Broadhead, Blazer, George, & 

Tse, 1990; Johnson, Weissman, & Klerman, 1992; Wells et al., 1989).  Increased risk for 

developing a depressive disorder has been documented in adolescent populations as well. 

For example, Weissman and colleagues (1992) report that “adolescents with subclinical 

manifestations of major depression were significantly more likely to become incident cases 

of the same disorder over the next two years” (p.645).  Similar results were obtained by 

Gotlib and colleagues (1995) in a large-scale epidemiological study.  Youth experiencing 

subsyndromal levels of depression exhibited a 12-month total incidence of 15.9% for 

MDD, almost three times the “general population” risk of 6% found in the comparison 

normal control group.  Additionally, in a very recent study, adolescent depressive 

symptomatology predicted early adulthood depressive disorders (major depression and 

dysthymia), comorbidity, psychosocial impairment, and problem drinking (Aalto-Setälä, 

Marttunen, Tuulio-Henriksson, Poikolainen, & Lönnqvist, 2002).   

Findings in both the adult and adolescent populations regarding elevated risk of 

developing a depressive disorder speak to the need for false positive adolescents to be 



 

 

 

13 

targeted for both research and intervention purposes as a means of preventing future, and 

likely more severe, episodes (McClure et al., 1997).  If results of studies point to the 

absence of significant differences between true positive and false positive youth, then “the 

distinction between these two groups of individuals should become less important, and 

serious clinical attention should be paid to the large group of individuals with ‘only’ 

elevated depressive symptoms” (Gotlib et al., 1995, p.91).  From a public health 

perspective, if a high proportion of depressive disorders can be predicted by the existence 

of prior depressive symptomatology, certainly this would suggest the need for broader 

educational programs regarding the recognition and treatment of subsyndromal levels of 

depression (Horwath et al., 1994).         

One study thus far has examined cognitive and psychosocial differences among 

clinically depressed, subsyndromal, and normal control youth (Gotlib et al., 1995).  The 

stated purpose of the study was to identify clinical and psychosocial characteristics that 

differentiate subsyndromal and clinically depressed youth.  The three diagnostic groups of 

approximately 1,500 adolescents (mean age = 16) were compared on a number of 

variables.  Clinically depressed youth did not differ significantly from subclinically 

depressed youth on the majority of measures.  For example, clinically depressed 

participants did not differ from subclinically depressed participants regarding perceptions 

of parent-child conflict, family support, and peer social support.  In fact, the two groups 

differed only on four out of 20 variables: externalizing behavior, internalizing behavior, 

suicidal behavior, and physical illness.  The authors conclude that although false positive 
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youth do not meet diagnostic criteria for a depressive disorder, “there is little question that 

we should not be clinically indifferent about this group of individuals” (Gotlib et al., 1995, 

p.99). 

Another recent study (Steinhausen & Metzke, 2000) examined differences among 

groups of Swiss adolescents who reported “severe” levels of depressive symptoms, 

“moderate” levels of depressive symptoms, and no depressive symptoms on a self-report 

measure of depression.  Contradictory to findings by Gotlib and colleagues (1995), the 

“severely depressed” group was clearly differentiated from the other two groups on 

several measures.  Specifically, the severely depressed participants were characterized by 

the highest scores for pressure to achieve, control by teacher, life events, and impact of life 

events.  Severely depressed participants also reported the lowest levels of self-esteem.  

Both the moderately depressed and severely depressed groups scored higher than the non-

depressed group on parental rejection, self-awareness, and competitiveness with 

classmates.  Both groups also reported less parental acceptance and, surprisingly, greater 

peer acceptance.  The authors speculate that a categorical diagnostic approach, as 

opposed to the dimensional approach utilized in the study, might have resulted in a 

significant association between depression and an ineffective social network (Steinhausen 

& Metzke, 2000). 

  In summary, it is important to note that because a higher percentage of the 

population reports depressive symptomatology than meets formal criteria for MDD or 

dysthymia, the number of false positive participants in many studies tends to be quite 
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large.  Naturally, only a subset of those individuals who obtain scores above the cut-off on 

self-report measures will actually meet diagnostic criteria on a clinical interview.  

Considering that research indicates that subsyndromal depression is not a benign 

condition, and that at-risk subclinically depressed youth appear to represent a sizeable 

proportion of the population, it is apparent that this group of individuals is deserving of 

greater clinical and research attention (Aalto-Setälä et al., 2002; Clarke et al., 1995; 

Ingram & Hamilton, 1999).  Furthermore, “because of the association between subclinical 

depressive symptomatology and future development of MDD, a thorough description of 

cognitive and behavioral features associated with subclinical depression in adolescence 

may aid in early identification of those at risk” (McClure et al., 1997). 

Cognitive-Interpersonal Vulnerability to Depression: A Conceptual Shift  
Toward an Integrative Theoretical Model 

 
 Etiological models of depression which incorporate an interpersonal emphasis are 

appropriate and useful, as people exist in an interactive social world and cannot be 

accurately understood in isolation (Hammen, 1991).  According to Rudolph and 

colleagues (1997), “contemporary conceptualizations of childhood depression increasingly 

are taking the form of multidimensional, developmental models, which highlight the 

interplay among cognitive, interpersonal, and affective functioning” (p.33).  Indeed, it is 

logical to assume that multiple factors and multiple etiological pathways to the 

development of depressive disorders exist.  One such pathway that researchers are 

beginning to define and explore is the cognitive interpersonal pathway (Hammen & 
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Rudolph, 1996; Rudolph, Hammen & Burge, 1997; Stark, Laurent, Livingston, Boswell, 

& Swearer, 1999).  Within this framework, various cognitive and interpersonal variables 

are viewed as complementary factors that together create a vulnerability to depression.  

From this perspective, cognitive factors have implications for the interpersonal domain and 

vice versa.  For example, cognitive representations of interpersonal relationships are 

presumed to impact an individual’s information processing of events and situations, which 

in turn impacts the individual’s view of the self and others, especially in close relationships 

(Rudolp et al., 1997).  And the cycle continues as thoughts, beliefs, and interpretations of 

the self and interactions with others further contribute to the maintenance depressive 

symptomatology. 

To date, research has primarily focused on the separate examination of variables 

associated with depression, rather than the interplay that occurs between different 

domains.  Clearly, additional research is needed in order to further clarify how 

vulnerability to depression is acquired in youth.  Future studies would benefit from 

methodological approaches that incorporate both interpersonal and cognitive factors 

associated with depression in youngsters (Rudolph et al., 1997).    

Whereas the interpersonal perspective has received growing attention in the adult 

population, this line of investigation in depressed youth is relatively new (Hammen & 

Garber, 2001).  According to Hammen (1999), the cognitive interpersonal approach to 

depression is presently a “focus,” as it is not yet well enough articulated or tested to claim 

to be a model or theory.  In her words,   
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“interpersonal emphases in depression research require a focus on context and the 
understanding of the individual as embedded in an environment that influences, and 
is influenced by, the person.  An interpersonal-based model of depression would 
likely be complex, requiring multiple interacting or mutually influencing factors, 
and would include both cognitive and behavioral variables.” (Hammen, 1999, 
p.22). 

 
According to the cognitive interpersonal approach, cognitive theory alone does not 

explain individual vulnerability to depression.  Such a perspective does not take into 

account important situational and contextual factors that influence a person’s cognitions 

and mood (Hammen, 1992, 1999).  Rather, consideration of the interpersonal context is 

necessary for a thorough and adequate explanation of the nature of depression (Joiner, 

Coyne, & Blalock, 1999).  Indeed, a combination of interpersonal difficulties and 

dysfunctional cognitions may be what sets the stage for the development and eventual 

maintenance of depression (Cummings & Cicchetti, 1990; Hammen & Rudolph, 1996). 

The following sections provide discussions of various cognitive and contextual 

interpersonal factors associated with depression.  

Cognitive Theory of Depression 

 Cognitive theory suggests that disturbances in cognition are related to the etiology 

and maintenance of depression.  Central to Beck’s cognitive theory are specific cognitive 

structures and thought processes (Beck, 1967; Beck, Rush, Shaw, & Emery, 1979).  

Beck’s theory, essentially an information processing model, revolves around three 

constructs: schemata, the negative cognitive triad, and cognitive errors or faulty 

information processing, which interact to form a dynamic system of information 
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processing.  Although these components are believed to be formed early in life via 

interactions within the family (Beck et al., 1979), quite likely they impact an individual’s 

interpersonal functioning throughout life (Schmidt, Schmidt, & Young, 1999).   

The term schema refers to the basic cognitive structural components through 

which individuals identify, interpret, categorize, and evaluate their experiences (Beck, 

1967).  Additionally, schemas are hierarchically organized and are interrelated (Hollon & 

Kris, 1984), and may be either active or inactive (Beck et al., 1979).  Active 

depressogenic schema influence information processing in such a manner that an individual 

seeks out and attends to information in the environment that supports his or her existing 

negative schema.  Thus, schemas serve the function of acting as filters through which an 

individual processes new information.  According to Beck, negative schemas are triggered 

by either the occurrence or perceived occurrence of negative life events.  In turn these 

negative schemas are maintained by the depressed individual’s tendency to distort 

incoming information in a negative or self-defeating manner, thereby contributing to an 

ongoing cycle of depressive thinking and depressive affect (Beck et al., 1979).  Underlying 

depressive schemata lead to patterns of interpreting the world that reflect a negative 

cognitive triad (Kaslow, Stark, Printz, Livingston, & Tsai, 1992). 

 The second construct of Beck’s theory is the cognitive triad, which refers to an 

individual’s pattern of interpreting and evaluating experiences relating to the self, the 

world, and the future.  Together these three components make up the cognitive triad 

(Beck, 1967).  In terms of the self, a depressed individual typically maintains a negative 
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self-concept and devalues him or herself.  Evidence suggests that one’s perception of the 

self is indeed the primary factor involved in cognitive vulnerability to depression 

(Hammen, 1991).  Events occurring in the depressed individual’s world are perceived as 

reflecting personal defects, continued defeats in life, and further proof that he or she is 

unworthy or unlovable.  Lastly, the future is thought to simply be an extension of the 

depressed individual’s current life difficulties, resulting in feelings of hopelessness and 

pessimism.  A depressed individual’s negative cognitive triad is maintained by information 

processing errors (Beck, 1967).    

 The third construct of Beck’s theory, cognitive errors, reinforces a depressed 

individual’s existing negative schemas and negative cognitive triad.  These cognitive 

errors, also referred to as cognitive distortions, are utilized in interpreting the 

environment.  There are several types of information processing errors described by Beck 

and colleagues (1979) that serve to maintain depressogenic cognitive styles.  One such 

example is arbitrary inference, which occurs when the individual draws conclusions about 

situations or events in the absence of supporting evidence for these conclusions.  Typically 

not considering alternative explanations, the individual tends to infer life events in a 

negative, personalized manner.  Selective abstraction is a second type of information 

processing error in which certain details of a situation are taken out of context in order to 

support a particular depressogenic cognition.  In doing so, the individual ignores more 

pertinent and relevant information and does not integrate this information into his or her 

conceptualization of an experience.  Another common cognitive error, overgeneralization, 
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involves the interpretation of a single negative event as normative and reflective of an 

individual’s general worth or ability outside of the event.  Depressed individuals also 

engage in cognitive errors known as magnification and minimization, resulting in a pattern 

of inflating the meaning of a negative event, while negating the importance of a positive 

event.  Lastly, depressed individuals lack the cognitive ability to take another perspective 

of a situation, and furthermore, tend to personalize information when the reality is that an 

external event occurred in no relation to them (Beck et al., 1979). 

Empirical Support for Beck’s Cognitive Theory of Depression 

 Cognitive research involving depressed adults has provided consistent evidence of 

the existence of negative self-schema (Ingram, Smith, & Brehm, 1983; Kuiper, Derry, & 

McDonald, 1988), poor self-esteem (Battle, 1978; Prosen, Clark, Harrow, & Fawcett, 

1983; Tennen & Herzberger, 1985), hopelessness (Beck, Kovacs, & Weissman, 1975), 

and cognitive errors (Krantz & Hammen, 1979; Beck, Brown, Steer, Eidelson, & Riskind, 

1987).  Advances in cognitive research have been made in child and adolescent 

populations as well.  Specifically, links have been shown between depression in youth and 

cognitive errors (Cole & Turner, 1993; Haley, Fine, Marriage, Moretti, & Freeman, 1985; 

Kendall, Stark, & Adam, 1990), negative cognitions (Ambrose & Rholes, 1993; Kendall, 

Stark, & Adam, 1990), lack of a positive self-schema (Hammen & Zupan, 1984; Zupan, 

Hammen, & Jaenicke, 1987), and components of the cognitive triad (Kaslow et al., 1992; 

Kazdin, Rogers, & Colbus, 1986; Stark, Humphrey, Laurent, Livingston, & Christopher, 

1993; Stark, Schmidt, & Joiner, 1996). 
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 To summarize, schemata, the cognitive triad, and faulty information processing are 

the three primary constructs upon which Beck’s cognitive theory of depression focuses.  

Individuals suffering from depression tend to filter incoming information through negative 

schemata, experience negative perceptions of the self, world, and future, and make 

information processing errors.  Considerable support exists for Beck’s etiological model of 

depression, yet some theorists are arguing that cognitive theory alone cannot fully capture 

the etiological picture of depression and that interpersonal variables need to be considered 

as well (Hammen, 1992).   

Contextual Interpersonal Factors Associated with Depression in Youth 

Research has indicated that there are multiple pathways for the development of 

depression in childhood and adolescence (Hammen, 1992).  Within these pathways are 

multiple risk factors, including psychosocial factors, which are involved in the etiology of 

childhood and adolescent depression (Hammen, 1990; Hammen, 1992; Marton & 

Maharaj, 1993).  The following sections will discuss findings regarding both familial and 

peer interpersonal factors that have been linked to the development and maintenance of 

depressive symptomatology.     

The Family Environments of Depressed Youth:  Specific Characteristics Associated with 
the Development and Maintenance of Depression in Children and Adolescents 

 
With the recognition of depression as a serious and prevalent disorder in child and 

adolescent populations, and in line with the growing knowledge that depression exists in 

an interpersonal context (Gotlib & Hammen, 1992), interest in interpersonal family factors 



 

 

 

22 

as they relate to depression has continued to increase (Sheeber, Hops, & Davis, 2001).  

Specifically, researchers are interested in those interactional family processes that 

contribute to both the development and maintenance of depression in youngsters.  The 

family environment is of particular importance for children and adolescents in that 

“extricating oneself from one’s family is rarely a viable option, and thus adverse family 

relations present a chronic and largely unavoidable stressor” (Sheeber et al., 2001, p.20). 

Cohesion, Expressiveness, and Conflict 
 

Psychosocial factors within the family milieu that have been implicated in the 

development and maintenance of depression in youth include lack of cohesion, lack of 

expressiveness, and increased levels of conflict.  Cohesion refers to the degree to which 

family members are helpful to and supportive of each other, as well as the extent to which 

they are concerned about and committed to each other. Expressiveness is an index of the 

degree to which family members feel that they are allowed and encouraged to 

communicate their feelings directly and to act openly. Conflict refers to the degree to 

which the family is characterized by the open expression of anger and generally conflictual 

actions (Moos & Moos, 1976).   

Although much research has been conducted which examines psychosocial factors 

related to the development and maintenance of depression in children, (Asarnow, 

Goldstein, Marshall, & Weber, 1990; Puig-Antich et al., 1985a, 1985b) fewer studies 

examine such factors as they apply specifically to depression in adolescents (Puig-Antich 

et al., 1993).  However, what has become increasingly evident based on the available 
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literature is that depressed children (Kaslow, Rehm, Pollack, & Seigel, 1990; Stark et al., 

1990), as well as depressed adolescents (Stark et al., 1990), perceive their families more 

negatively than do non-depressed controls. In addition, depressive symptomatology in 

adolescents is related to the quality of their family relationships (Sheeber, Hops, Alpert, 

Davis, & Andrews, 1997).   

As has been indicated in the literature regarding depressed children (Puig-Antich et 

al., 1985a), studies conducted with depressed adolescents have demonstrated high levels 

of depressive symptomatology to be associated with significant family dysfunction 

(Daniels & Moos, 1990; Kandel & Davies, 1982; Kaslow et al., 1994).  Increased rates of 

conflict, as well as lower levels of cohesion and expressiveness are primary examples of 

such family dysfunction.  For example, studies of families of depressed adolescents 

(Fendrich et al., 1990; Forehand et al., 1988; Kashani & Sherman, 1988) and depressed 

children (Burbach & Borduin, 1986; Fendrich et al., 1990; Puig-Antich et al., 1985a) 

depict these families as more conflictual than families of non-depressed youth.  Although 

conflict between parents and adolescent offspring is often considered normal from a 

developmental perspective, high levels of conflict between adolescents and their parents 

are indeed nonnormative and are associated with adverse developmental outcomes 

(Laursen & Collins, 1994).   

Relative to families of normal adolescent controls, family milieus of depressed 

adolescents are described as less supportive (Stark et al., 1990; Kobak et al., 1991), as 

well as less secure and nurturing (Kaslow et al., 1994).  Results of a 1989 study suggest 
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that perceived low levels of family cohesion is a particularly strong predictor of depression 

in adolescents (Garrison, Schlucter, Schoenbach, Kaplan, & Berton).  Findings such as 

these have been confirmed in more recent studies employing observational methods, which 

have documented a relative absence of supportive and facilitative interactions in families of 

depressed children (Messer & Gross, 1995) and adolescents (Sheeber & Sorenson, 1998).  

Information from studies examining family environments of both depressed 

children and adolescents have characterized these families as having lower levels of 

expressiveness and as exhibiting poorer communication patterns (Burbach & Borduin, 

1986; Kaslow et al., 1994; Sheeber & Sorensen, 1998; Stark et al., 1990).  In addition, 

parents of depressed children have been found to be angry, belittling, and punitive 

(Poznanski & Zrull, 1970), as well more critical toward their children (Arieti & 

Bemporad, 1980).  Similarly, families of depressed adolescents have been described as 

being more hostile (Conger, Ge, Elder, Lorenz, & Simons, 1994; Ge, Conger, Lorenz, & 

Simons, 1994).  

The most consistently reported finding thus far is that depression is inversely 

related to the level of support and approval provided by the family environment, in both 

clinical (Armsden, McCauley, Greenberg, Burke, & Mitchell, 1990; Barrera & Garrison-

Jones, 1992; Prange et al., 1992) and community samples (Avison & McAlpine, 1992; 

Hops et al., 1990; Kandel & Davies, 1982; McFarlane, Bellisimo, Norman, & Lange, 

1994). For example, in observational studies of families with preadolescent children, 

parents of depressed children were found to display less positive, less rewarding, and less 
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supportive behaviors than parents in comparison families (Cole & Rehm, 1986; Messer & 

Gross, 1995).  

It is noteworthy that preliminary research investigating family relationships and 

interactions suggests that family characteristics associated with depressive 

symptomatology in both children (Puig-Antich et al., 1985b) and adolescents (Hops et al., 

1990) are relatively stable.  Studies of depressed adolescents have found that disturbed 

family relations exist prior to, during, and subsequent to major depressive episodes 

(Garrison et al., 1997; Lewinsohn et al., 1994b; Reinherz et al., 1993).   Overall, the 

available research suggests that depressed adolescents may be exposed to ongoing adverse 

family atmospheres characterized by less supportive interactions and lower levels of 

positive communication, in addition to more conflict and higher levels of hostility than 

those experienced in families of nondepressed youth (Kaslow et al., 1994; Sheeber & 

Sorensen, 1998). Therefore, it can be stated that the quality of family relationships is 

relevant to both the onset and maintenance of depressive symptomatology in adolescents 

(Sheeber et al., 1997).   

Taken together, findings from the literature point to the existence of increased 

levels of criticism, a form of expressed emotion, in the families of depressed youth. 

Because criticism is a variable being examined independently for the purposes of this 

study, the construct of expressed emotion and its association with the families of 

depressed youth will be discussed separately in the following section. 

Expressed Emotion 
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Expressed emotion (EE) is an extensively studied construct in the field of 

psychology (Hibbs, Hamburger, Kruesi, & Lenane, 1993).  Expressed emotion refers to a 

family environment variable which is an index of the emotional climate in the home, 

specifically in terms of the emotional aspects of family members’ communication patterns 

(Vaughn & Leff, 1976). Expressed emotion, widely regarded as a form of familial 

psychosocial stress, refers to the extent to which key relatives, such as parents, express 

critical, hostile, or emotionally overinvolved attitudes toward another family member 

(Asarnow et al., 1994; Hooley & Teasdale, 1989).  Research with adults has shown that 

relatives exhibiting EE talk more and listen less in family discussions (Kuipers, Sturgeon, 

Berkowitz, & Leff, 1983), and that they are more overtly critical and tend to disagree 

more with family members (Hooley, 1986).     

First studied by Brown and colleagues in 1962 as a factor contributing to relapse in 

adult patients with schizophrenia, EE has since been implicated in numerous studies as an 

aspect of the family environment that influences the course and possibly the onset of 

various psychiatric disorders.  Traditionally, the construct of EE has been used to study 

the family climate of parents of adult offspring with schizophrenia (Brown, Birley, & 

Wing, 1972; Brown, Monck, Carstairs, & Wing, 1962; Vaughn & Leff, 1976).  For 

example, Brown and colleagues (1962) found that 76% of schizophrenic adults discharged 

from the hospital and returning to high-EE homes relapsed within nine months.  Numerous 

other researchers have reported the same trend (Karno et al., 1987; Kottgen, Sonichsen, 

Mollenhauer, & Jurth, 1984; Moline, Singh, Morris, & Meltzer, 1986; Vaughn, Snyder, 
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Jones, Freeman, & Falloon, 1984).  Although EE research has focused primarily on 

relapse among adult schizophrenic patients, evidence exists which implicates EE as playing 

a role in adult depression.  However, the role of EE in predicting relapse in depression is 

not currently as well understood (Vearnals & Asen, 1998).  In an early (1976a) study of 

schizophrenia, Vaughn and Leff also found a link between EE and relapse in their 

comparison sample of depressed adults.  Others have since replicated the finding that EE 

is a strong predictor of outcome among adults suffering from depression (Hooley, 1986; 

Hooley, Orley, & Teasdale, 1986; Hooley & Phil, 1990; Leff & Vaughn, 1985).      

 Although studies of EE have focused far more on adult populations, recent studies 

have begun to validate the construct of EE as an index of family climate with child and 

adolescent populations as well.  For example, a 1993 study found that families with high 

EE experience greater conflict (Hibbs, Hamburger, Kruesi, & Lenane).  Expressed 

emotion has also been linked to parental coldness toward children (Stubbe, Zahner, 

Goldstein, & Leckman, 1993), as well as achievement orientation in mothers (Hibbs et al., 

1993).  In terms of psychiatric difficulties, high EE has been linked with the subsequent 

onset of schizophrenia and schizophrenia-spectrum disorders in disturbed adolescents 

(Goldstein, 1985).  Additionally, maternal EE was found to be associated with higher 

Achenbach Child Behavior Checklist scores in children (Hirschfield, Biederman, Brody, 

Faraone, & Rosenbaum, 1997; Vostanis & Nicholls, 1992), as well as with disruptive 

behavior disorders and anxiety disorders (Hibbs et al., 1991; Stubbe et al., 1993).  A 
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recent study (Jacobsen, Hibbs, & Ziegenhain, 2000) also confirmed an association 

between maternal EE and a disorganized attachment pattern in six-year olds.   

 Few studies have examined expressed emotion with respect to depression in 

youth, although evidence supporting the theory that parental expressed emotion is 

associated with higher risk of major depression or dysthymic disorder in children exists 

(Asarnow, Goldstein, Tompson, & Guthrie, 1993;  Asarnow, Tompson, Woo, & 

Cantwell, 2001; Schwartz, Dorer, Beardslee, Lavori, & Keller, 1990).  Additionally, there 

is emerging evidence that expressed emotion is indeed a specific causal risk factor for 

depression rather than a nonspecific correlate of psychopathology in youth.  For example, 

two studies have demonstrated a stronger link between maternal EE and childhood 

depression than EE and childhood schizophrenia (Asarnow, Tompson, Hamilton, 

Goldstein, & Guthrie, 1994) or ADHD (Asarnow, Tompson, Woo, & Cantwell, 2001).  

Lastly, Stark and colleague’s study (1996) of the relationship between parental criticism, 

cognitive triad, and depression in children and young adolescents found a significant 

relationship between children’s perceptions of negative parental messages about the self, 

world, and future and children’s depressive symptoms.  Furthermore, children’s own 

perceptions of the self, world, and future completely mediated the impact of perceived 

parental messages, highlighting the importance of considering the interplay between 

cognitive and interpersonal variables in depression research.  

The process that links expressed emotion with the development or relapse of a 

psychiatric disorder is likely complex and is not yet understood (Hooley & Phil, 1990).  
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Although it is generally assumed that an absence of EE is indicative of a supportive and 

caring family environment, in some cases it may in fact reflect a lack of concern (Ernst, 

Backenstrass, Fiedler, & Mundt, 1995).  Also, although it is typically assumed that the 

association between EE and relapse of psychiatric disorders is a causal one, it is also 

plausible that patient characteristics engender criticism in family member (Hooley & Phil, 

1990).  Vearnals and Asen (1998) would agree, stating, “Certainly it seems likely that the 

client’s behavior pattern and relatives’ criticisms interact with one another rather than that 

there is any unidirectional influence” (p.94).  Indeed, it is appropriate to think of EE in 

interactional terms as a relational variable (Hooley & Gotlib, 2000).  In terms of 

interpersonal interactions, the irritability and negative behavioral patterns exhibited by 

depressed youth might lead to increased risk of parental criticism.  In turn, depressed 

youth may respond with increased sensitivity and depressive behavior, thereby eliciting 

further criticism (Asarnow et al., 2001).       

Taken together, findings from existing studies indicate that expressed emotion, 

particularly criticism and rejection, occurs frequently within the family environments of 

depressed children.  Depressed children, who already are prone to perceive themselves 

negatively, might be particularly sensitive to criticism in the home (Asarnow et al., 2001). 

Evidence suggests that depressogenic cognitions in both children and adolescents are 

associated with critical maternal messages (Hammen, 1991; Jaenicke et al., 1987; Stark et 

al., 1996). When considered in terms of Beck’s cognitive theory of depression, it seems 

likely that parental criticism would contribute to, or reinforce, a depressed child’s existing 
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negative view of him or herself and future, thus increasing the likelihood of continuing 

depressive symptomatology  (Asarnow et al., 1994).   

In summary, depressed youth tend to perceive their families more negatively than 

do non-depressed youth.  A variety of interpersonal factors within the family milieu, 

namely lack of cohesion, lack of expressiveness, conflict, and criticism, have been shown 

to be associated with the development and maintenance of depression in youth.  In 

addition to familial variables, however, other psychosocial factors outside of the family 

milieu should be considered as well in studies utilizing an interpersonal theoretical 

perspective.  Therefore, the concept of social support, which will be discussed in the 

following section, is an important psychosocial variable that was considered in the current 

study.   

Social Support 

The Construct of Social Support 
 
 Although the concept of social support has become immensely popular in mental  

health research during the past several years, a consensus has yet to be reached as to what 

exactly the construct of social support is (Veiel & Baumann, 1992).  It is generally safe to 

state that social support can be conceptualized as a multidimensional concept (Cooper & 

Paykel, 1993).  Numerous definitions have been offered, and over the past few decades 

they have gradually changed. What was originally viewed concretely as numbers of 

relationships and/or observable transactions between people (Lowenthal & Haven, 1968; 

Nuckolls, Cassel, & Kaplan, 1972), slowly has begun to be conceptualized more abstractly 
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in terms of perceptions of both the quality and availability of social support, as well as 

personal characteristics (Veiel & Baumann, 1992).  

Despite this transition in conceptualization, several theories regarding social 

support exist which propose a variety of models: people’s perception of being supported 

(Turner, Frankel, & Levin, 1983; Sarason & Sarason, 1982), the structure of social 

support (Gottlieb, 1985), and actual system-level support resources (Wellman, 1981). It 

has yet to be determined whether social support is primarily a characteristic of the 

individual, the social environment, or the interactional context (Veiel & Baumann, 1992).  

A current conceptualization of social support describes it as an abstract concept that 

implies an individual’s social behavior, specific structural social networks, and the 

individual’s perceived quality and quantity of supportive relationships (Pierce, Sarason, & 

Sarason, 1996). For the purposes of this study, this review will focus on individuals’ 

perception of social support and how it impacts one’s emotional well-being.   

 Social support has been commonly identified as a protective factor or as serving a 

preventative function in the onset of psychological disturbances (Eaton, 1978). The 

specific role played by social support, however, remains in question. Various hypotheses 

state that social support “absorbs” the burden of stress in one’s life (Eaton, 1978, p. 233), 

is directly related to stress (Sheppard, 1993), acts as a preventative factor (Trad, 1987), 

moderates the effects of stress (Pryor-Brown & Cowen, 1989), and mediates the effects of 

stress (Gore, 1981).  



 

 

 

32 

 Pierce and colleagues’ (1996) previously mentioned theory of social support grew 

out of earlier research that proposed a triadic theory of social support.  This theory linked 

three specific variables: individual personality characteristics, interpersonal relationships, 

and environmental situations that stimulate supportive efforts (Sarason, Sarason, & Pierce, 

1992).  Earlier work by Sarason, Levine, Basham, and Sarason (1982) examined people’s 

“sense of support.” The authors defined “sense of support” as “attributions and 

expectations concerning the general availability of social support” and “expectations 

concerning supportiveness” (p. 146).  

 Much research in the area of social support has assessed individual’s perceptions 

of social support (Compas, Slavin, Wagner, & Vannatta, 1986; Grube & Morgan, 1990; 

Speechley & Noh, 1992; Upton, 1993). The majority of research instruments available are 

self-report questionnaires that ask respondents to describe one or more of the facets of 

their interpersonal relationships with others or to describe and/or rate their satisfaction 

with perceived social support (Pierce et al., 1996). Thus, the assessment of social support 

commonly reflects a respondent’s subjective thoughts or beliefs about the nature of their 

relationships with others. Perceived social support is defined as the perception of an 

individual that he or she is loved, cared for, esteemed, valued, and a member of a network 

of communication (Cobb, 1976). Wolchik, Beals, and Sandler (1989) describe perceived 

social support as “appraisals of the subjective dimensions of support such as satisfaction 

with support that was actually perceived, perceptions of whether adequate support would 

be provided if needed, and feelings toward particular network members” (p.193). 
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Perceived Social Support and Depression 

 Research in adult populations has shown that social support plays a vital role in 

promoting mental health across the lifespan.  In general, more social support is viewed as 

positive, and a lack of social support is considered to have deleterious effects (Cohen & 

Syme, 1985; Kashani, Canfield, Borduin, Soltys, & Reid, 1994).  Although theoretical 

models of social support have evolved over time, specific developmentally sensitive 

models of social support remain virtually nonexistent (Van Aken et al., 1994). As is 

common in many areas of psychological research, the literature on the social support of 

depressed children and adolescents is sparser, as well as more varied in conceptual and 

methodological structure, than that of adults. Past research has examined retrospective 

childhood memories of the supportiveness of family relationships (Blatt, Wein, Chevron, 

& Quinlan, 1979), parental attachment relations (Armsden & Greenberg, 1987), and 

negative perceptions of family (Kaslow et al., 1984).  More recent studies of younger 

populations have found a relative absence of supportive interactions in the families of 

depressed children (Messer & Gross, 1995), as well as in the families of depressed 

adolescents (Sheeber & Sorenson, 1998).  A recent study (Kashani, Saurez, Jones, & 

Reid, 1999) comparing the perceptions of anxious and depressed adolescents found that 

depressed youth are significantly less satisfied with the amount of support they receive 

from family members.   

Studies of social support in youth have predominantly focused on familial support; 

few have examined peer social support as well.  Supportive relationships, especially 
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between peers, have been studied far more in adults.  However, the studies that have 

examined both familial and peer support in children and adolescents have revealed that 

quality of perceived peer attachment is negatively correlated with self-rated depressive 

symptoms in both community (Armsden & Greenberg, 1987; Bennett & Bates, 1995; 

Rubin et al., 1992) and psychiatric (Armsden et al., 1990) samples.  A more recent study 

of adolescents in Japan examined family and peer social support as one construct and 

found that youth who perceived more social support were less likely to endorse depressive 

symptoms on a self-report measure (Takakura & Sakihara 2001).  The authors concluded 

that the perception of available social support likely serves as a protective factor against 

the development of depressive symptomatology.  Another recent study (Kaltiala-Heino, 

Rimpela, Rantanen, & Laippala, 2001) of Finnish adolescents found boys and girls not to 

be differently vulnerable to lack of social support.  A perceived lack of social support from 

either parents, peers, or teachers was associated with increased levels of depressive 

symptomatology, prompting the authors to conclude that inadequate support from any of 

these sources may increase the risk of depression.  Also, of particular importance is the 

finding that depressed youngsters exhibit disruptions in their social interactions, making it 

more difficult for them to both develop and maintain satisfying social relationships (Bell-

Dolan, Reaven, & Peterson, 1993; Rubin & Mills, 1988; Strauss, Forehand, Frame, & 

Smith, 1994).  Taken together, these findings highlight the potential importance of 

interpersonal relations, both with family members and peers, in models of childhood and 

adolescent depression.           
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Social support research that focuses on adolescents in particular may yield 

important insights considering that adolescence is a transitional period for social support. 

During this stage of development teens turn to peers as their primary source of support 

and begin to depend less on their parents. (Degirmencioglu, Urbur, Tolson, & Richards, 

1998).  Studies have shown that social network composition changes with age, such that 

children receive more support from family members, whereas adolescents report greater 

support from friends (Degirmencioglu et al., 1998; Levitt et al, 1993).  Furthermore, 

adolescents’ peer support has been linked to important developmental outcomes, making 

it especially important to understand factors associated with peer social support during the 

teenage years (Dubow, Tisak, Causey, Hryshko, & Reid, 1991).  Formoso and colleagues 

(2000) hypothesize that, “a strong, high-quality bond between adolescents and their peers 

may operate protectively for children in conflictual homes by providing reassurance that 

their emotional needs will continue to be met, despite the emotional climate at home” 

(p.177).   

Taking into account the importance of developmental issues, researchers must be 

careful not to dismiss the importance of the family.  Certainly adolescents’ relationships 

with family members, as well as their own individual mental health, certainly have the 

potential to greatly impact their ability to develop and maintain supportive peer 

relationships (Colarossi & Eccles, 2000).  Indeed, research on families and support in the 

adult literature has provided evidence that support from sources outside the family cannot 
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compensate for what is missing within the family environment (Brown & Harris, 1978; 

Coyne & DeLongis, 1986).   

In conclusion, social support is an important interpersonal variable that has been 

shown to impact the mental health of both youngsters and adults (Cohen & Syme, 1985; 

Kashani et al., 1999), although fewer studies focus on social support and younger 

populations.  Consistent with findings from family environment studies regarding cohesion 

and depressive symptomtatology (Garrison et al., 1989; Stark et al., 1990), studies of 

depressed youth have revealed that these youth experience less supportive interactions in 

their families (Messer & Gross, 1995; Sheeber & Sorenson, 1998) and that they are less 

satisfied with the amount of support received from family members (Kashani et al., 1999).  

Studies focusing on peer social support, although fewer, have also demonstrated an 

association between lower levels of perceived social support and depression (Kaltiala-

Heino et al., 2001;Takakura & Sakihara, 2001).  Such findings highlight the salience of 

social support in both familial and peer interpersonal relations.  Based on the few existing 

studies pertaining specifically to adolescent populations, one can state without reservation 

the clear need for further attention to be focused on the construct of social support as it 

relates to adolescents.  
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Statement of the Problem 

Although a large percentage of youth experience subclinical levels of depression 

(Roberts et al., 1990), this population is not well understood.  These at-risk youngsters 

make up a sizeable proportion of the population, but they are often not included in 

research or intervention efforts (Gotlib et al., 1995).  Additionally, they are at increased 

risk of developing depressive disorders (Weissman et al., 1992).  It is important for 

researchers to examine whether psychosocial and clinical differences truly exist between 

clinically and subclinically depressed youth.  If differences are not found, then clearly 

subclinically depressed youth are deserving of being targeted for inclusion in more 

preventative and treatment efforts (Gotlib et al., 1995).  Furthermore, “information about 

subclinical depression may help provide a better understanding of the nature of MDD as a 

syndrome, particularly whether it is of a continuous or dichotomous nature” (McClure et 

al., 1997, p.189).     

The complex relationships that exist between various cognitive and interpersonal 

factors and depressive symptomatology in youth are presently unclear.  As the cognitive 

interpersonal framework continues to evolve based on empirical findings, these 

relationships should become increasingly clearer.  Although Beck’s cognitive theory of 

depression has contributed much to the understanding of depression in both adults and 

youngsters (Stark et al., 1996; Krantz & Hammen, 1979; Weissman & Beck, 1978), 

cognitive theory alone does not fully explain the development and maintenance of 
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depression (Hammen, 1992, 1999).  It is important, therefore, to consider interpersonal 

variables as well in etiological theories of depression (Hammen, 1992).     

In terms of interpersonal variables, the available literature highlights the relevance 

and importance of understanding the family context and the quality of family interactions 

through/by which depression emerges, continues, and remits during childhood and 

adolescence (Asarnow et al., 1994; Sheeber et al., 1997).  It is widely recognized that 

adolescent depression is associated with family environments that are characterized by 

elevated levels of critical, angry, and conflictual interactions, as well as a lack of 

supportive and facilitative interactions (Sheeber & Sorenson, 1998).  However, the exact 

influence of abnormal family interactions such as these on children’s and adolescents’ risk 

of developing depression are not yet known (Birmaher et al., 1996; Puig-Antich et al., 

1993).  Certain psychosocial variables, such as cohesion, expression, conflict, and critical 

communication style, appear to be factors relevant for understanding the etiology and 

course of affective disorders in children and adolescence.   

Lack of adequate social support also appears to be a salient psychosocial risk 

factor for the development of depression (Reinherz, Giacona, Pakiz, Silverman, Frost, & 

Lefkowitz, 1993). An examination of the literature, however, reveals that supportive 

relationships have been studied in large part with adult samples, highlighting the need for 

further research in this area as it relates to youth (Colarossi & Eccles, 2000).  

Identifying the underlying psychosocial themes that are involved in the 

development of depression continues to be an important research topic (Street, Sheeran, 
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& Orbell, 2001).  It is likely that multiple factors contribute to the etiology of depression 

in adolescents, with variance across individuals concerning the contribution of 

psychosocial factors (Puig-Antich et al., 1993).  Further understanding of the relationships 

among the psychosocial factors which contribute to the development of early-onset 

depression is needed (Birmaher et al., 1996; Williamson et al., 1995).  
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Proposed Research Study 

The current study is an exploratory investigation that sought to provide a clearer 

picture of subclinical depression in adolescents, as well as a more thorough understanding 

of certain psychosocial factors associated with depression in adolescent populations.  

Specifically, the present study examined potential group differences and similarities 

between youth with clinical depression, subclinical depression, and youth exhibiting no 

depressive symptomatology.  A variety of familial interpersonal variables, as perceived by 

the adolescents, namely cohesion, expressiveness, conflict, and critical maternal 

communication style, and their relationship to depressive symptomatology in these three 

diagnostic groups were examined.  Additionally, associations between both familial and 

peer social support, also as perceived by adolescents, and depressive symptomatology 

were explored.  Furthermore, youth’s perceptions of the self, world, and future, which 

together comprise the cognitive triad, were also examined.  The identification of potential 

psychosocial variables on which depressive disorders and subclinical depression differ and 

are similar is an important task.  In doing so, researchers will contribute to the 

development of better informed early intervention and prevention efforts designed to 

reduce the duration, severity, and associated complications of this disorder.  
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Hypotheses 

The following is a list of hypotheses that the present study examined. 
 
Question1:  Do clinically depressed, subclinically depressed, and normal control youth 

differ in terms of cognitive style and their perceptions of family environment and social 

support variables? 

Hypothesis 1:  It was expected that groups would differ significantly on the composite of 

the youths’ depressogenic cognitive style (as measured by the CTI-C) and perceptions of 

the following six psychosocial variables: family cohesion, family conflict, family 

expressiveness (as measured by the SRMFF-C), critical maternal messages (as measured 

by the FMM-M), family support, and peer social support (as measured by the MSPSS). 

Hypothesis 1a:  It was expected that clinically depressed youth and subclinically depressed 

youth would differ significantly from the normal control youth on depressogenic cognitive 

style, as measured by the CTI-C.  Clinically depressed and subclinically depressed youth 

were not expected to differ significantly. 

Hypothesis 1b:  It was expected that clinically depressed youth and subclinically depressed 

youth would differ significantly from the normal control youth on perceptions of family 

cohesion, as measured by the SRMFF-C.  Clinically depressed and subclinically depressed 

youth were not expected to differ significantly. 

Hypothesis 1c:  It was expected that clinically depressed youth and subclinically depressed 

youth would differ significantly from the normal control youth on perceptions of family 
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conflict, as measured by the SRMFF-C.  Clinically depressed and subclinically depressed 

youth were not expected to differ significantly. 

Hypothesis 1d:  It was expected that clinically depressed youth and subclinically depressed 

youth would differ significantly from the normal control youth on perceptions of family 

expressiveness, as measured by the SRMFF-C.  Clinically depressed and subclinically 

depressed youth were not expected to differ significantly. 

Hypothesis 1e:  It was expected that clinically depressed youth and subclinically depressed 

youth would differ significantly from the normal control youth on perceptions of critical 

maternal messages, as measured by the FMM-M.  Clinically depressed and subclinically 

depressed youth were not expected to differ significantly. 

Hypothesis 1f:  It was expected that clinically depressed youth and subclinically depressed 

youth would differ significantly from the normal control youth on perceptions of peer 

social support, as measured by the MSPSS.  Clinically depressed and subclinically 

depressed youth were not expected to differ significantly. 

Hypothesis 2a – 2d:  It was expected that discriminant function analyses would result in 

the prediction of group membership at a rate greater than chance, given the existing group 

sizes, on the basis of the composite of the six dependent variables.  It was not expected 

that a discriminant function analysis would result in the prediction of group membership 

for the combined clinical and subclinical group. 
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Hypothesis 3:  It was expected that a discriminant function analysis would reveal that 

adolescents’ cognitive triad and perceived family cohesion would be the most predictive of 

group membership. 

Rationale.   

Thus far one study has systematically compared clinically depressed, subclinically 

depressed, and normal control youth (Gotlib et al., 1995).  Results of this study indicate 

that clinically depressed adolescents represent a more severely depressed group of 

individuals, especially in regard to vegetative symptoms.  Despite these differences, 

clinically depressed and subclinically depressed youngsters endorsed significantly more 

depressive symptomatology than normal control youngsters.  The three groups were also 

compared on 20 different variables of psychosocial functioning that have been linked with 

depressive symptomatology.  On all but one variable (future goals for family), subclinically 

depressed adolescents demonstrated significantly more problematic psychosocial 

functioning in comparison to normal control adolescents.  According to the authors, the 

most important issue addressed by this study was that of potential differences and 

similarities between the clinically depressed and subclinically depressed youth.  

Interestingly, these diagnostic groups differed only on four of the 20 psychosocial 

variables:  externalizing behavior, internalizing behavior, suicidal behavior, and physical 

illness.  As would be expected, clinically depressed youth exhibited the most difficulties in 

these areas.  Additionally, a discriminant function analysis indicated that these two 

diagnostic groups were differentiated only by suicidal behavior.  Results of this study 



 

 

 

44 

suggest that, like clinically depressed youth, subclinically depressed youth experience 

marked difficulties in psychosocial functioning (Gotlib et al., 1995). 

 Cognitive variables have been shown in numerous studies to be associated with 

depression in youngsters.  Specifically, components of the cognitive triad have been linked 

to depressive symptomatology in youth (Kaslow et al., 1992; Kazdin et al., 1986; Stark et 

al., 1993; Stark et al., 1996).  Evidence of the mediational role of the cognitive triad was 

offered by Stark and colleagues in a 1996 study in which the relationship between 

perceived parental messages and depression in children was found to be fully mediated by 

the children’s cognitive triads.   

Family environment variables, specifically cohesion, expressiveness, and conflict 

have been linked with the development of depression in youngsters.  Recent studies of 

depressed adolescents have found that disturbed family relations exist prior to, during, and 

subsequent to major depressive episodes (Garrison, Waller, Cuffe, McKeown, Addy, & 

Jackson, 1997; Lewinsohn et al., 1994b; Reinherz et al., 1993). The exact influences of 

abnormal family interactions on youngsters’ risk of developing depressive 

symptomatology, however, are not yet known (Birmaher et al., 1996).  The most widely 

reported finding in the literature is that depressive symptomatology is inversely related to 

the level of support and approval from family members in both clinical (Armsden et al., 

1990; Barrera & Garrison-Jones, 1992) and community samples (Avison & McAlpine, 

1992; Kandel & Davies, 1982; McFarlane et al., 1994), highlighting the importance of a 

cohesive and supportive family environment.  Overall, the available research indicates that 



 

 

 

45 

depressed youth may be exposed to adverse family atmospheres that are characterized by 

higher levels of conflict and hostility, as well as lower levels of positive family 

communication (Kaslow et al., 1994; Sheeber & Sorenson, 1998).   

Social support is yet another important variable that impacts depressive 

symptomatology. A growing body of literature has documented the rather pervasive 

psychosocial difficulties experienced by depressed persons (Lewinsohn, Gotlib, & Seeley, 

1997, Daniels & Moos, 1990; Rowlison & Felner, 1988). Specifically, lower levels of 

social support are correlated with higher levels of depressive affect (Kaltiala-Heino et al., 

2001; Rubin et al., 1992; Bennett & Bates, 1995). Support from family members has been 

consistently shown to be negatively correlated with depressive symptoms in both adults 

and youngsters (Barrera & Garrison-Jones, 1992; Holahan & Moos, 1987; Reinherz et al., 

1989).  Studies of social support in youth have predominantly focused on familial support, 

and only a limited number of studies have examined social support from peers (Colarossi 

& Eccles, 2000).  An examination of the literature reveals that supportive peer 

relationships have been studied primarily in the adult population.  Thus, there is a 

continuing need for further understanding regarding social support as it relates to 

depressive symptomatology in youngsters.    
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CHAPTER III:  METHOD 

Participants 

The sample consisted of 57 male and female adolescents from three diagnostic 

groups: clinically depressed (Major Depressive Disorder or Dysthymic Disorder), 

subclinically depressed, and normal control youth.  The clinically depressed group was 

comprised of 11 females and eight males, ranging in age from 13 to 17.  All participants in 

this group were Caucasian.  Some inpatient (clinically depressed) participants suffered 

from other diagnosable psychiatric disorders in addition to depression, a condition known 

as comorbidity (Hammen et al., 1990; DSM-IV).  A list of all their diagnoses by 

participant appears in Table 1. 

Table 1 

Diagnoses of Clinically Depressed Adolescents 

ID 
# 

Gender Age Consensus Diagnoses 
 

1 Male 16 MDD, ADHD 
2 Female 13 MDD, DD, ODD 
3 Male 17 MDD, ADHD, Polysubstance Abuse 
4 Male 15 MDD, R/O Impulse Control 
5 Male 15 MDD, Intermittent Explosive Disorder 
6 Female 16 MDD, DD 
7 Male 13 MDD, ADHD 
8 Female 16 MDD 
9 Female 16 MDD, ADHD 
10 Female 14 MDD, PTSD 
11 Female 14 MDD 
12 Female 15 MDD, DD, GAD 
13 Female 13 MDD, DD, GAD 
14 Male 15 MDD, DD, ADHD, ODD 
15 Male 16 MDD, DD, ADHD 
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16 Female 14 MDD, ODD 
17 Male 14 MDD, ODD 
18 Female 15 MDD, PTSD, ADHD 
19 Female 17 MDD, ADHD, Polysubstance Abuse, 

ODD 
 

Adolescents selected for the subclinically depressed group exhibited higher than 

average depressive symptomatology (CDI > 12), but did not meet DSM-IV criteria for 

either MDD or DD.  The subclinically depressed group was comprised of ten females and 

nine males, ranging in age from 13 to17.  Of the 19 participants in this group, 16 were 

Caucasian, two were Hispanic, and one was Asian-American.   

Adolescents selected for the normal control group did not exhibit any depressive 

symptomatology.  However, normal control youth who met criteria for ADHD were 

included in the sample.  Those youth who met criteria for any other psychiatric diagnosis, 

however, were not included in the normal control sample or subclinically depressed 

sample.  The normal control group was comprised of eight females and eleven males, 

ranging in age from 13 to 17.  Of the 19 participants in this group, 15 were Caucasian and 

four were Hispanic. 

Exclusionary criteria for all adolescent participants included: 

1.  Adolescents unable to complete the tasks of the study due to severe learning 
disabilities 

2.  Adolescents unable to complete the tasks of the study due to an expressive 
language disorder 

3.  Adolescents who exhibited psychotic symptoms 
4.  Adolescents unable to complete the tasks of the study due to serious physical 

illness 
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Procedure 

Consent and Assent 

All adolescent participants were informed of the nature of the study and asked if 

they would like to voluntarily participate.  Adolescents who declined participation were 

not included in the study.  Parental consent/adolescent assent forms were reviewed with all 

participants.  Adolescents who volunteered to participate whose parents do not give 

written consent were not allowed to participate in the study.  Participants were informed 

that they could discontinue participation in the study at any time without repercussion.  All 

participants were assigned identification numbers in order to ensure confidentiality. 

Procedures specified for research involving human subjects were followed. 

Clinically Depressed Participants 

Clinically depressed adolescent participants were drawn from a larger study 

examining cognitive, behavioral, environmental, and familial factors associated with 

various psychological disorders in youth.  Youngsters who participated in this broader 

study were youth ages eight to 18 who were receiving inpatient psychological services at a 

residential treatment center in central Texas.  Participants were obtained from sequential 

admissions to the treatment facility.  Upon admission to the treatment center, each 

adolescent was informed of the nature of the study and asked if he or she would like to 

participate.   

 After consent and assent forms were signed by a participating adolescent and his or 

her parent or legal guardian, the Schedule for Affective Disorders and Schizophrenia for 
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School-Aged Children (K-SADS-P, Puig-Antich & Ryan, 1986; K-SADS-E, Orvaschel & 

Puig-Antich, 1994) clinical interview was used to determine the presence and severity of 

depressive symptomatology being experienced by the youth as well as the presence of 

other DSM-IV diagnoses.  The K-SADS-E interview, supplemented with the depressive 

disorders section of the K-SADS-P, was administered to both the adolescent and his or 

her primary caregiver within one week of the adolescent’s admission to the treatment 

facility.  Interviewers were blind to the adolescent’s admitting diagnosis.  Interviewers for 

the K-SADS were trained doctoral level psychology students who were required to 

demonstrate at least 80% agreement on symptom ratings.  All interviews were tape-

recorded, and one in every four tapes was re-rated for the purpose of checking inter-rater 

reliability across time.  In addition, training of interviewers continued throughout the 

course of the study in order to prevent rater slip. If differences arose between adolescent 

and parent versions of the K-SADS, the interviewer utilized clinical judgment to arrive at 

the appropriate diagnosis.  The resulting diagnosis was then compared to the treatment 

facility’s intake psychiatric diagnosis for the subject. If a discrepancy between the K-

SADS diagnosis and admitting diagnosis existed, the interviewer met with the admitting 

psychiatrist to review the case and assign a consensus diagnosis.  The final consensus 

diagnoses were used to assign inpatient youths into the clinically depressed group for the 

current study.  

In addition to the clinical interview, inpatient adolescents were asked to complete 

the following self-report measures within the one-week timeframe: Self-Report Measure 
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of Family Functioning, Child Version (SRMFF-C, Stark, Humphrey, Crook, & Lewis, 

1990), Family Messages Measure - Mother (FMM-M, Stark et al., 1996), 

Multidimensional Scale of Perceived Social Support (MSPSS, Zimet, Dahlem, Zimet, & 

Farley, 1988), and the Cognitive Triad Inventory for Children (CTI-C, Kaslow, Stark, 

Printz, Livingston, & Tsai, 1992).  A doctoral graduate research assistant was present 

during the administration of all self-report measures in order to ensure that the participants 

understood the measures and completed them appropriately.   

Subclinically Depressed Participants 

Subclinically depressed adolescents were selected from a public middle school and 

high school in a large Southwestern school district.  Approval by the school district and 

the Human Subjects Committee was obtained for the proposed study as well as studies 

related to this specific group of participants.  The primary investigator visited English 

classes (reaching approximately 1,600 students) to present the study to prospective 

adolescents.  The subject area of English was chosen because all students at all grade 

levels are required to be enrolled in an English class.  Students were informed of the 

nature of the study, and parental consent/adolescent assent forms were distributed to those 

students who expressed interest in participating in the study.  Students who returned 

signed parental consent/adolescent assent forms were able to be considered for 

participation in the study.  Students were informed that participation is voluntary and that 

they could discontinue participation at any time.  After all parent consent/adolescent 

assent forms were collected, English teachers and school counselors were given a list of 
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potential participants and asked to complete an informal checklist regarding their 

perceptions of the students they had taught or that were on their caseload.  This was done 

for the purpose of narrowing the list of 352 potential participants to a smaller number.   

The Children’s Depression Inventory (CDI, Kovacs, 1985), a self-report measure, 

was used to screen participating students for the presence of depressive symptomatolgy.  

The K-SADS-E interview, supplemented with the depressive disorders section of the K-

SADS-P, was also administered by the primary investigator within one week to those 

youngsters who score a 12 or above on the CDI.  Each adolescent K-SADS interview was 

tape-recorded.  None of the participating youngsters met criteria for MDD or DD.  Youth 

who exhibited subclinical levels of depressive symptomatology were assigned to the 

subclinical group and were referred to their school counselor for follow-up evaluation and 

intervention as well.  Two of the students interviewed were unable to be included in the 

subclinical group as they had already been diagnosed with depression and were currently 

taking medication. 

Within one week of the K-SADS interview, adolescents who met criteria for the 

subclinical group were asked to complete in a small group setting the following self-report 

measures: SRMFF-C, FMM-M, MSPSS, and the CTI-C.  The primary investigator was 

present during the administration of all self-report measures in order to ensure that the 

participants understood the measures and completed them appropriately.   
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Normal Control Participants 

Normal control adolescents were obtained from a public middle school and high 

school in a small Southwestern school district.  Approval by the school district and the 

Human Subjects Committee was obtained for the purposes of a larger study as well as 

studies related to this specific group of participants.  Classrooms were visited for the 

purpose of presenting the broader study to prospective student participants.  Students 

were informed of the nature of the study and were told that they would receive $20 as 

compensation for participating.  Parental consent and adolescent assent forms were 

distributed to those students who expressed interest in participating in the study.  Students 

who returned signed consent and assent forms were allowed to participate in the study.  

Students were reminded that their participation was voluntary and that they could 

discontinue participation at any time.   

The K-SADS-E interview, supplemented with the depressive disorders section of 

the K-SADS-P, was administered by the principal investigator of the broader study and 

trained doctoral level psychology students.  Adolescents who endorsed no depressive 

symptomatology on the K-SADS interview and who did not meet criteria for any other 

disorder (except ADHD) were selected for inclusion in the normal control group.  

Adolescents who endorsed depressive symptomatology were referred to their school 

counselor for follow-up evaluation and intervention.  Adolescents who met criteria for 

inclusion in the normal control group were also asked to complete the following self-

report measures: SRMFF-C, FMM-M, MSPSS, and the CTI-C.  Doctoral students were 
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present during the administration of all self-report measures in order to ensure that the 

participants understood the measures and completed them appropriately.   

Instrumentation 

For the purposes of this study, six measures were selected.  They are as follows:  

the Schedule for Affective Disorders and Schizophrenia for School-Age Children, Present 

Episode Version (K-SADS; Puig-Antich & Ryan, 1986), the Self-Report Measure of 

Family Functioning, Child Version (SRMFF-C; Stark et al., 1990), the Family Messages 

Measure – Mother (FMM-M; Stark et al., 1996), the Multidimensional Scale of Perceived 

Social Support (MSPSS; Zimet et al., 1988), the Cognitive Triad Inventory for Children 

(CTI-C; Kaslow, Stark, Printz, Livingston, & Tsai, 1992), and the Children’s Depression 

Inventory (CDI; Kovacs, 1985). 

Measures to be completed by participants. 

 The Schedule for Affective Disorders and Schizophrenia for School-Age Children 

- Epidemiological Version (K-SADS-E; Orvaschel & Puig-Antich, 1994) is a semi-

structured interview which measures the presence or absence of symptoms of depression 

and other Axis I DSM-IV diagnoses (see Appendix A).  Ratings of symptom severity are 

provided but are not as detailed as those used in the Present Episode version of the K-

SADS. This interview is designed to be administered to children ages six to 17. It is 

customary to administer the K-SADS-E to a child’s parent(s) as well for the purpose of 

obtaining information about the child. The K-SADS-E has demonstrated acceptable 

interrater reliability (Curry & Craighead, 1990). Specifically, high levels of interrater 



 

 

 

54 

reliability have been reported for current episode affective disorders, with kappas from .63 

to 1.00 (Curry & Craighead, 1990). Additionally, McLeer, Callaghan, Henry, & Wallen 

(1994) have reported interrater reliability percentages of 82.9% for current Axis I 

disorders.         

The Schedule for Affective Disorders and Schizophrenia for School-Age Children 

- Present Episode (K-SADS-P; Puig-Antich & Ryan, 1986) is a semi-structured clinical 

interview which measures the presence, absence, and severity of symptoms of depression 

and other disorders (see Appendix A). This interview is used with children ages six to 18. 

It is customary to administer the K-SADS-P to a child’s parent(s) as well for the purpose 

of obtaining information about the child. Because the K-SADS-E does not provide 

detailed information regarding symptom severity, for the purposes of the proposed study, 

the depressive disorders section of the K-SADS-P was integrated into the K-SADS-E in 

order to obtain in-depth symptom severity ratings for any depressive symptoms a child 

may endorse on the K-SADS-E, for each point in time for which a depressive symptom is 

endorsed.   

The K-SADS-P yields DSM-III-R diagnoses. Per conversation with Helen 

Orvaschel, it has been confirmed that the K-SADS also yields DSM-IV major depressive 

disorder diagnoses. The Present Episode version of the K-SADS is used in rating the 

severity of depressive symptoms in the current episode. The interviewer first inquires as to 

how a child manifested each symptom when the present episode was at its most severe 

over the past 12 months; this information is used to determine the Present Episode rating.  
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Secondly, the interviewer asks the child to rate his or her manifestation of each symptom 

during the past week; this information is used to determine the Last Week rating. Based 

on explicit criteria, each depressive symptom is rated on a severity scale of either 0-5 or 0-

7. The ratings for each depressive symptom are added in order to compute a total severity 

score for both the Present Episode rating, which may have a total ranging from 37-285, 

and Last Week rating, which may have a total ranging from 53-285.  

High inter-rater reliability for mood disorders has been demonstrated in the K-

SADS-P (Ambrosini, Metz, Prabucki, & Lee; 1989; Last & Strauss, 1990; Mitchell et al., 

1989). In addition, this measure has been reported as having sufficient test-retest reliability 

(Apter, Orvaschel, Laseg, Moses, & Tyano, 1989; Petti, 1985) and internal consistency 

reliability (Ambrosini et al., 1989). High levels of diagnostic agreement between the K-

SADS-P and K-SADS-E have been reported (r = .86) (Orvaschel, Puig-Antich, Chambers, 

Tabrizi, & Johnson, 1982).  Also, when parent and child interviews are utilized together to 

reach a consensus diagnosis, reliability is generally high, and at times superior to other 

diagnostic interviews (Kaufman, Birmaher, Brent, Rao, Flynn, Moreci, et al., 1997). 

Kaufman and his colleagues (1997) have also reported that the validity of the K-

SADS is good.  For example, it was found that youth who were initially determined to be 

depressed using the depression subscale of the K-SADS scored significantly higher on the 

internalizing subscales of the Child Behavior Checklist (Achenbach, 1991).  A 1987 study 

by Hodges, McKnew, Burbach, and Roebuck compared diagnostic concordance between 

the K-SADS and the Child Assessment Schedule.  A moderate to high concordance rate 
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between the two instruments was reported for the diagnoses of various affective disorders, 

as well as for the diagnoses of conduct disorder and attention deficit hyperactivity 

disorder.  Specifically, concordance rates for the child only interview were moderate for 

both affective disorders and conduct disorder, while concordance rates for parent only 

interviews were moderate to high across diagnoses.  It should be noted that this particular 

study utilized lay interviewers.  Thus, higher concordance rates might be expected with 

clinically trained interviewers. 

 The Family Messages Measure - Mother (FMM-M; Stark et al., 1996) is 36-item 

instrument which was derived from the Cognitive Triad Inventory (CTI; Beckham, Leber, 

Watkins, Boyer, & Cook, 1986). The FMM-M measures the child’s perceptions of the 

frequency of adaptive as well as maladaptive messages that are communicated by his or 

her mother. Messages are rated by the child on a 3-point item Likert-type format of never, 

sometimes, and always. The FMM-M is organized into three 12-item scales which assess 

maternal messages regarding the child him or herself, the world, and the child’s future. 

The three scales are summed in order to reflect a total score assessing the child’s 

perceptions of the total negative messages communicated by his or her mother.  This is a 

self-report measure which asks the child to decide how often he or she hears particular 

messages from his or her mother. The choices are: “Never,” “Sometimes,” or “Always.”  

The FMM-M has demonstrated acceptable internal consistency reliability (Lux, 1990; 

Stark et al., 1996). 
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The Self-Report Measure of Family Functioning (SRMFF; Bloom, 1985) consists 

of 75 items which were selected from the Family-Concept Q-Sort (Van der Veen, 1965), 

Family Adaptability and Cohesion Evaluation Scales (Olson, Bell, & Portner, 1978), the 

Family Assessment Measure (Skinner, Steinhaurer, and Santa-Barbara, 1983), and the 

FES (Moos & Moos, 1981) as a result of a series of studies investigating the psychometric 

properties of these four measures. The resulting SRMFF consists of 15 scales, each of 

which is comprised of five items, and three dimensions. Six scales comprise the 

Relationship Dimension (Cohesion, Expressiveness, Conflict, Family Sociability, Family 

Idealization, and Disengagement). The Cohesion, Expressiveness, and Conflict scales of 

the Relationship Dimension was used for the purposes of the proposed study. Adequate 

psychometric properties for the adult version of the SRMFF have been reported by Bloom 

(1985) and Bloom and Naar (1994). Both reliability and validity are reported as being 

generally good.  However, because the SRMFF was standardized on college students, its 

psychometric properties may vary when used with children. The SRMFF has subsequently 

been modified (SRMFF-C, Stark et al., 1990) for use with children. For the purposes of 

obtaining the same information regarding the family environment from children, the 

SRMFF was reworded so as to be on a child’s reading comprehension level. Based on 

Stark et al’s investigation, item 51 was dropped from the Conflict scale, as it did not 

demonstrate acceptable item to total score correlations. The internal consistency 

reliabilities for the modified scales of the SRMFF being used in the proposed study are as 

follows:  Cohesion (r α .69), Expressiveness (r α .78), and Conflict (r α .66). 
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 The Multidimensional Scale of Perceived Social Support (MSPSS, Zimet et al., 

1988) is a 12-item self-report measure designed to assess an individual’s perceived social 

support in three areas:  family, friends, and significant others (i.e., a “special person”).  

The instrument includes three subscales, each comprised of four items, which assess these 

three types of support.  Subjects are asked to circle the number that corresponds with their 

perception of social support.  Response choices for each item are in Likert-scale format, 

ranging from 1 (very strongly disagree) to 7 (very strongly agree).  For the total score, 

items are summed and divided by 12.  Similarly, the four items that comprise each subscale 

are summed and divided by four.  Thus, the total and subscale scores range from 1 to 7, 

and higher scores indicate greater perceived social support. 

 The reliability, validity, and factor structure of the MSPSS have been demonstrated 

across several populations. For example, in initial analyses of the MSPSS, Zimet et al. 

(1988) found adequate psychometric properties when testing a sample of undergraduate 

college students.  Factor analyses demonstrated that the measure clearly differentiates 

between the three sources of perceived social support.  Estimates of internal consistency 

reliability were .88 for the total scale, and .91, .87, and .85 for the Significant Other, 

Family, and Friend subscales respectively.  Test-retest reliability estimates for the scales 

were between .72 and .85, indicating that the MSPSS has adequate stability over a two to 

three month time interval.  The MSPSS was also used in a 1990 (Zimet, Powell, Farley, 

Werkman, & Berkoff) psychometric study of adolescents, ages 15 to 19 years.  Results 

indicated adequate internal reliability values ranging from .81 to .92 across subscales.  



 

 

 

59 

Additionally, Kazarian and McCabe (1991), used the measure with a psychiatric 

population ranging in age from 12 to 17 years.  Internal consistency reliability was 

estimated to be .88 for the total scale and .80 to .91 for the three subscales. Results of a 

recent study examining the use of the MSPSS with urban adolescents (Canty-Mitchell & 

Zimet, 2000) determined that the internal consistency reliabilities of the Family, Friends, 

Significant Other, and full scales were .91, .89, .91, and .93 respectively. Additionally, 

factor analyses once again demonstrated that the MSPSS does indeed discriminate 

between the three sources of social support: family, friends, and significant others. 

 In their 1988 study, Zimet et al. also found moderate support for the construct 

validity of the MSPSS.  Analyses revealed that perceived social support from family was 

significantly related to both depression (r = -.24, p<.01) and anxiety (r = -.18, p<.01).  The 

Family Subscale showed adequate construct validity in a study of adolescents (Zimet et al., 

1990).  Kazarian and McCabe (1991) determined that the measure correlated significantly 

with the Children’s Depression Inventory as well as the Piers Harris Self Concept Scale.  

They also found that the MSPSS was not vulnerable to social desirability, by virtue of its 

independence from a measure of social desirability.  Additionally, convergent validity was 

documented in a 1995 study (Cecil, Stanley, Carrion, & Swann).  Cecil and colleagues 

(1995) found that the MSPSS was significantly related to a separate measure of perceived 

social support, Network Orientation Scale, at the p<.01 level.    

The Cognitive Triad Inventory for Children (CTI-C; Kaslow et al., 1992) is a 36-

item scale designed to assess the cognitive triad postulated by Beck as a critical 
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component in the etiology and maintenance of depression.  Specifically the CTI-C 

measures a child’s view of the self, view of the world, and view of the future.  The CTI-C 

is comprised of three subscales yielding scores that correspond to these three dimensions.  

Each subscale consists of 12 items that state a specific thought about the self, world, or 

future. The CTI-C was constructed via modification of items on Beckman’s Cognitive 

Triad Inventory into language appropriate for children.  Half of the items are worded in a 

positive fashion, and the other half is worded in a negative fashion.  Respondents are 

instructed to indicate whether they are or are not currently thinking each of the 36 stated 

thoughts.  Responses are scored on a 3-point scale – No (0), Maybe (1), or Yes (2), with 

higher scores indicating that the child holds a more positive view.  A global score for each 

respondent’s negative cognitive triad was used for the purposes of the proposed study.  

This score was calculated as the sum total of the three subscale scores.   

 Tests of reliability and validity of the CTI-C indicate adequate internal consistency 

for the total score (r = .92), self (r = .83), world (r = .69), and future (r = .85) scales 

(Kaslow et al., 1992).  A comparison of two measures has provided evidence supporting 

the concurrent validity of the CTI-C.  Kaslow and colleagues (1992) found the CTI-C self 

subscale to be moderately correlated with a measure of self-esteem (r = .69, p < .001).  

Additionally, the CTI-C future subscale was found to have a moderate negative 

correlation with a measure of hopelessness (r = -.68, p < .001).  In the same study it was 

also found that 62% of 132 school children were correctly identified as depressed by the 

CTI-C (Kaslow et al., 1992).    
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 The Children’s Depression Inventory (CDI; Kovacs, 1985) is a commonly used 27-

item self-report scale developed for the purpose of measuring depressive symptomatology 

in youngsters aged seven to 17 years.  Based on the Beck Depression Inventory (Beck, 

Ward, Mendelson, Mock, & Erbaugh, 1961), the scale yields a total score as well as five 

individual subscale scores: Negative Mood, Interpersonal Problems, Ineffectiveness, 

Anhedonia, and Negative Self-Esteem.  Assessed symptoms include sadness, feelings of 

worthlessness, self-blame, loss of appetite, insomnia, and interpersonal difficulties.  Each 

of the 27 items consists of three choices, ranging from zero to two.  Higher scores are 

indicative of greater symptomatology.  Severity of depression is reflected by the total 

score, ranging from zero to fifty-four.  Internal consistency reliability coefficients of the 

CDI range from .71 to .89.  Test-retest reliability coefficients range from .74 to .83 

(Kovacs, 1985).  Other studies have investigated the psychometric properties of the scale 

and have corroborated its reliability and validity (Fundudis et al., 1991; Knight, Hensley, 

& Waters, 1988; Weiss, Weisz, Politano, Carey, Nelson, & Finch, 1991).  
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Statistical Analyses 

Power Analysis 

 The power of one’s statistical analyses is dependent upon the following three 

factors:  the chosen alpha level, effect size, and sample size.  Due to the relatively small 

sample size being used in the present study, it is prudent to select a more liberal alpha level 

of .10 for a priori tests, as opposed to the more traditional levels of .05 or .01. Greater 

power was achieved, thereby increasing the possibility of detecting statistically significant 

differences between groups.  Effect size cannot be altered by the investigator, as it is 

dependent only upon group differences related to the dependent variables being examined. 

Overview of the Analyses 

The following analyses were used to answer the research questions proposed by 

this study.  Inferential statistics were calculated using MANOVA and ANOVA 

procedures.  Since significant results were obtained, post hoc analyses were conducted as 

well.  

Descriptive Statistics 

Descriptive statistics were calculated for the sample.  Specifically, means, standard 

deviations, and ranges were calculated for each dependent measure by gender and youth 

diagnostic group.  Additionally, correlations between each of the dependent variables were 

calculated.  These data are presented in a table. 
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Inferential Statistics 

 Hypothesis 1:  Analysis of the first hypothesis was conducted using a MANOVA 

procedure.  It is expected that groups would differ significantly on the composite of the 

youths’ depressogenic cognitive style and perceptions of the following six psychosocial 

variables: family cohesion, family conflict, family expressiveness, critical maternal 

messages, family support, and peer social support. 

 Hypothesis 1a – 1f:  When statistical significance was obtained at the p < .10 level, 

post hoc analyses were conducted in order to determine the nature of the differences 

between the three groups on each dependent variable.  Specifically, univariate ANOVAs 

were performed in order to investigate group differences for each of the following 

dependent variables: family cohesion, family conflict, family expressiveness, critical 

maternal messages, family support, peer social support, and depressogenic cognitive style.  

When ANOVAs were significant at the p < .05 level, Tukey post hoc comparisons were 

conducted for the purpose of determining which groups differ.  It was expected that 

clinically depressed and subclinically depressed youth would differ significantly from the 

normal control youth on each of the seven variables.  Significant differences between 

clinically depressed and subclinically depressed youth were not expected.   

 Hypothesis 2a-2d:  It was expected that discriminant function analyses would 

result in the prediction of group membership at a rate greater than chance, given the 

existing group sizes, on the basis of the composite of the seven dependent variables. 
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 Hypothesis 3:  It was expected that a discriminant function analysis would reveal 

that adolescents’ cognitive triad, perceived family cohesion, and perceived support from 

family members was the most predictive of group membership.   
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CHAPTER IV:  RESULTS 

 The research was guided by one major research question, which explored whether 

depressed, subclinically depressed, and normal control youth differ on their depressogenic 

cognitive style as well as on their perceptions of the following five psychosocial variables: 

family cohesion, family conflict, family expressiveness, critical maternal messages, and 

peer social support.  The three hypotheses put forth were tested with a MANOVA, a 

series of univariate ANOVA’s, and discriminant function analyses. 

Preliminary Analyses 

 Before proceeding with the testing of the hypotheses, preliminary analyses were 

conducted.  Means, standard deviations, and ranges were calculated for each of the six 

dependent measures by youth diagnostic category.  Additionally, correlations between 

each of the dependent measures were calculated.  These data are presented below in 

Tables 2 and 3. 

 

 

 

 



 

 

 

66 

Table 2 

Means, Standard Deviations, and Ranges by Youth Diagnostic Category 
______________________________________________________________________ 
Dependent Variable Clinically Depressed Subclinically Depressed Normal Control 

  Mean SD R Mean SD R Mean SD R 
____________________________________________________________________________________ 
Cognitive Triad   45.74 18.34 2-71 49.74 12.45 22-67 63.68  6.18 51-71  
 
Family Cohesion  15.47  5.59 6-25 15.00  3.80 8-21 20.21  4.02 12-25 
 
Family Conflict  11.11  4.28 4-20 12.95  2.95 8-19  9.16  3.70  4-19 
 
Family Expressiveness 14.47  4.99 6-25 12.00  3.18 8-16 17.74  3.65 11-24 
 
Maternal Messages 51.84 11.70 24-68 50.05  9.40 36-67 60.16  6.54 48-69 
 
Peer Support  20.39  6.06 2-28 23.00  4.46 14-28 22.35  3.22 18-28 
____________________________________________________________________________________ 
Note.  Clinically depressed sample size = 19; subclinically depressed sample size = 19; control group sample size = 
19; total sample size = 57. 
 
 
 
 
Table 3 
 
Correlations between Dependent Variables 
______________________________________________ 
  CTI COH CON EXP FMM PEER 

 
CTI  -- .43 -.42 .40 .48 .51   
 
COH  .43 -- -.60 .72 .57 .04 
 
CON  -.42 -.60 -- -.41 -.50 -.12 
 
EXP  .40 .72 -.41 -- .58 -.03 
 
FMM-M  .48 .57 -.50 .58 -- .02 
 
PEER  .51 .04 -.12 -.03 .02 -- 
_______________________________________________________ 
Note.  CTI = Cognitive Triad Inventory; COH = Cohesion Scale (from SRMFF-C);  
CON = Conflict Scale (from SRMFF-C); EXP = Expressiveness Scale (from  
SRMFF-C); FMM-M = Family Messages Measure-Mother; and PEER = Peer Support  
Scale (from MSPSS).  N = 57. 
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 In addition to correlations between dependent variables, the effect size for each 

dependent variable for the combined three groups was computed.  The effect size for five 

of the six dependent variables was moderate.  The peer support variable had only a small 

effect size.  Additionally, effect size for each dependent variable was computed separately 

for both the clinically depressed and subclinically depressed groups in comparison to the 

control group.  Effect sizes are presented in Table 4. 

 

Table 4 

Effect Sizes for Dependent Variables for Total Sample, Clinically Depressed, and 
Subclinically Depressed Groups 
 _________________________________________________________ 
  Total Sample Clinically Depressed Subclinically Depressed 

 
CTI  .51  - 2.90   - 2.25 
 
COH  .47  - 1.18   - 1.30 
 
CON  .40      .53     1.02 
 
EXP  .52    - .90   - 1.57 
 
FMM-M  .43  - 1.27   - 1.56 
 
PEER  .24   - .61       .20 
_____________________________________________________________________ 
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Hypothesis Testing 

Hypothesis 1:  It was expected that groups (clinically depressed, subclinically depressed, 

and normal control youth) would differ significantly on the composite of the youths’ 

depressogenic cognitive style and perceptions of the following psychosocial variables: 

family cohesion, family conflict, family expressiveness, critical maternal messages, and 

peer social support.  A MANOVA was conducted with youth diagnostic category as the 

independent variable.  Depressogenic cognitive style and the five psychosocial measures 

were the dependent variables.  Results of the data analysis indicated that this hypothesis 

was supported.  Using Wilk’s Lambda, the MANOVA indicated that there were 

significant differences between diagnostic groups on the composite of the dependent 

variables, F (12, 92) = 2.97, p < .002.  Because statistical significance was obtained, 

follow-up analyses were conducted 

Hypotheses 1a – 1f: It was expected that clinically depressed and subclinically depressed 

youth would differ significantly from the normal control youth on each of the six 

dependent variables. Significant differences between clinically depressed and subclinically 

depressed youth were not expected.  A post hoc univariate ANOVA was performed in 

order to investigate group differences for each of the six dependent variables. If an 

ANOVA was significant at the p < .05 level, Tukey post hoc comparisons were conducted 

for the purpose of determining exactly which groups differed. 

Hypothesis 1a:  A univariate ANOVA was conducted with youth diagnostic category as 

the independent variable and depressogenic cognitive style, as measured by the CTI, as the 
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dependent variable.  Results of the data analysis indicated that this hypothesis was 

supported.  The ANOVA revealed a significant main effect for group membership, F (2, 

54) = 9.56, p < .001.  The Tukey post hoc comparison revealed statistically significant 

differences between the clinically depressed and normal control youth (p < .001), and 

between the subclinically depressed and normal control youth (p < .006).  As expected, 

there was no statistically significant difference between the clinically depressed and 

subclinically depressed youth (p < .625).  See Table 5 for a comparison of dependent 

variable means and standard deviations across youth diagnostic categories. 

Hypothesis 1b:  A univariate ANOVA was conducted with youth diagnostic category as 

the independent variable and perception of family cohesion, as measured by the SRMFF-

C, as the dependent variable.  Results of the data analysis indicated that this hypothesis 

was supported.  The ANOVA revealed a significant main effect for group membership, F 

(2, 54) = 7.65, p < .001.  The Tukey post hoc comparison revealed statistically significant 

differences between the clinically depressed and normal control youth (p < .006), and 

between the subclinically depressed and normal control youth (p < .002).  As expected, 

there was no statistically significant difference between the clinically depressed and 

subclinically depressed youth (p < .945).   

Hypothesis 1c:  A univariate ANOVA was conducted with youth diagnostic category as 

the independent and perception of family conflict, as measured by the SRMFF-C, as the 

dependent variable.  Results of the data analysis indicated that this hypothesis was partially 

supported.  The ANOVA revealed a significant main effect for group membership, F (2, 
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54) = 5.03, p < .01.  The Tukey post hoc comparison revealed statistically significant 

differences between the subclinically depressed and normal control youth (p < .007), but 

not between the clinically depressed and normal control youth (p < .242).  As expected, 

there was no statistically significant difference between the clinically depressed and 

subclinically depressed youth (p < .280).   

Hypothesis 1d:  A univariate ANOVA was conducted with youth diagnostic category as 

the independent and perception of family expressiveness, as measured by the SRMFF-C, 

as the dependent variable.  Results of the data analysis indicated that this hypothesis was 

supported.  The ANOVA revealed a significant main effect for group membership, F (2, 

54) = 9.76, p < .001.  The Tukey post hoc comparison revealed statistically significant 

differences between the clinically depressed and normal control youth (p < .04), and 

between the subclinically depressed and normal control youth (p < .001).  As expected, 

there was no statistically significant difference between the clinically depressed and 

subclinically depressed youth (p < .149).   

Hypothesis 1e:  A univariate ANOVA was conducted with youth diagnostic category as 

the independent and perception of critical maternal messages, as measured by the FMM-

M, as the dependent variable.  Results of the data analysis indicated that this hypothesis 

was supported.  The ANOVA revealed a significant main effect for group membership, F 

(2, 54) = 6.19, p < .004.  The Tukey post hoc comparison revealed statistically significant 

differences between the clinically depressed and normal control youth (p < .02), and 

between the subclinically depressed and normal control youth (p < .005).  As expected, 
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there was no statistically significant difference between the clinically depressed and 

subclinically depressed youth (p < .829).   

Hypothesis 1f:  A univariate ANOVA was conducted with youth diagnostic category as 

the independent and perception of peer social support, as measured by the MSPSS, as the 

dependent variable.  Results of the data analysis indicated that this hypothesis was not 

supported.  The ANOVA did not reveal a significant main effect for group membership.  

As expected, there was no statistically significant difference between the clinically 

depressed and subclinically depressed youth (p < .225). 

Table 5 

Comparison of Means of Dependent Variables by Youth Diagnostic Category 
_____________________________________________________________________________ 
  Clinically Depressed Subclinically Depressed  Normal Control 
   
  Mean SD  Mean SD   Mean SD  

CTI  45.74a 18.34  49.74a 12.45   63.68b  6.18  
 
COH  15.47a  5.60  15.00a  3.80   20.21b  4.02 
 
CON  11.11  4.28  12.95a  2.95    9.16b  3.70 
 
EXP  14.47a  4.99  12.00a  3.18   17.74b  3.65 
 
FMMM  51.84a 11.70  50.05a  9.40   60.16b  6.54 
 
PEER  20.39  6.06  23.00  4.46   22.35  3.22 
________________________________________________________________________________ 
Note.  Row means that do not share subscripts differ significantly at the p < .05 level with the Tukey HSD procedure. 
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Hypotheses 2a – 2d:  It was expected that a discriminant function analysis would result in 

the prediction of group membership at a rate greater than chance, given the existing group 

sizes, on the basis of the composite of the five dependent variables for which there were 

significant group differences.  The peer support variable was not included in any 

discriminant function analyses since there were no significant group differences for this 

particular variable. 

Hypothesis 2a: For this analysis, the clinically depressed and subclinically depressed 

groups were combined into one group.  Prediction of group membership for the control 

group or the clinical/subclinical combined group was attempted.  The results of the 

discriminant function analysis supported this hypothesis.  According to the discriminant 

function analysis, 78% of the participants were correctly classified and 22% were 

incorrectly classified.  There was a 28.66% probability of correctly classifying participants 

based on chance, given the group sizes (n=38 for the combined clinical/subclinical group; 

n=19 for the control group). Thus the 78% of participants that were correctly classified 

based on the discriminant function analysis was greater than what would be expected 

based on chance.  See Table 6 for the number of participants correctly and incorrectly 

classified in the two groups.   
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Table 6   
 
Correct and Incorrect Classifications Based on DFA 
____________________________________________________________________ 
   Correctly Classified  Incorrectly Classified 
 

Clinical/Subclinical Group  Control Group 
 

Clinical/Subclinical 34    4 
 
Control    9    10 
____________________________________________________________________ 
 
 
 

Hypothesis 2b:  For this analysis, only the clinically depressed and subclinically depressed 

groups were utilized, as separate groups.  It was expected that a discriminant function 

analysis would not result in the prediction of group membership at a rate greater than 

chance, given the existing group sizes, on the basis of the composite of the five dependent 

variables for which there were significant group differences.  The results of the 

discriminant function analysis supported this hypothesis.  There was no discriminant 

function found; therefore, membership in the clinically depressed versus subclinically 

depressed groups could not be predicted. 

Hypothesis 2c:  For this analysis, only the subclinically depressed and normal control 

groups were utilized, as separate groups.  Prediction of group membership for the 

subclinically depressed or the control group was attempted.  The results of the 

discriminant function analysis supported the hypothesis.  According to the discriminant 

function analysis, 79% of the participants were correctly classified and 21% were 

incorrectly classified.  There was a 50% probability of correctly classifying participants 
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based on chance, given the group sizes (n=19 for the subclinical group; n=19 for the 

control group).  Thus the 79% of participants that were correctly classified based on the 

discriminant function analysis was greater than what would be expected based on chance.  

See Table 7 for the number of participants correctly and incorrectly classified in the two 

groups.    

 

Table 7  

Correct and Incorrect Classifications Based on DFA 
____________________________________________________________________ 
   Correctly Classified  Incorrectly Classified 
 

Subclinical Group  Control Group 
 

Subclinical  14       5     
 
Control    3      16      
____________________________________________________________________ 
 
 

Hypothesis 2d:  For this analysis, only the clinically depressed and normal control groups 

were utilized, as separate groups.  Prediction of group membership for the clinically 

depressed or the control group was attempted.  The results of the discriminant function 

analysis supported the hypothesis.  According to the discriminant function analysis, 71% 

of the participants were correctly classified and 29% were incorrectly classified.  There 

was a 50% probability of correctly classifying participants based on chance, given the 

group sizes (n=19 for the clinical group; n=19 for the control group).  Thus the 71% of 

participants that were correctly classified based on the discriminant function analysis was 
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greater than what would be expected based on chance.  See Table 8 for the number of 

participants correctly and incorrectly classified in the two groups.     

 

Table 8 

Correct and Incorrect Classifications Based on DFA 
____________________________________________________________________ 
   Correctly Classified  Incorrectly Classified 
 

Clinical Group   Control Group 
 

Clinical   11     8 
 
Control    3     16 
____________________________________________________________________  

 

Hypothesis 3:  It was expected that a discriminant function analysis would reveal that 

adolescents’ cognitive triad and perceived family cohesion would be the most predictive of 

group membership.  This hypothesis was partially supported by the results.  In a stepwise 

discriminant function analysis, in which the clinically depressed and subclinically depressed 

groups were combined, the only two variables to produce significant discriminant 

functions were adolescents’ cognitive triad [F (1, 55) = 18.30, p < .001] and adolescents’ 

perception of family expressiveness [F (1, 54) = 13.60, p < .001].  Discriminant function 

analyses weights are listed below in Table 9. 

Table 9 
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Discriminant Function Analyses Weights  
________________________________________________________________________ 
 Clinical + Subclinical vs. Control Clinical vs. Control  Subclinical vs. Control  
 
CTI .687    1.00   - .469    
 
EXP .595    --      .811 
________________________________________________________________________________ 
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CHAPTER V:  DISCUSSION 
 
 Depression, one of the most common mental disorders in adolescence, appears to 

be becoming an increasingly prevalent disorder in our society (Leon et al., 1993).  In fact, 

it is speculated that early-onset depression has an even poorer and more protracted 

prognosis than depressive disorders that emerge during adulthood (Weller & Weller, 

1991).  Thus, considering the numerous difficulties associated with depression, it can be 

stated without reservation that depressive disorders in youth present a serious public 

health problem (Leon et al., 1993; Murray and Lopez, 1997; Prosser & McArdle, 1996).  

Although much is known about depression in youth, the subclinically depressed population 

is not yet well understood.  The present study attempted to provide a clearer 

understanding of depressive symptomatology in adolescents, particularly subsyndromal 

levels of depression in youth.  In order to do so, potential differences and similarities 

among clinically depressed, subclinically depressed, and normal control adolescents were 

examined on a variety of cognitive and psychosocial variables.  Findings from this study 

have implications for public health policy initiatives and point to the need for far greater 

preventative and intervention efforts in this area. 

Overview of Findings 

 Based on previous findings in the literature, it was hypothesized that certain group 

differences and similarities among the three youth diagnostic categories would emerge.  

Specifically, it was hypothesized that clinically depressed and subclinically depressed youth 
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would not have differing perceptions on a number of cognitive and psychosocial variables, 

but that their perceptions would differ from those of normal control youth.  Some 

hypotheses were fully supported by the results, whereas others were either partially 

supported or not supported at all. 

Youth with clinical and subclinical levels of depression were found to differ from 

non-depressed youth in that they have a more negative perception of themselves, their 

world, and their future than the non-depressed youth.  As hypothesized, clinically 

depressed and subclinically depressed youth did not have differing perceptions of 

themselves, their world, or their future.  A negative cognitive triad may manifest in variety 

of ways.  For example, individuals suffering from depression may maintain a negative self-

concept and devalue themselves.  Additionally, life events occurring within the depressed 

person’s world may be viewed as reflective of personal faults or defects, repeated defeats 

in life, and more proof that he or she as a person is unworthy or unlovable.  In terms of the 

future, the depressed individual may feel hopeless and pessimistic, believing that the future 

will be nothing more than an extension of the problems and difficulties that he or she is 

currently experiencing (Beck, 1967).  Cognitive symptoms of depression may include 

negative evaluations of the self, poor self-esteem, hopelessness, and excessive feelings of 

guilt (Stark et al., 1995).   

Secondly, youth with clinical and subclinical levels of depression were found to 

differ from non-depressed youth in that they perceive less emotional support (cohesion) 

within their families than do the non-depressed youth.  Adolescents who feel that their 
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families are less cohesive perceive less help, commitment, assistance, and support among 

their family members.  As hypothesized, clinically depressed and subclinically depressed 

youth did not have differing perceptions of the amount of emotional support provided by 

their families.   

On the next psychosocial variable, family conflict, the hypothesis was partially 

supported. Youth with subclinical levels of depression perceived more hostility and 

conflictual interactions within their families than did non-depressed youth.  Surprisingly, 

clinically depressed and non-depressed youth did not have differing perceptions regarding 

family conflict.  Perhaps the perceptions of the clinically depressed adolescents were 

somewhat influenced by having been in a highly structured residential treatment setting, 

away from their families, for approximately one week at the time of completing the 

measures for this study.  One might speculate that both the psychological and physical 

“distancing” from the family environment may have had an impact on the perceptions of 

this group of participants.  On the other hand, subclinically depressed and non-depressed 

participants had never been removed from their homes for any reason, and thus had not 

experienced any sort of separation or distancing from their families that might have 

influenced their perceptions in some manner.  There is a wealth of theoretical support 

within the literature supporting the hypothesis that depressed youth experience greater 

levels of conflict within their families (Burbach & Borduin, 1986; Fendrich et al., 1990; 

Forehand et al., 1988; Kashani & Sherman, 1988; Puig-Antich et al., 1985a), which 

renders this finding rather surprising. 
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The next hypothesis, regarding family expressiveness, was fully supported. Youth 

with clinical and subclinical levels of depression were found to differ from non-depressed 

youth in that they perceived less accepting and open communication among family 

members than did non-depressed youth.  Adolescents who perceive less expressiveness 

within their families feel that family members are not generally encouraged to engage in 

open self-expression via communicating their thoughts and feelings directly with each 

other.  As hypothesized, clinically depressed and subclinically depressed youth did not 

have differing perceptions of how open and accepting communication is among family 

members.   

Youth with clinical and subclinical levels of depression were also found to differ 

from non-depressed youth in that they perceived more negative and critical messages from 

their mothers than did the non-depressed youth.  Depressed adolescents may perceive that 

their mothers give them negative messages about themselves, their world, and their future.  

For example, depressed adolescents may feel that their mothers see them as failures, that 

they do not like or approve of their friends, and that they do not have hope for their future 

as adults.  As hypothesized, clinically depressed and subclinically depressed youth did not 

have different perceptions regarding the negative messages they receive from their 

mothers.   

The hypothesis regarding peer support was not supported.  Contrary to 

expectations, clinically depressed, subclinically depressed, and non-depressed youth did 

not have differing perceptions of the support they receive from their peers.  Previous 
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findings in the social support literature suggest that during adolescence, teens tend to turn 

to peers for a great deal of support and depend less on their parents (Degirmencioglu et 

al., 1993).  On the other hand, research on family support in adult populations has 

indicated that support from sources outside the family cannot make up for support that is 

lacking within the family milieu (Brown & Harris, 1978; Coyne & DeLongis, 1986). 

 For the next set of hypotheses, prediction of group membership for the clinically 

depressed, subclinically depressed, and non-depressed youth based on the variables that 

showed significant group differences was attempted.  As expected, it was found that when 

the clinically depressed and subclinically depressed adolescents were combined into one 

group, group membership in the combined group and the non-depressed group could be 

correctly predicted with 78% accuracy. 

 In further support of the notion that subsyndromal adolescents are essentially the 

same population as clinically depressed adolescents, it was also found that membership in 

the clinically depressed group and the subclinically depressed group could not be 

accurately predicted.  Thus, as expected, these two diagnostic categories could not be 

distinguished from one another based on the set of variables in this analysis. 

Lastly, it was hypothesized that adolescents’ perception of the self, world, and 

future, as well as perceived family cohesion, would be most predictive of membership. 

Youth perception of the self, world, and future (cognitive triad) was found to be a 

significantly better predictor of group membership than perception of family support, 

family conflict, family communication, or messages from the mother.  Additionally, the 
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adolescent’s cognitive triad in conjunction with perception of family expressiveness, was 

also found to be most predictive of group membership.  Considering the plethora of 

studies suggesting that cohesion is the family environment variable most related to 

depression, it was surprising to find that family expressiveness was actually more 

predictive of group membership in the current study.   

Integration of the Literature and Findings from the Current Study 
 

Taken together, findings from both the literature and the present study tell us 

several things.  Firstly, youth with clinical and subclinical levels of depression have a more 

negative perception of themselves, their world, and their future as opposed to non-

depressed youth.  Likewise, clinically depressed and subclinically depressed youth have a 

more negative perception of their family environment.  In terms of peer support, findings 

are inconclusive. The literature provides incongruent findings, and the current study 

showed that clinically depressed, subclinically depressed, and non-depressed youth do not 

have different perceptions regarding social support they receive from peers.  In sum, all of 

these findings come together to better inform us about the picture of depression in youth 

as it relates to various cognitive and psychosocial variables.   

Overall, several findings from this study support existing research.  Numerous 

studies have provided evidence that lack of cohesion, lack of expressiveness, conflict, and 

critical communication from parents are potent family environment variables that are very 

relevant to the understanding of depressive symptomatology in youth (Burbach & 

Borduin, 1986; Garrison et al., 1997; Sheeber et al., 1997; Stark et al., 1990).  Likewise, 
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adolescents in the current study experiencing depressive symptomatology did indeed 

perceive their families as less cohesive, less expressive, and more conflictual.  They also 

perceived more negative messages from their mothers. Additionally, consistent with 

cognitive theory, the individual’s view of the self, world, and future (cognitive triad) has 

been shown to be related to the development of depressive symptomatology (Beck, 1967).  

Similarly, adolescents in the current study experiencing depressive symptomatology indeed 

had a more negative cognitive triad.   

In addition to supporting previous research regarding family environment and 

cognitive factors related to depressive symptomatology, the current study also lends 

support to the idea of the need for an integration of cognitive and interpersonal theory as 

it applies to the development and maintenance of depression.  The guiding theoretical 

framework for this study was based upon an emerging integrative model in which 

depressive symptomatology is conceptualized as a result of the interplay that occurs 

between both cognitive and interpersonal factors.  Both cognitive and familial 

interpersonal factors were found to be highly relevant in distinguishing depressed from 

non-depressed youth, suggesting that these factors play an important role in depressive 

etiology.  Indeed, the importance of integrating interpersonal as well as cognitive 

perspectives to create a more thorough etiological theory of depression is increasingly 

being recognized (Rudolph et al., 1997).  

Rudolph and colleagues (1997) speculate that one’s early experiences within the 

family may negatively impact one’s belief systems, thereby leading to the emergence of 
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maladaptive cognitions.  Indeed, “a growing body of research points to the role of family 

relationships and interactions as factors relevant to understanding” depression in youth 

(Sheeber et al., 2001).  Results of the present study do not allow for determining the 

directionality of the development of these difficulties (e.g., whether negative family 

interactions precede maladaptive cognitions), but they do, however, clearly indicate that 

both cognitive and familial interaction difficulties are salient problems for depressed youth.   

Other researchers propose that one’s cognitive representations of the family 

system may further generalize to one’s social network, which may lead to social 

difficulties (Cummings & Cichetti, 1990; Hammen & Rudolph, 1996).  Thus a vicious 

cycle is created in which a combination of interpersonal difficulties and dysfunctional 

patterns of thinking first foster a vulnerability to depression and then continues to maintain 

an individual’s depressive symptomatology.  Currently there is no formal cognitive-

interpersonal theory of depression, but the literature strongly points to the need for such a 

theory (Gotlib & Hammen, 1992; Hammen, 1996; Rudolph et al., 1997; Stark et al., 

1999).   

Unlike the other psychosocial variables examined in this study, perceptions of peer 

support were not different across any of the three groups of adolescents.  A possible 

reason for this nonsignificant result is that peer support simply is not as influential and 

necessary for positive mental health, even for adolescents, as is familial support.  Although 

the importance of friendships and support from peers cannot be dismissed, especially 

during the developmental stage of adolescence (Degirmencioglu et al., 1998; Formoso et 
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al., 2000), support from within the family may be even more so (Brown & Harris, 1978; 

Coyne & DeLongis, 1986).  Findings from the present study would lend support to this 

idea.  Another point of importance is that disturbed family relations are typically chronic in 

nature (Garrison et al., 1997; Hops et al., 1990; Lewinsohn et al., 1994b; Puig-Antich et 

al., 1985b; Reinherz et al., 1993).  Thus, the deleterious impact of longstanding family 

relationship difficulties may not be softened by the perception of positive peer relations 

and support. 

In terms of predicting group membership, results suggested that adolescents’ 

cognitive triad and perception of family expressiveness were the most important variables.  

Considering the plethora of studies indicating the importance of family cohesion (Armsden 

et al., 1990; Avison & McAlpine, 1992; Barrera & Garrison-Jones, 1992; Garrison et al., 

1989; Hops et al., 1990; Prange et al., 1992; Sheeber & Sorenson, 1998; Stark et 

al.,1990), the finding regarding family expressiveness was not expected.  It was thought, 

however, that the cognitive triad would be a highly important variable in the prediction of 

group membership in the depressed and nondepressed groups.  Evidence points to the 

importance of cognitions and cognitive constructs in the development and maintenance of 

depressive symptomatology (Beck, 1967).  Furthermore, research has suggested that 

one’s perception of the self, a component of the cognitive triad, is the primary factor 

involved in creating a cognitive vulnerability to depression (Hammen, 1991).  In fact, 

youth’s cognitive triad was found to strongly mediate the impact of perceived parental 
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messages (Stark et al., 1996), which highlights the important role played by an individual’s 

cognitive triad.                  

The primary focus of the current study was to examine potential differences and 

similiarities among clinically depressed, subclinically depressed, and normal control 

adolescents. The most interesting conclusion one can draw from the current study 

concerns the clinical spectrum of depression and how depressed youth are perceived. 

Specifically, findings suggest that youth with clinical and subclinical levels of depression 

should not necessarily be characterized as separate populations.  Instead, they should be 

considered to be the same population on a diagnostic continuum, with similar views of 

themselves, their world, their future, and their families.   

At this time surprisingly little is known about subclinical depression in adolescents, 

as this population is typically not viewed as clinically relevant (Ingram & Hamilton; 1999; 

McClure et al., 1997).  Considering that prevalence rates for subsyndromal levels of 

depression in teens range as high as 59% (Roberts et al., 1990), this group should indeed 

not be disregarded as a clinically irrelevant population (Gotlib et al., 1995).  Results from 

this study support these statements and bolster findings from Gotlib and colleagues’ 1995 

study in which clinically depressed youth did not differ from subclinically depressed youth 

regarding perceptions of parent-child conflict, family support, and peer social support.  
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Summary 
 

In summary, results from the present study indicate that youth with clinical and 

subclinical levels of depression have similarly negative cognitive triads.  Additionally, out 

of all variables included in this investigation, the individual’s cognitive triad emerged as 

most predictive of adolescent depression.  In terms of the family environment, clinically 

depressed and subclinically depressed youth view their families in a more negative light.  

Furthermore, the perception of family expressiveness appears to be an important variable 

in prediction of adolescents who are suffering from depressive symptomatology.  In fact, 

perception of family expressiveness was found to be more predictive of group membership 

than perception of family cohesion.  Lastly, clinically depressed, subclinically depressed, 

and non-depressed youth do not have different perceptions of the peer support available to 

them.  In combination, these results point to the need for the development of a well-

defined cognitive interpersonal theory of depression.  The interactional nature of 

depression needs to be more clearly delineated, while at the same time taking cognitive 

factors into account.  Studies utilizing naturalistic observations and mediational models 

will likely be required in order to establish and hone such a theory.   

Most importantly, results of this study suggest that youth with clinical and 

subclinical levels of depression should no longer be portrayed as separate populations.  It 

appears especially important that youth exhibiting subsyndromal levels of depression 

should no longer be considered irrelevant for research purposes and as not requiring 

clinical intervention.  Instead, subclinically depressed youth should be considered part of 
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the population of clinically depressed youth, differing primarily only in terms of the 

diagnostic criteria they do and do not meet.  This has extremely important implications for 

public health policy, as these youth make up a sizable percentage of the population and 

will one day mature into adults who will continue to be at risk for depression.  This point 

is reflected in the following statement by J.Rushton (2002):  

It is important to consider what significance subclinical or minor depression has in 

terms of long-term outcomes. Most studies are conducted in patients with severe 

impairment and recruitment is often in clinical and referred samples. We are just 

learning to appreciate the dimensionality of depressive disorders--that it is most 

likely not a dichotomous yes/no, on/off proposition.  Despite the high prevalence 

and morbidity, growing research and continued innovations can provide great 

potential for prevention, early intervention and long-term treatment to significantly 

reduce morbidity and mortality. 

Limitations and Future Directions 

Limitations 

 There are a number of limitations to the present study.  To begin, a larger sample 

size would have been desirable for the purpose of having a more representative sample of 

the general adolescent population.  Although several hypotheses were supported by the 

results of the study, it would lend support to this study if future studies with larger 

samples were able to replicate the findings.   
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 Another limitation to this study was the lack of diversity within the sample.  Only a 

very small percentage of the overall sample was comprised of adolescents from minority 

groups.  Therefore, it cannot be assumed that these results would generalize to minority 

populations.  Once again, it would lend support to the findings of the present study if 

future studies with minority youth yielded similar results. 

 A third limitation is that clinically depressed adolescents were in residential 

treatment approximately one week before their participation in the study.  The distance 

from their normal environment, in a both a physical and emotional sense, may have 

influenced their perceptions somewhat.  Being away from both family and peers could 

have had an impact on how they responded on the self-report measures regarding family 

and peers.   

 A fourth limitation to this study is that several adolescents in the clinically 

depressed group had comorbid diagnoses in addition to a depressive disorder (e.g., 

generalized anxiety disorder, ADHD, and oppositional defiant disorder).  These comorbid 

conditions may have impacted the responses of this group of adolescents, although it is 

not clear to what extent.  Future studies may wish to utilize depressed samples in which 

participants do not suffer from other comorbid disorders. 

 Finally, a serious limitation of research of this nature is the reliance upon self-

report information in assessing variables within the family environment.  Although findings 

from the present study focused strictly on adolescent’s perceptions of their families, this 

study did evaluate reciprocal interactions that occur within the family.  It cannot be denied 
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that children and parents impact each other in a variety of ways.  It is logical to assume 

that the daily interactions that occur between family members have a strong impact on 

how family members perceive each other.  In order to shed light on these interactions, 

naturalistic observations within the home environment would be necessary.     

Future Directions 

 The current study, despite its limitations, gives several implications for both 

preventative and intervention efforts, as well as for the study of depression in adolescents.  

Specifically, prevention efforts with youth need to be made a priority, so as to help reduce 

the incidence of this disorder.  Additionally, intervention needs to be provided in some 

form to those adolescents who are experiencing subclinical levels of depression.  It would 

seem logical to treat depressive symptoms before they have reached clinical levels.  

Perhaps it would not require as much intervention to reduce symptoms if the symptoms 

were not yet in the clinical range.  These teens need tools to help them become aware of 

their emotions and how to better identify and control them.  Cognitive therapy, for 

example, would seem an appropriate treatment to try with this population.  Consider the 

public health initiatives that exist to help prevent the incidence of diseases such as 

diabetes, heart disease, and illnesses related to smoking.  The American public has been 

inundated with educational and informative efforts regarding these issues, and treatment of 

some type is often offered to people considered “at risk” for these diseases.  Although 

naturally depression is not viewed in the same manner as are certain physical illnesses, the 

toll that depression takes on our society annually is staggering.  We know that youth who 
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suffer from depression are at greater risk for depression as adults, and we know that the 

percentage of adolescents who have depression is increasing.   

These facts, coupled with the notion that subclinically depressed and clinically 

depressed youth are essentially the same population, underscore the importance of 

targeting subclinically depressed adolescents for both preventative and intervention efforts.  

Therefore, it would make sense to create and utilize educational and awareness efforts to 

reach subclinically depressed youth.  Additionally, interventions should be made available, 

in an attempt to reduce and ultimately eliminate depressive symptomatology in this 

population.  Granted, such efforts, especially on a national scale, would come at an 

expensive price.  The tremendous financial toll that depression currently takes on our 

nation, however, is certain to be even more costly than appropriate preventative and early 

intervention efforts would be.          
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Appendix A 
 

Children’s Depression Inventory 
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Appendix B 
 

Schedule for Affective Disorders and Schizophrenia for School-Aged Children – 
Depressive Disorders Section 
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Appendix C 
 

Cognitive Triad Inventory 
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Appendix D 
 

Self-Report Measure of Family Functioning 
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Appendix E 
 

Family Messages Measure - Mother 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 

117 

 
 

 



 

 

 

118 

 
 

 



 

 

 

119 

 
 



 

 

 

120 

 
 

Appendix F 
 

Multidimensional Scale of Perceived Social Support 
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Appendix G 
 

Parent Consent/Adolescent Assent Forms for 
Subclinical Group 
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IRB#_______ 
 

Informed Consent to Participate in Research 
 

The University of Texas at Austin 
 
Dear Parent, 
 
Your child is invited to participate in a study of adolescent feelings and perceptions. This form 
provides you with information about the study. The Principal Investigator (the person in charge of 
this research) will also describe this study to you and answer all of your questions. Please read the 
information below and ask questions about anything you don’t understand before deciding whether 
or not to take part. Your participation is entirely voluntary and you can refuse to participate 
without penalty or loss of benefits to which you are otherwise entitled.    
 
This study is being conducted for my dissertation. I am asking for permission to include your 
adolescent youth in this study because I am studying the emotions and perceptions of 
teenagers. I expect to have 20 participants in the study. 
 
Title of Research Study:  Understanding Adolescent Perceptions and Feelings of Sadness  
 
 
Principal Investigator, UT affiliation, and Telephone Number:   
Principal Investigator: Allison Hamff, M.A., University of Texas Doctoral Student in School 
Psychology 
University Chair: Kevin Stark, Ph.D., Professor, University of Texas at Austin 
 
 
What will be done if you take part in this research study?  If you allow your child to take part 
in this research study, he or she will not miss instructional time in core academic classes. For the 
first part of the study, I will come to the school and ask your child to complete an interview and a 
self-report measure in order to learn about his/her thoughts and feelings. I will coordinate with the 
teachers to determine the best time of day for your child to be out of class.  I will meet with your 
child for approximately 50 minutes to complete the first part of the study. Your child will only 
miss class time during advisory or elective classes.  Classes such as Math, English, Reading, 
History, and Science will not be missed.  Your child’s grades and evaluation by the school will not 
be affected by his or her participation in the study.  Access to school records is necessary for the 
purpose of determining your child’s class schedule at school. 
 
If your child reports greater than average levels of sad feelings, in comparison to teenagers in 
general, your child will be asked to participate in the second part of the study, which will involve 
your child completing three questionnaires about his/her thoughts about familial and social 
support. These questionnaires will take approximately 30 minutes to complete.  The same 
procedures described in the above paragraph will be used for pulling your child from class for the 
second part of the study. 
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What are the possible discomforts and risks?  No adverse affects are expected as a result of 
participating in the proposed study, and care will be taken to ensure that each participant is fully 
debriefed at the conclusion of his or her participation.  If your child reports any feelings of wanting 
to harm him or herself, (1) you will be notified immediately by the principal investigator, and (2) 
your child will be referred to his or her school counselor. 
 
If you wish to discuss the information above or any other risks you may experience, you may call 
the Principal Investigator listed on the front page of this form. 
 
What are the possible benefits to you or to others?  A benefit to allowing your child to  
participate in this study is that it will assist researchers and practitioners in further understanding 
adolescent emotions, and ways that emotions impact their lives.   
 
 
If you choose to take part in this study, will it cost you anything? 
 
 If you allow your child to participate in this study it will NOT cost you anything. 
 
 
Will your child receive compensation for participation in this study? 
 
Your child will receive $5 for participating in the first part of the study, and $10 for participating 
in the second part of the study. Your child will also be entered in a drawing for one of six $30 gift 
cards to a local mall, regardless of whether he or she is asked to participate in the second part of 
the study.  
 
 
If you do not want to take part in this study, what other options are available to you? 

 
Participation in this study is entirely voluntary. You are free to refuse to allow your child to be in 
the study, and your refusal will not influence current or future relationships with The University of 
Texas at Austin or XYZ Independent School District. 
 
 
How can you withdraw from this research study and who should you call if you have 
questions? 
 
If you wish to stop your child’s participation in this research study for any reason, you should 
contact Allison Hamff.  You are free to withdraw your consent and stop participation in this 
research study at any time without penalty or loss of benefits for which you may be entitled. 
You will be notified of any new information that may become available that might affect your 
decision to remain in the study.  
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In addition, if you have questions about your rights as a research 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. 
 
How will your privacy and the confidentiality of your research records be protected? 
 
Authorized persons from The University of Texas at Austin and the Institutional Review 
Board have the legal right to review your research records and will protect the confidentiality 
of those records to the extent permitted by law.   
 
If the results of this research are published in scholarly journals or presented at scientific 
meetings, your child’s identity will not be disclosed. 
 
Any information that is obtained in connection with this study and that can be identified with 
your child will remain confidential. His or her responses will not be linked to his or her name 
or your name in any written or verbal report of this research project.  The interview will be 
audio taped for the purpose of quality assurance.  The interview tapes will be (a) coded so 
that no personally identifying information is on them, (b) kept in a locked file cabinet in the 
investigator’s office, (c) listened to only for research purposes by the investigator and her 
dissertation supervisor, and (d) erased when the study is completed. 
 
Will the researchers benefit from your participation in this study?  The researcher will benefit 
from your child’s participation in this study in no other way beyond completion of her disseration. 
 
Your decision to allow your adolescent youth to participate will not affect your or his or her 
present or future relationship with The University of Texas at Austin or XYZ Independent School 
District.  If you have any questions about the study, please ask me. If you have any questions later, 
call me at xxx-xxx-xxxx. If you have any questions or concerns about your adolescent youth’s 
participation 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 
512.232.4383. 
 
You may keep the copy of this consent form. 
 
You are making a decision about allowing your child to participate in this study. Your signature 
below indicates that you have read the information provided above and have decided to allow him 
or her to participate in the study. If you later decide that you wish to withdraw your permission for 
your child to participate in the study, simply tell me. You may discontinue his or her participation 
at any time.   
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______________________________ 
Printed Name of Child 
 
_________________________________       
       __________________ 
Signature of Parent(s) or Legal Guardian Date 
 
_________________________________       
       __________________ 
Signature of Principal Investigator     Date 
 
 
 
I have read the description of the study titled Understanding Adolescent Perceptions and 
Feelings of Sadness that is printed above, and I understand what the procedures are and 
what will happen to me in the study. I have received permission from my parent(s) to 
participate in the study, and I agree to participate in it. I know that I can quit the study at 
any time 
 
___________________________________________________________________ 
Printed Name of Adolescent Participant                Date 
 
 
___________________________________________________________________ 
Signature of Adolescent Participant                Date 
 
 
___________________________________________________________________ 
Signature of Principal Investigator                Date 
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IRB#_______ 
 

Informed Consent to Participate in Research 
 

The University of Texas at Austin 
 
Dear Parent, 
 
Your child is invited to participate in the second part of a study of adolescent feelings and 
perceptions.  Your child participated in the first part of this study and because he or she reported 
elevated feelings of sadness, he or she is being asked to participate in this portion of the study. This 
form provides you with information about the study. The Principal Investigator (the person in 
charge of this research) will also describe this study to you and answer all of your questions. 
Please read the information below and ask questions about anything you don’t understand before 
deciding whether or not to take part. Your participation is entirely voluntary and you can refuse to 
participate without penalty or loss of benefits to which you are otherwise entitled.    
 
This study is being conducted for my dissertation. I am asking for permission to include your 
adolescent youth in this study because I am studying the emotions and perceptions of 
teenagers. I expect to have 20 participants in the study. 
 
Title of Research Study:  Understanding Adolescent Perceptions and Feelings of Sadness  
 
 
Principal Investigator, UT affiliation, and Telephone Number:   
Principal Investigator: Allison Hamff, M.A., University of Texas Doctoral Student in School 
Psychology 
University Chair: Kevin Stark, Ph.D., Professor, University of Texas at Austin 
 
 
What will be done if you take part in this research study?  If you allow your child to take part 
in the second part of this research study, he or she will not miss instructional time in core academic 
classes. I will coordinate with the teachers to determine the best time of day for your child to be out 
of class. Your child will only miss class time during advisory or elective classes.  Classes such as 
Math, English, Reading, History, and Science will not be missed.  Your child’s grades and 
evaluation by the school will not be affected by his or her participation in the study.   
 
For the second part of the study, your child will be asked to complete three questionnaires about 
his/her thoughts about familial and social support. These questionnaires will take approximately 30 
minutes to complete. Your child will be given $10 upon filling out the questionnaires. 
 
What are the possible discomforts and risks?  No adverse affects are expected as a result of 
participating in the proposed study, and care will be taken to ensure that each participant is fully 
debriefed at the conclusion of his or her participation.  If your child reports any feelings of wanting 



 

 

 

130 

to harm him or herself, (1) you will be notified immediately by the principal investigator, and (2) 
your child will be referred to his or her school counselor. 
 
If you wish to discuss the information above or any other risks you may experience, you may call 
the Principal Investigator listed on the front page of this form. 
 
What are the possible benefits to you or to others?  A benefit to allowing your child to  
participate in this study is that it will assist researchers and practitioners in further understanding 
adolescent emotions, and ways that emotions impact their lives.   
 
 
If you choose to take part in this study, will it cost you anything? 
 
 If you allow your child to participate in this study it will NOT cost you anything. 
 
 
Will your child receive compensation for participation in this study? 
 
Your child will receive $10 for participating in the second part of this study and will be entered in a 
drawing for one of six $30 gift cards to a local mall. 
 
 
If you do not want to take part in this study, what other options are available to you? 

 
Participation in this study is entirely voluntary. You are free to refuse to allow your child to be in 
the study, and your refusal will not influence current or future relationships with The University of 
Texas at Austin or XYZ Independent School District. 
 
 
How can you withdraw from this research study and who should you call if you have 
questions? 
 
If you wish to stop your child’s participation in this research study for any reason, you should 
contact Allison Hamff.  You are free to withdraw your consent and stop participation in this 
research study at any time without penalty or loss of benefits for which you may be entitled. 
You will be notified of any new information that may become available that might affect your 
decision to remain in the study.  
 
In addition, if you have questions about your rights as a research 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. 
 
How will your privacy and the confidentiality of your research records be protected? 
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Authorized persons from The University of Texas at Austin and the Institutional Review 
Board have the legal right to review your research records and will protect the confidentiality 
of those records to the extent permitted by law.   
 
If the results of this research are published in scholarly journals or presented at scientific 
meetings, your child’s identity will not be disclosed. 
 
Any information that is obtained in connection with this study and that can be identified with 
your child will remain confidential. His or her responses will not be linked to his or her name 
or your name in any written or verbal report of this research project.  The interview will be 
audio taped for the purpose of quality assurance.  The interview tapes will be (a) coded so 
that no personally identifying information is on them, (b) kept in a locked file cabinet in the 
investigator’s office, (c) listened to only for research purposes by the investigator and her 
dissertation supervisor, and (d) erased when the study is completed. 
 
Will the researchers benefit from your participation in this study?  The researcher will benefit 
from your child’s participation in this study in no other way beyond completion of her disseration. 
 
Your decision to allow your adolescent youth to participate will not affect your or his or her 
present or future relationship with The University of Texas at Austin or XYZ Independent School 
District.  If you have any questions about the study, please ask me. If you have any questions later, 
call me at xxx-xxx-xxxx. If you have any questions or concerns about your adolescent youth’s 
participation 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 
512.232.4383. 
 
You may keep the copy of this consent form. 
 
You are making a decision about allowing your child to participate in this study. Your signature 
below indicates that you have read the information provided above and have decided to allow him 
or her to participate in the study. If you later decide that you wish to withdraw your permission for 
your child to participate in the study, simply tell me. You may discontinue his or her participation 
at any time.   
 
______________________________ 
Printed Name of Child 
 
_________________________________       
       __________________ 
Signature of Parent(s) or Legal Guardian Date 
 
_________________________________       
       __________________ 
Signature of Principal Investigator     Date 
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I have read the description of the study titled Understanding Adolescent Perceptions and 
Feelings of Sadness that is printed above, and I understand what the procedures are and 
what will happen to me in the study. I have received permission from my parent(s) to 
participate in the study, and I agree to participate in it. I know that I can quit the study at 
any time 
 
___________________________________________________________________ 
Printed Name of Adolescent Participant                Date 
 
 
___________________________________________________________________ 
Signature of Adolescent Participant                Date 
 
 
___________________________________________________________________ 
Signature of Principal Investigator                Date 
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