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EXECUTIVE SUMN.ARY
\'/d@ Depregji)an is a recently acknowledged problem of youth. it represents a significant
]@@ c@g@m @es&archers, health professionals, and policy makers involved with adolescent
development. Sad or depressed emotions are the single most salient symptomn in
4 distinguishing between youth who are referred for mental health services and those who
are not referred. Therefore, the presence of depressed emotion appears to reflect
significant distress and impairment in the functioning of adolescents. In addition to
reflecting current distress, depressive symptoms and disorders during adolescence are
predictive of depression during adulthood. Early onset of depressive disorders, including
those that first occur in adolescence, have a more severe and negative course than those

disorders that first occur during adulthood, further underscoring the long-term significance

of deprassion during adolescence. Depression during adolescence is related to a host
of other problem behaviors and disorders, including <.icide, delinquency, conduct
disorder, and substance abuse. The interrelations among these problems are complex,
and depression may be involved in other disorders in a variety of ways. The tendency
for depression to occur with other problerns indicates that depressive syrnptoms may be
important in understanding a variety of adolescent mental health concerns and behavioral

problems.

recent years. A computer search of journal articles from 1987 through 1991 using the
keywords "adolescent" and "deprassion” yielded more than 2000 abstracts. Thus it is a

I The number of studies on adolescent depression has increased substantially in
I propitious time to integrate the current body of knowledge.

bt




ERH@ D®@HM@M R@pmdum@'ﬂgﬁf'ww but conteptually and methodologically distinct approaches to

& depressic)@e considered: (1) depressed affect or moad, (2) a syndrome of depression
©©@@ 4%5%md by multiple symptoms, and (3) clinica! depression based on aiagnosis.
Depressed mood is marked primarily by negative emotions, including sadness and
anxiety. An anxious/depressed syndrome has now been refiably identified from parent,
teacher, and adolescent reports. A diagnosis of depression requires clinical evidence of
severity, duration, and muitiple symptoms. Although there is considerable similarity
between depressad mood and the anxious/depressed syndrome, clinical diagnoses of
depression differ in that they include scmatic problems and involve long-lasting and more
severe symptoms. NMNevertheless, these approaches are overlapping, with significant
depressed mood occurring in about one third of adolescents, approximately 15%
reporting a depressive symptom, and 4% to 7% with clinical depression.

Depressed mood, depressive symptoms or syndromes, and clinical depression all
appear to increase over the adolescent decade, reaching and, in some cases, exceeding
the levels reported for adults. !t is especially noteworthy that the higher rates of these
depressive phencmena seen in adult women appear to emerge by the midpoint of the
adolescent decade. Further, there is some evidence that the incidence of adolescent
depression has increased since World War I,

Considerable research has now provided a picture of the factors that increase the
risk for depression during adolescence. Having depressed parents is the most consistent
risk factor for adolescent dspression. Although growing up with a depressed parent

presents an enormous risk for the development of depression and other disorders in

>
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ERH Dmﬂmm@ﬂ@mﬂﬁmw@chndmn of depressed parents display dysfunctional patterns of

developme@v Therefors, comparison between siblings within families of depressed

3
@D@@ @%s@@n important avenue for future research. Comparisons among siblings whose

parents are depressed may offer clues to the non-shared characteristics of family
environments and genetic factors which either increzse the risk for disorder or protect
children from disorder in these fammes. Further, such studies should be useful in
constructing preventive interventions for families of depresse- parents, as well as provide
information about risk and protactive factors for adolescent depression.

Depressive affect, symptoms, and disorders ailso occur in adolescents whose
parents are not depressed suggesting that additional risk factors are involved. Being
adolescent and female both appear to be strong predictors for most aspects of
depression. Stressful life events and minor chronic stresses and strains are linked to
depression and depressed affect. There is some evidence linking other factors to
depression in a presumably causal way but research in most areas is at an early stage.
There has been much less research in protective factors except for two areas. Good
parenting appears to protect from adolescent depression and positive peer relationships
seem to be protective beginning in mid-adolescence.

The development of depression has been little examined, but the etiology of
adolescent depression is likely to be similar to the etiology of depression at other ages.
Twin studies suggest some genetic components that may confer increased vuinerability
to depression or perhaps vulnerability to the biological dysregulation that accompanies

episodes of depression. Periods of depression that require hospitalization or reduced

(]



ERH@ D mﬂm@ﬁ ..@pmmﬂﬁ?@@m@mad with peers are likely to be detrimental to the developing

& adolescent, pgj;cing increased morbidity and perhaps comorbidity with other disorders.
@
T@@rigﬂgri@s of depressed feelings may be quite normative and involve total recovery,

at least starting in middle adolescence. Whether the individual knows how to cope

effectively with stress and depressed feelings appears to be a major factor in the
subsequent developmental trajectory over adolescence and into adulthood. H

An understanding of the tlevelopmentat course of depression during adolescence

cannot be timited to studies of the adolescent period. Several longitudiinal data sets have
now been acquired on depressive symptoms and disorders during childhood. It will be I

important to follow the development of these children as they enter adolescence to

identify potential early rmarkers of adolescent depression. Should a set of early
psychological, social, and biological markers be identified, they could provide a strong
basis for early preventive interventions.

More severe depression is likely to be accompanied by other problems, termed
comorbid disorders. These include other internalizing disorders (e.g., anxiety disorders),
as well es externalizing disorders (e.g., conduct disorders). In addition, some adolescents
may cope with depression in ways that result in other problems, such as drinking or drug
use. Such covariance of problems is likely to indicate more serious difficulties. Suicide
appears to have an independent etiology from depression, although suicidal thoughts and
behaviors frequently co-occur with deprassion.

Psychosocial treatments appear to have some effectiveness with adolescent

depression. Contrc..ed studies of pharmacotherapy suggest that this treatment alone

13
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EM@ mem@mﬂ@wu@ﬂmg@@@@mcamly from a placebe control treatment. The reasons that

& pharmaco|og@eatments with adolescents are less effective than with depressed adults

@@r%;ﬁgﬂ@n. The mechanisms underlying positive responses to psychosocial and

pharmacologic interventions are aiso not known, either at the psychologic.al or biological

level. Whather the two approaches have differential effactiveness for particular symptcms

or subgroups of depressed adolescents is also unkrown. Therefore, further research is

needed to identify the specific components of interventions that are responsible for the
remission of depraessive symptoms.

Pre/entive interventions are just beginning tc be tested, but are prornising for
providing adolescents with effective coping skills that might reduce the incidence of
depressive phenomena. Given the cumulative nature of the developmental effects of poor
coping, efforts to prevent negative developmentsl trajectories seem worthwhile. Further,
given the high risk for depression among adolescents whose parents are depressed,
preventive interventions for these youth should be a high priority.

Several implications for policy result from this synthesis of research. As for
research policy, the many important findings within biological and psychosocial areas
point to the need for studies that integrate these areas. Although we now have sufficient
data to recognize that depression represents a significant problem during adolescence,
the mechanisms thau explain how and why depression develops and, in some cases
persists, during adolescence are less well understood. Studies are also needed that
differentiate developmental patterns and correlates of major depressive disorder versus

depressed mood.

TRy



EM@ ﬁmmm R@pﬂ}@du@m@ogqm@ram implication is the need to intervene with children of depressed

& parents, prege&ably as a family. Adolescent service programs should recognize the

@

@eéfﬂg%@erlap of depression with other disorders and problems and provide integrated

==

services. Similarly, federal and state policies should permit an integrative focus on the
adolescent rather than on a specific problem.

Adolescent depression is a major, pervasive, and perhaps increasing problem. A
sufficient knowledge base exists now to guide action in research, prevention, and
treatment. Significant morbidity of adolescence could be ameliorated by attention to

adolescent depression.
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Depression in Adolescence

& @@@ T(:ing’g:%@ér-old Tony was moody and irritable at home. He didn't seem to want
@ M;@‘ anything with his parents and he didn't want to do anything his parents
suggestad. He did spend time on the tefephone with his friends. He went to school every

day, but didn't complete his homework.

Fifteen-year-old Carla seemed sad to her parents and her teachers, and
disinterested in everything, even things she used to enjoy. Her teachers had commented
that she seemed unable to concentrate in school and always seemed to be very tired.
This concerned her parents because at home she seemed only to sleep, with little interest
aven in eating. Although she had periods like this before, they had never lasted very long.

This time these symptoms had lasted three weeks.

Since seventeen-year-old John-had broken up with his girlfriend, he seemed to
have lost interest in everything. After the breakup, John found himself crying when alone
and felt generally worthless. At a party where he saw his former girlfriend with another
guy, John then drank heavily. While driving home, he found himself thinking about taking

a sharp corner at very high speed.

All of these scenarios describe situations that would probably be identified with

adolescence even if the ages of these young people were omitted. Should the behavior

<2
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ERH@ D@@MM@M Rgp}f@ﬂmmm@' and dismissed as simply "adolescent behavior?* Qr should such

incidents worry parents, teachers, or friends? All three situations would surely cause

\/)CS@@ some co&@eﬁ, but they probably represent different aspects of depression based on the
V@ %?&rmaﬁon provided. Although clearly manifesting depressed affect, Tony wouid
not meet the criteria for a clinical diagnosis of depression. Carla, on the other hand, is
most likely clinically depressed. John is upset about the kbreakup with his girlfriend and

thinking about suicide. Although suiciclal thoughts are a matter of concern in youth, they

may or may not be accompanied by depression.

VWhat is Adolescent Depression?

The image of adslescence as a time of storm and stress, intense moodiness, and
preoccupation with the self has permeated both professional and lay perspectives on this
developmental period. The belief that significant difficulties during adolescence represent
normal healthy development has had two mejor effects on research and practice:
(1) difficulties during adolescence were not considered important, and (2) adolescent
problems were often not treated because of the belief that the adolescent would grow out
of them.

Although this view of adolescence is the one commonly reflected in the media and
many clinical descriptions of adolescence, it is not supported by research on this period.
In the late 1960s, several reports documented adolescents who traversed this period of
life without significant psychological difiiculties (Douvan & Adelson, 1966; Offer, 1958).

It is now known that the majority of adolescents of both genders successfully negotiate




@@R@

EM@ D@@MM@M'R@@M&@@@@W@*”M without any major psychologicat or emotionat disorder, develop

a positive sense of personal identity, and manage to forge adaptive peer relaticnships at

7 J the same t}g@hat they maintain close relationships with their families (Powers, Hauser,

@&4(%,3)989). Research in the 1970s on youth with problems demonstrated that

psychological difficsities in adolescence frequently developed into serious psychiatric

disorders in adulthood (Rutter, Graham, Chadwick, & Yule, 1976; Weiner & DalGaudio,

1976). These and other studies demonstrated the inaccuracy of the belief that difficulties

such as depression were norimal manifestations of adolescence, and pointed toward the

nesd for assessment, diagnosis, prevention, and treatment at this age. These studies

also highlighted the need for more research on the development of depression in
adolescence.

The dramatic change in knowledge about adolescence has had clear effects on
recent research. Now that depression, depressive symptoms, and depressed mood have
been recognized as appropriate subjects of investigation in adolescents, the number of
studies on these topics has exploded. From our computerized literature search on the
key words "adolescent" and "depression” for entries pubbshed from 1987 through 1991,
more than 2000 entries were identified. There now is a ¢ritical mass of knowledge that
can benefit from a synthesis such as the present one.

Three approaches to the assessment and classification of adolescent
psychopathology have been reflected in the literature on adolescent depression:

(1) depressed mood, (2) depressive syndromes, and (3) clinical depression. Each

approach reflects different assumptions about the nature of psychopathology, serves

-
1
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ERH@ D@@umm Mm@ﬂm@ and reflects different aspects of depression. For example, the study
7

of depressed mood during adolescence has emerged from developmental research in
7 & which dg@sive emotions are studied along with other festures of adolescent
@ 44%;;?9% The depressive syndrome approach assumes that depression and other
syndromes reflect the co-occurrence of nehaviors and emotions that deviate from the
typical. The clinical approach is based on assumptions of a disease or disorder model

of nsychopathology.

D ssed Mood

Like Tony in the example above, everyone experiences periods of sadness or
unhappy mood at various points in their lives. These periods of depressed mood may
occur in response to many situations, such as the loss of an important relationship or
failure on an important task. They may last for a brief or long period of time. And they
may be associated with no other problems, or many problems. Depressed mood is
usually experienced with other negative emotions, such as fear, guili, anger, contempt,
or disgust (Watson & Kendall, 1988). Depressed mood during adolescence is frequently
present when any of these other negative emotions are present (Saylor, Finch, Spirito, &
Bennett, 1984). Depressed mood is also likely to be linked with other problems, such as
anxiety or social withdrawal. Although anxiety and depressed mood frequently occur at
the same time, anxiety may or may not be related to positive moods; in contrast,
depressed mood is not present when one feels happy, or conversely, happy mood does
not occur at the same time as depressed mood (Watson & Kendall, 1989). The presence

of depressed mood has been found to be the single most powerful symptom

10

15




SR

EMC D@@HM@@W@@@@@M@g@ﬁﬂ%@réerred or not for clinical treatment (Achenbach, 1991b,d).

Depressive Syndrome

- & In the@vlier vignette, John had feelings of worthlessness, loneliness, and crying,

@@m&ﬁféﬁlﬁl thoughts. He would probably score high on a depressive syndrome, as well
as self-destruction. Approaches that ook at many symptoms and problems, including
depression, show that aspects of depression are found In many other problems
(Achenbach, 1991a). This approach considers a syndrome of complaints that include
both anxiety and depression, and is based on items such as lonely, cries, fears doing bad
things, needs to be perfect, unloved, feels others are out to get him/her, worthless,
nervous, fearful, guilty, seff-conscious, suspicious, sad, and worries (Achenbach,
1981a,b,c). Scores on this syndrome are very strongly related to seven other problem
syndromes identified by this approach: Withdrawn, Somatic Complaints, Social Problems,
Thought Problems, Attention Problems, Delinquent Behavior, Self-Destructive, and
Aggressive Behavior. Table 1 shows these relationships for the Youth Self-Report (YSR)
and the Child Behavior Checklist (CBCL), completed by parents. The weakest
relationship occurred with the Delinguent Behavior syndrome, and the strongest
relationships were found with the Self-Destructive and Withdrawn syndromes. Johnwould
be considered as having self-destructive tendencies with significant negative mood, but
would probably not be considered clinically depressed.

lini ressi

Carla, the second adolescent described in initial vignettes would probably be

I diagnosed with clinical depression. There are two major diagnostic models typically used

' 11
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EM@ D@@ T el OB AN o --,l\'a'l pressed Syndrome With Other Syndromes on the Youth Self Report and Child
Behavior Checklist !
& o

@SQ@@ 443 ﬁg\ ” Youth Self-Report 1

Boys Girls 1

Clinically Clinically

Syndrome Non-Referred Referred Non-Referred Referred

Withdrawn .62 61 82 61
Somatic Complaints 47 .49 57 51
Social Problems 45 54 47 52
Thought Problems 35 .48 50 .40
Attention Problems 61 .66 63 .60
Delinquent 39 27 .45 31
Aggressive .49 .49 .56 51
Self-Destructive 75 .80
Mean .52 .54 54 49

Child Behavior Checklist

Boys Girls

Clinically Clinically
Syndrome Non-Referrad Referred m-Referred Referred
withdrawn .58 61 65 85
Somatic Complaints .28 .45 43 A48
Social Problems .50 42 51 A1
Thought Problems .49 .53 .54 54
Attention Problems .60 54 .55 54
Delinquent 3| 25 44 .30
Aggressive .59 47 .63 S
Mean 49 47 54 49

Note. From Achenbach,1991a.
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EM@ D®©Mﬂf@ﬁﬂ@@f@ﬁmﬁf@ﬁr§@ﬁhﬁ@eprﬁSion: the categorization of mental disorders developed by the

American Psychiatric Association (1987) and the method developed by the World Health

& & QOrganization WO). The American Psychiatric Association method is the one most

@@id@ﬁ@e%}in the United States and abroad (Maser, Kaelber, & Weise, 1991). It bases

the diagnosis of disorders on a review of the presence, duration, and severity of sets of

symptoms. Under depressive disorders, adolescents may be diagnosed as experiencing
Major Depressive Disorder (MDD) and/or Dysthymic Disorder.

To meet the criteria for Major Depressive Disorder, the adolescent must have
experienced five or more of the following symptoms for at least a two week period at a
level which differs from prior functioning: (1) depressed mood or irritable mood most of
the day, (2) decreased interest in pleasurable activities, (3) changes in weight or perhaps
failure to make necessary weight gains in adolescence, (4) sleep problems, (5) psycho-
motor agitation or retardation, (6) fatigue or loss of energy, (7) feelings of worthlessness
or abnormmal amounts of guilt, (8) reduced concentration and decision-making ability,
and/or (9) repeated suicidal ideation, attempts or plans of suicide. The diagnosis of
Major Depressive Discrder in adolescents is further differentiated by severity and
chronicity of the symptoms. A range of mild, moderate, and severe diagnoses with or
without psychotic features is applied. For example, many depressive symptoms that
significantly affect tha functioning of the individual in school, work, or other social domains

would be classified as severe. Psychotic features would be behaviors such as dslusions

or hallucinations. Classification as a chronic disorder requires that the depression last

13
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ERH@ D@@HM@M@@@@M@@TS@M@@ years in which there have not been more than two months without

symptoms.
N @@ A @n‘nic Disorder is diagnosed when the adolescent has had a period of at
@@Ieééﬂ@m%fear in which the Individual shows depressed or imitable mood every day
without more than two months symptom-free. In addition, Dysthymic Disorder requires
the presence of at least two of the following symptoms: (1) eating problems, (2) sleeping
problems, (3) lack of energy, (4) low self-esteem, (5) reduced concentration or decision-
making ability, and/or (6) feelings of hopelessness. There cannot be an episode of Major
Depressive Disorder during the first year of Dysthymic Disorder. Primary Dysthymia is
unrelated to nonmood disorders such as Eating Disorders, Substance Abuse Disorders,
or Anxiety Disorders; any of these would classify the disorder as a secondany Dysthymic
Disorder. QOccurrence of Dysthymic Disorder prior to 21 years of age is considered earty
onset. An episode of Major Depressive Disorder following the onset of Dysthymic
Disorder is typically referred to as "double depression.”
Integration of Approaches
To compare the core features of the three approaches, we have summarized in
Table 2 items measuring each from sample assessments. For depressed mood, we list
items from the Emotional Tone Scale (Offer, Ostrov, & Howard, 1982; Petersen,
Schulenberg, Abramowitz, Offer, & Jarcho, 1984) and the Child Depression Inventory
(CDI) Negative Affect with Somatic Symptoms factor {(Weiss, Weisz, Politano, Carey,
Nelson, & Finch, 1991). The anxious/depressed syndrome is represented by items from

the measures developed by Achenbach (1891a): Child Behavior Checklist (CBCL), Youth

14
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ERH@ D@@MM@M@MU@@M ggmgg‘d Teacher Report Form (TRF). Clinical depression is represented

by the symptoms of Major Depressive Disorder (MDD) from DSM-iil-R.
e Asf (ﬁ[@@ seer; in Table 2, there is considerable overlap in the depressed mood
@aéé%rgsive syndrome approaches to adolescent depression; note, however, that only
depressed mora and low self-esteem or feelings of worthlessness link the first two
epproaches with a clinical diagnosis of depressicn. The differences among the three
approaches involve anxiety and somatic symptoms. Anxiety is involved with both
depressed mood and the depressive syndrome but not clinical depression. Conversely,
a clinical diagnosis of depression also requires somatic problems such as sleep and
appetite problems, psychomaotor problems, and fatigue; these symptoms may or may not

be present with the other two approaches.

Empirical studies suggest significant overlap in the approaches. Clinically
depressed adolescents score high on the depression syndrome (Edelbrock & Costslio,
1988; Rey & Morris-Yates, 1891; Weainstein, Noam, Grimes, Stone, & Schwab-Stone,
1980). Similarly scores on the depressive syndrome are highly related to depressed
mood (Petersen, 1990, March). The fact that depressed mood and the depressive
syndrome are usually based on questionnaires, whereas a diagnosis is usually obtained
in an interviesw may influence similaritiess or differences in the reports. Considered
together, the data suggest that there is a continuum running from depressed mood
through depressive syndrome to depressive disorder. Negative affect is common to all
1 three approaches (Compas, Ey, & Grant, 1892), but the chronicity of negative affect is

’ one dimension that differentiates the three approaches, with clinical diagnosis being the

T
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Table 2

Companson of Items from Core Syndrome Anx:ous/Denm;;e the Child Behavior Che vlorc Is iclist (CBCL). Youth Self Self
) R

HRIC Do

& CECL, Y§R/and TRF
@@@ for /Depressed
) JLA\;% S&ndrome

Emotional Tone Scale MDD from DSM-III-R cD1

*Unhappy, sad, depressed

*Feels worthless

*I frequently feel sad

*Feel I am not as good as
most people

*Depressed mood

*Feelings of worthlessness

*1 am sad zll the time

*Lonely *1 feel so very lonely

*Feels too guilty *Feelings of guilt
*Cries a lot *1 fee! Like crying every

. day
Fears impulses

Needs to be perfect
Feels unloved

Feals persecuted

Fearful, anxious

I =m not a person I would
like to be

I feel relaxed

Self-conscious

Suspicious
:.a el

Worries

Things bother me ail the
time

Note, *Items common to at least two of the four approaches.

(€)
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L, YSR, and TRF for
Anxious/Depressed Syndrome

Emotional Tone Scale

MDD from DSM-1II-R

col

Specific to !% y

@ *%;g@)a%ﬂl/:uicide

Harms self

Specific to TRE
Overconforms

*Hurt when criticized
Anxious to please

Afraid to make mistakes

*Feelings are easily hurt

Feel emotionally upset

*I enjoy life

*Recurrent thoughts about
death, suicidal ideation

*Diminished interest ox
pleasure

*Weight loss or gain
*Insomnia or hypersomnia

Psychomotor agitation or
retardation

*Fatigue or loss of energy

Diminished ability to think
or concentrate

1 worry about aches and
pains

*I do not feel like eating

*I have trouble sleeping

* am tired all the time

Hopeless

Note. *Items common to at least two of the four approaches.
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st spegific and-extensive. None of the three approaches include biologica ors as
EM@ D@@Hlﬁﬂl@ﬁf Q@m@u@ﬁf@fﬂ S@ﬁ&’m@é‘t nsive. N the three approach de biological fact

criteria; this is not surprising given the recency of biological methods for studying
\/: depression @9 the lack of evidence for their validity at present.

@@ 44\\3@@130 appears that depressed mood cannot be distinguishable from anxious
mood in adolescents (Finch, Lipovsky, & Casat, 1989). Similarly, the depressive
syndrome includes anxiety as well (Achenbach, 1881a). A clinical diagnosis of depression
ignores arxiety except that its presence with dysthymia would yield a diagnosis of

Secondary Dysthymic Disorder.

Who Becomes Depressed In Adolescence?

There are no nationally representative studies of depression in adolescents.
Especially lacking is information on the incidence of depression in various ethnic groups
and social classes. At the same time, there are increasing numbers of studies using the
three approaches just described to provide some information cn rates of depressive
mood, syndromes, and disorders in some samples of adolescents.

Depressed Mood

Most of the studies conducted more recently assess what we have called
depressed mood. (See Table 3). There has especially been a rapid increase in studies
in the past two years. Although these studies included different measures with somewhat
different items and sampled symptoms over varying periods of time, some tentative
conclusions can be drawn from these data. The thirty studies we were able to identify
are based entirely on non-clinical samples. Although studies of depressed mood typically

examine the phenomenon in relation to other problems or aspects of adolescent
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Albert & Leon Frerichs, Kandel &  Schoenbach Teri Kaplan Tolor & S. Cohen L. Cohen

Beck et al. et al. Davies et al. (1982) et al. Murphy et al. etal.
Z (1975} (1980) (1981) (1982) (1982) (1984) (1985) (1986) (1987)
@’ U078
Numbe@@ 44‘% @j
sub jects 63 138 1003 4202 384 568 385 325 609 312
Age of subjects 11-15 13-16 18-24 14-18 12-15 14-17 11-18 13-17 15-27 7th-8th
(M=19 yr) graders
(M=13 yr)
Informants’ A AP, T A AP A A A A A AP
Study Duration 2 wks 2 wks current tyr 1 wk 2 wks 2 wks 6 mths 6 mths Iyr
Instrument? Short quest. quest, 6 item quest. quest, quest. quest. quest, quest,
BDI (incl. PIC quest. (incl. (incl. (incl. (inck. (incl. (incl. CD1) &
quest. & CDIB) CES-D) BDI) BDI) CES-D) CES-D) interviews

Percentage above

~diagnosis

cut - of f*? 39 15 - 18,28° 3,508 49 22 - - -
Gender effects® - - G>B G>B - - no G>B - -
Age effects’ - - no - - LA>MA - - -

1. A=Adolescent; P=Parent; T=Teacher.

2. BDI=Beck Depression Inventory; CD1=Children’s Depression Inventory; CES-D=Center for Epidemiologic Studies Depression Scale; PIC=Personality
Inventory for Children.

3. »9 for the BDI; »16 for the CES-D; >12 for the CDI.

4, 18% is the rate relative to the mean of the scale with a clinical sample, 28% is the rate relative to a different cutoff identifying extreme depression.
S. 3% is the rate using RDC criteria, 50% using CES-D cutoff.

6. G=girls; B=boys,

7. MAamiddle adolescence; LA=late adofescence.

£y
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(1987) (1988) (1988) (1988) (1988) (1989) (1989) (1990) (1990)
Z
ety et
subjec @ 44559% 364 103 269 106 378 497 335 73 550
Age of subjects 11-15 10-17 Oth graders 13-16 18 5 16-18 11-21 7th-8th 11-15
(M=13 yr) longitudinal graders
Informants’ APT A A AM A AM A AP A A
Study Duration lyr lyr current current 15 yrs 10 yrs current 10 yrs 6 mths 3 yrs
Instrument? quest. quest. quest. quest. quest. quest. quest. quest. quest. quest.
(incl. (incl. (incl, (incl. (incl. (incl. CD1)  (incl. OSIQ, (incl. ET} (insl. (incl,
CES-D) CES-D) BDI} BDI) CES-D) & inter. DCL, SCL) & inter. CDI) CES-D)
Percentage above
"diagnosis
cut-ofi? - - 47 37 - 21 - s0* - -
Gender effects® - - G>B G>B no G>B G»B G>B - G>B
Age effects® no - no - - no - ET: EAsMA>LA -
DE: MA>EA,LA
27 3.

1. A=Adolescent; M=Mother; P=Parent; T=Teacher. : o

2. BDI=Beck Depression Inventory; CDI=Children's Depressive Inventory; CES-D=Center for Epidemiologic Studies Depression Scale; DCL=Delinquency
Checklist; ET=Emotional Tone Scale of the Self-Image Questionnaire for Young Adolescents; OSIQ=Offer Self-Image Questionnaire; SCL=Symptom Checklist.
3. »9 for the BDI; >16 for the CES-D; »12 for the CDI. '

4. In 12th grade, 50% reported having experienced a depressive episode (DE) lasting tw> weeks or more since the beginning of high school.

5. G=girls; B=boys.

6. EA=early adolescence; MA=middie adolescence; LA~late adolescence.

(€)
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Tabl continued

ERK; D@@Hm@ﬂ R@pm@u@ E@HS@W @@Allgood Paikoff Kandel, Seiffge- Richter Susman Bernstein Garber & Roberts

Melin et al. etal. et al. Krenke & Fend et al, (1991) Braafladt et al.
(1990) {1990) (1991) (1991) (1991) (1991) (1991) (1991) (1991)

A
Num @@ ??
subjecis 44%5 802 103 597 136 1399 108 96 215 1704

(girls only)

Age of subjects 13-18 13-18 0-14 9th & 1ith 14-18 16-18 9-15 7-17 k-8th 9th-12th
graders graders graders

Informants’ A A A A A A A A AM A

Study Duration 5 mths L mth 1yr current current current 2 yrs current current 1 mth

Instrument? cuest. 0OSIQ, CBCL, quest. quest. quest. quest. quest. quest. quest. {incl.

(incl. BDI) CES-D CES-D (fncl. (incl. YSR) (incl. BD1) (incl. OSI1Q, (incl. (incl. BDI,CES-D)&
Kande! Scale) CBCL, CDRS-R, CDI,CAQ) psychiat.
DISC) CDI,CDS) interviews

Percentage above

"diagnosis

cat-off*? - - - - - 33 - 53 21 28,48°

Gender effects® G>B G>B - - - no - - - -

Age effects no no - - - - - - - -

1. M=mother; A=adolescent.
2. BDI1=Beck Depression Inventory; CAQ=Child Affect Questionnaire; CBCL=Child Behavior Checklist; CD1=Children’s Depression Inventory; CDRS-
R=Children’s Depression Rating Scale (Revised Form); CDS=Children's Depression Scale; CES-D=Center for Epidemiologic Studies Depressxon Scale;
DISC =Diagnostic Interview Schedule for Children; OSIQ=0ffer Self -Image Quesuonnaue YSR=Youth Self-Report.

3. >9 for the BDI; > 16 for the CES-D; >12 for the CDI.

4. 28% were depressed using the cutoffs of the BDI; 48% were depressed using the cutoff of the CES-D. Qm
5. G=girls; B=boys. S
Q-
(€)

ERIC



EM@ Dmmm@ﬁ%@@mﬁm ﬁmE@investigators of depressed mood have identified a threshold above

which a score is thought to be predictive of clinical depression. Using such scores, the

&

W @SD@ median raﬁg\gt\%igniﬁcanﬂy slevated depressed mood in fourteen studies is 35 percent.
(V\ﬁi]’e%%m cutoffs were identified in a single study, the average [mean] of the two was
used to calculate the median. The seventh score was 33%; the eighth was 37%). Not
unexpectedly, these represent much higher rates than the average calculated from studies
examining clinical depression.

All but three of the fourteen studies examining gender effects find differences, in all
cases with girls reporting more depressed affect than boys. Of ten studies examining age
effects, most find no such effects. However, only two of these studies were actually
longitudinal, following the same subjects over time. 1n two longitudinal studies, depressed
affect appears to decrease with age for boys, but remains level across time for girls
(Block, 1891; Petersen, White, & Stemmler, 1991, April). A different pattern of
developrmental change has also been reported: Radloff (1991) found dramatic increases
in depressed moods between ages 13 and 15 years, a peak around 17-18 years, with a
subsequent decline to adult levels. This pattern has also been found with a measure of
depressive episodes in which the mid-adolescence peak is higher for girls than boys
(Petersen et al., 1991, April). Elevated rates of depressed mood in adolescence relative

to adulthood have been reported in other studies as well (e.g., Allgood-Merten,

Lewinsohn, & Hops, 1990; Larsson & Melin, 1990).
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\//’Z@S@ eleven studiﬁ@&@pﬁe average percentage reporting sad or miserable symptoms is 15%.

@@a%&%h%studies in the table included children as well as adolescents. The figure we
estimate is based on adolescents in those studies where information was provided
separately for this age group.) The table demonstrates remarkable variation among the
percentages for any specific symptom over the many studies. Characteristics of the
samples are generally not reported.

Research examining depressive syndromes has used a cut-off score corresponding
to the 85th percentile in a nationally representative sample of adolescents to igentify a
clinical range (Achenbach, 1891a,b,c). This score was identified as having the optimal
power for discriminating between clinically-referred and non-referred samples with the
lowest rates of false positives and false negatives. Thus, this approach to measuring
depressive syndromes has established an empirically-based rate of 5% of the normal
population in the clinical range on a depressive syndrome at any given time.
Clinical Depression

Table 5 summarizes the 21 studies that report a clinical diagnosis of depression.
The percent of adolescents receiving a diagnosis of depression varies from near zero in
a large non-clinical sample of children aged 10 to 11 years (Rutter, Tizard, & Whitmore,
1870) to 57% in a clinical sample from 8 to 13 years (Kovacs, Feinberg, Crouse-Novak,
Paulauskas, & Finkelstein, 1884a). Studies based on clinical samples, of course, tend to

yield higher depression rates (averaging 42%, median is 48%, across six studies). The
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ER C D@@Hﬂﬂ erteeH iudngs@ of non-clinical samples yield an average of 7% depressed, with a median

I 6TV

‘L@u he studies of children of depressed parents were not included in the averages
& because th re samples at high risk for depression. Where the samples include the
@@rﬁ@a@@onﬂd group, that figure is included. For the reader's information, we include

the data in the table).

Summary H

Epidemiological studies suggest that clinical depression is a serious problem in

adolescence, afiecting three to seven percent of young people during the adolescent
decade. Of those being treated for a clinical problem in adolescence, about 42% to 48%
have the primary diagnosis of depression. The depressive symptom of sadness is
reported by about 15 percent of adolescents. Depressed mood, however, is even more
pervasive; about one-third of adolescents report depressed mood, with girls more affected
than boys. Note that the rates increase with each approach from clinical depression to
depress_ive symptoms, and from depressive symptoms to depressed mood.

Clinical depression as well as depressed mood appear to increase dramatically in
adolescence compared to childnood (Rutter et al., 1976; Rutter, 1986). Preadolescent
onset of clinical depression is considered to be 2 serious risk factor for adult depression
or other major mental disorders (Harrington,'Fudge, Rutter, & Pickles, 1990; Kovacs et
al., 1984a,b). The appearance of clinical depression in adolescence also predicts
increased likelihood for adult depression or other major mental disorders in adulthood.
Rates of clinical depression are not higher in adolescence than adulthood but rates of
depressed mood do appear to be higher in adolescence, based both on longitudinal and

cross-sectional studies.

24
35




SR g

)
E ud@gumsses@md @@Qmpﬁoﬁﬁs Related to Depression

M Fie Griffiths
\/)

(@ Wq; {1952)

MacFarlane
etal
(1954)

Lapouse
& Mank
{1984)

Cullen &
Boundy
{1966)

Autter
etal
(1970)

Shepard
etal.
(1971)

Number of 44% 5 '

subjects 6897 3367 parents
900 children

Age of subjects 12-14 6-14
nformants T TIPIC

PERCENTAGE AEPORTING

SYMPTOMS

Sad/

miserable: 1 -

Low appetite: - .
Increased

appetite: -

Poor sleep. -

Increased sieep: - R
GConstlpation: - -
Underactive: - .
Feels guilty: . .
Feels worthless: - -
Feels unloved: - .
Imitable: - R
Stomach pains: - R
Headaches: - N
Whining: . -
Fear of school: - R
Lonely; - R
Low concentration: - R
Nightmares: - .
Overtlred: - .
Nervous/anxious: 14 50
Wwonying: - 75
Suicidal: - R

126

2%-14 3
P

10-30 ¢

<1
20

<5

482

8123

3440

AN 4

2199

10-11
PTC

7004

5153
TP

- YL

s

TN -

1

Based on Angold (1986); percratages are rounded off.

Only results related to adolescents are reporied.
Numbers represeat minlmum and maximum value of the studied age range.

L Al
30
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Tsteacher, P=parent; C=chlld. Where more than one Informant was employed i a study, the figures given always refer 1o parent reports.
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Table 4" continued “

PR Do Reproduction v

Alb Rutter Achenbach Schoenbach Ter Kaplan Verhulst

& Beck et al. Edelbrock et al. (1982) et al, et al.

{1975) (1976) . {1981)3 {1982) (1984) (1985)
Nur\r:b/@i% V\w
sobjects () 4. A3 B 8a 2308 1300 384 568 385 2078
Age of sub;ecls 11-15 1415 416 12115 14-17 11-18 4-16
Informants c PTC P c c c P
PERCENTAGE REPORTING
SYMPTOMS
Sad/
miserable: 29 %5 5(0) 15 5 3 &10*
Crying: - . 10 2) 14 1 8 0-<25
Moody: - . 22 (3) - - - <20-<35
Withdrawn: 35 - 8 (0) - 4 2 B5-c15
Low appetite: 37 - 2044) 14 8 5 <10-<40
Increased
appetite: - - 18 (4) - - - 10-20
Poor sleep: - - 12 (4) 21 7 ] <10-<30
Increased sloap: 38 - T 24 . - <1015
Constipation; - - 6 (1) - - - <5-10
Underactive: - - (1) . - §-<20
Feels quilty: - - 8 (0) 4 2 10-10
Feels worthless: . - 13 (1) - <5-<5
Feels unloved: - - 22 (1) - - <10-<20
Initable: - - 44 (5) 14 ] <30-<50
Stomach pains: - - 10 - - - 20-20
Headaches: - - 12 - - - <5-<25
Whining: - - 19 (2) - - - -
Fear ot school: - - 3 {0) - - - <5
Lonsty: - - 20 {3) - - <5-20
Low concentration: - - 32 (6) 30 7 - 30-60
Nightmares: - - 19 2} - - 5-<20 Qs -
Overtired: 44 . 17 2) . . } 20 100
Netvous/anxlous: ‘3 ™ - . 22 (4) . . 2 20-<50
Worrying: - - 21 25 {2) . - . <5.¢25
Sulcida: 33 8 1(0) - 5 4 0-<5

1. Based an Angold (1888); percentages are rounded off.

2. T=teacher; P=parent; Cxchild. Where more than one Informant was employed in a study, the figures given always refer to parent reports.

3. Figures supplled by Cralg Edelbrock based on data reported in Achenbach & Edelbrack (1981). Figures In parenthesesreler lo freruency of a severe (2) rating; the preceding figure represents the frequency
of a rating of 1 or 2 on that item.

4. Numbers represent minimum and maximum vyslue of the studled age range.
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Tab
Summary of Studies Eminloying a Diagnostic Nosology for Clinical Depression

ERM(C D@@Mm@m RWRE@@H S@w@f) Rutter Frost Kovaks Levy Kashani Hammen Bird Edelbrock

et al. et al, etal, et al. et al. etal. et al. et al.

(1970) (1976) (1984)"  (1984) (1984)2 (1987) (1987) (1988) (1988)

Numter of
subﬁ%ﬁ 2199 @/ 1198 2303 855 114 424 150 64 843 276
) &

Age of s@@t%@@ 13-14 14-15 3-13 8-13 16-19 14-16 8-16 4-16 6-16
Population’ NC NC NC NC c NC NC NC* NC C
Inform.ants® APT APT APT A AP A AP AP APT AP
Tin @ pericd Current® Current Current 10 yrs 5 yrs Current Current 6 mths Current Current
instrument’ Serecn Screen Screen DISC, 18C DIS Screen K-SADS CBCL, PISC,CBCL

quest. & quest. & quest. & RBPC, quest. & CBCL DISC &

peychiat. psychiat.  psychiat. RCSB psychiat, psychiat.

interviews interviews interviews interviews interviews

Percentage with diagnosis
of depression  0.14 I 2 2 57 LP)® 5 DP=45* 6 48
NDP=26

1. Refers to the Dunedin Multidisciplinary Health and Development Study. Whenever there were several articles published on the same sample, only one
which represents this study is listed.

2. Refers to a sample of college students from the Boston Area. Whenever there were several articles published on the same sample, only on¢ which represents
this study is listed.

3. C=Clinical; NC=Nonclinical

4. Sample consisted of children of parents with (DP) and without (NDP) a major depressive disorder.

5. T=teacher; P=parent; M=mother; A=adolescent. Figures quoted are ohtained from children self-reporting symptoms, except for Isle of Wright studies where
rates by parent reports are given.

6. Alt children with a psychiatric disorder were assessed longitudinally.

7. CBCL=Child Behavior Checklist; CD1=Children’s Depression Inventory; DISC=Diagrostic Interview Schedule for Children; 1SC=Interview Schedule for
Children; K -SADS=Schedule for Affective Disorders and Schizophrenia (Version for school-aged chiidren), PIC=Personality Inventory for Children;
RBPCw=Revised Behavior Program Checklist; RCSB=Rutter Child Scale B.

8. LP=Lifelime prevalence. 4 A

g
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Garber Fleming Kashani Mitchell Velez Daniels Fendrich  Weinstein Grigoroiu~-  Lewinsohn Rey

% et al. et al. et al. etal, et al. & Moos et al, et ai. Serbdnescu  etal. et al.
(1988 ‘@o (1989) (1989) (1989) {1989) (1990) (1990) (1990) et al, (1991) (1991)
dg@ @ - 6?5 > (19%1)
443
Number of
subjects 20 28352 210 132 716 190 220 160 120 1710 667
Age of subjects M=14 6-16 8,12,17 7-17 9-18 12-18 6-23 11-16 10-17 14-18 12-16
(12-18 N=92)
Population’ c NC NC c NC NC,C NC? o NC? NC C
Informants* A APT AP AP AM A AP A A A AP
Time period 8 yrs Current  Current Current 8 yrs Current Current Current Current Current Current
Instrument® Screen SDI CAS, K-SADS DISC, Screen K-SADS- DISC, K-SADS-E K-SADS CBCL &
quest. & P-CAS DISC-P quest. & E YSR psychiat,
psychiat. psvchiat. interviews
interviews interviews
Percentage with diagnosis 35 = DP? 8§ = DP?
of depression 55 2 3 29 3 26 22=NDP 48 0 = NDP 20 13
42
[l

1. C=Clinical; NC=Nonclinical

2. Sample consisted of children of parents with (DP) and without (NDP) a major depressive disorder.

3. T=teacher; P=parent; M=mother; A=adolescent. Figures quoted are obtained from children seif-reporting symptoms, except for Iste of Wright studies where
rates by parent reports are given.

4, CAS=Child Assessment Schedule; CBCL=Child Behavior Checklist; CDI=Children's Depressive Inventory; DISC=Diagnostic Interview Schedule for Children;
ISC=Interview Schedule for Children; K-SADS=Schedule for Affective Disorders and Schizophrenia; P-CAS=Child Assessment Schedule (Parent Version);

PNy WD oT D C P R OB Re W Scugn P Chnigs @65°-Famy ChigicocialSR e Sy am .
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Variations by Gender. Group, and Coho

E et

disorders and mood are greater for girls than for boys during adolescence (Kandel &

All the evidence suggests that increases in depressive

o
\)@j@@djavieshwﬁ@ﬁ%shani et al., 1987; Petersen, Kennedy, & Sullivan, 1991a}. The gender
J 443

difference that emerges by age 14 to 15 years appears to persist into adulthood. Many
scholars have considered whether the gender difference is a true difference in depression
or whether it can be explained by artifacts such as different styles of responding to
questions, and differences in openness. These examinations have concluded that the
gender difference appears to be a true difference in the experience of depression (Gove
& Tudor, 1873; Nolen-Hoeksema, 1987; Weissman & Klerman, 1977).

Men and women have different response styles in which men distract themselves
whereas women ruminate on their depressed mood, and therefore amplify it (Nolen-
Hoeksema, 1987). One study of explanatory style (i.e., one’s style of generatinno
explanations for causes of positive and negative events) and depression in childhood
{Nolen-Hoeksema, Girgus, & Seligman, 1921) found that boys reporte d more depressed
mood than girls as well as a more ruminating, less effective explanatory style compared
to girls. Gender role socialization in early adolescence, related to the biological changes
of puberty that heighten an identity with one’s gender, is thought to produce the nbserved
reversal of these gender differences by mid-adolescence.

Another explanation for increased experience of depression among girls is
evidence that girls experience more challenges and stressors in early adolescence

(Petersen et al., 1991a; Simmons & Blyth, 1887). For example, girls are more likely than

29
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boys to go through puberty before or during the transition to secondary school. In

ERH@ D@@Uﬂﬂ@]ﬁ@@{@[@éﬂ@é@ﬂg@ﬂ%@dles have reported that parental divorce is more likely for girls than

P boys in early adolescence (e.g., Block, Block, & Gjerde, 1988; Petersen, Sarigiani, &
@59@ @ Kenn d%@%1 b). Pressure on girls to be popular and attractive may also represent an
increased challenge to them; related to this factor may be increased pressure on girls to

have sex or to at least compete in a responsive way for the attention of boys. These
pressures appear to be particularly acute for early maturing girls (e.g., Stattin &
Magnusson, 1990). Early maturing girls, especially if they lack the protection afforded by
parental supervision, are susceptible to the attentions of older adolescent boys or even
young men who may see easy sex in physically well-developed but socially
unsophisticated young adolescent girls. At some point, these girls recognize that they

have been used and feel depressed about their inability to control the situation, an effect
compounded if they also have a child to raise because of early, unprotected sex. Even
among upper-middie-class adolescents with more parental supervision and protection,

those who had experienced unwanted sexual initiation were much more likely to be
depressed as young adults (Stemmler, 1992). Sexual abuse may be a major factor in
higher rates of depression among girls and women, given the convergence of rates of

eerly sexual abuse around 20-25% (e.g., Bayatpour, Wells, & Holford, 1992; Russell,

1983) and the likelihood of depression as one outcome (e.g., Browne & Finkelhor, 1986).

Both less effective coping styles and more challenges may increase the likelihood

of depression among girls. Studies are needed that test this and other hypotheses for

the increased emergence of depression among girls compared to boys.

30
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Other risk groups. Rates of depression and depressed mood may be higher

ERK@ DQ@U%@ER@P@@@MM@m some ethnic groups or other subgroups. For example, in a review

§

of communiﬁ.}tudies of adolescent depression, Fleming and Offord {1980) reported that

@@in %f@%tudies where race was examined, black adolescents had higher rates than

whites. On the other hand, Nettles and Pleck (in press) reviewed several studies and
conciuded that although African-American youth are a greater risk for many negative
behavioral and health outcomes, rates of depressive symptoms are typically lower than
in Caucasian youth. In a study of one of the largest muitiethnic sampies of adolescents,
Dornbusch, Mont-Reynand, Ritter, Chen, and Steinberg (1991) reported that Caucasian
end Asian-American youth reported more depressive symptoms than African-American
or Hispanic-American adolescents, even after controlling for leveis of stressful life events.
Given other findings (e.g., Fitzpatrick, Fujii, Shragg, Rice, Morgan, & Felice, 1990), it is
probably wise to note Hammen's (1991) conclusion that there is no evidence for black-
white differences in depression among adults. Rates among Native American adolescents
appear to be elevated (Beiser & Atftneave, 1982; May, 1983); high rates have been
reported especially among Native Americans in boarding schools (Kleinfeld & Bloom,
1977, Kursh, Bjork, Sindell, & Nellie, 1966; Manson, Ackerson, Dick, Baron, & Fleming,
1990).

Further, adoiescents living in rural areas may be at a greater risk for depression
compared to those in urban or suburban areas (Sarigiani, Wilson, Petersen, & Vicary,
1990; Petersen, 1991; Petersen, Bingham, Stemmler, & Crockett, 1981, July), although

Hammen (1981) concludes that there are no effects of living in a city or rural area among

31
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adults. Another group at risk for increased suicide and probably depression may be gay
ERH@ D®@m§m@£@dﬂﬁmgﬁ\m@m a two- to three-fold risk of suicide (Gibson, 1989). Most of these
7 studies of spgﬁ}al groups fail to control for income level or other circumstances, thus
@@e@% %ﬂ‘gunding the results. Much more research is needed to identify whether
some groups are at greater risk than others. Such studies-would also help to pinpoint
the developmental processes involved.
Historical trends. The National institute of Mental Health Epidemioclogical
Catchment Area studies suggest historical increases in depression (Weissman, Leaf,
Holzer, Myers, Tischler, 1984). Rates of depression have increased significantly since
World War li (Klerman, 1988). Such historical changes may be especially strong with
adolescents, and may be associated with similar increases in depression, suicide, and
related problems. Although it has been speculated that these increases were effects due
only to the size and competition for resources among the "baby boom" cohort (Kierman,
1988), recent cohorts continue to show higher rates of most of these problems,
suggesting that increases are not simply due to a larger cohort of youth (Gans, Blyth,
Elsby, & Gaveras, 1980).

Summary. Although much more work is needed on the epidemiology of

depression in adolescents, existing evidence suggests increased risk of depression in
recent decades. Girls and other groups--such as Native Americans and homosexua!
youth--may have increased risk of depression but too few studies have considered

subgroup variations other than gender to permit inferences at this poii
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@ @ Related Disorders and Problems

ER @D GOmEn R@@@é}ﬁmﬂg@m@ well documented facts about depressive mood, syndromes, and
disorders Is that they often co-occur with other symptoms and disorders (Compas &
@Q@I@ammen, %@&) Co-occurence among disorders is called comorbidity. When we
refer to problems without a clinical diagnosis, problems that tend to occur together are
usually said to covary. In examining the comorbidity of disorders and the co-occurrence
of symptoms and syndromes it is essential to distinguish between studies with cormmunity
as opposed to clinical samples. Estimates of true comorbidity and co-occurrence ¢can be
obtained only from community samples, as clinical groups will be affected by a number
of sources of bias (Caron & Rutter, 1991).

In a large community-based sample, 42% of adolescents who had experienced a
depressive disorder had a comorbid disorder, a rate that was significantly higher than
expected from the base rates of the disorders and higher than the rate for adults with
depression (Rohde, Lewinsohn, & Seeley, 1991). The co-occurrence of disorders was
similar for boys and girls, except that boys were more likely to have both disruptive
disorders and depression, whereas girls were likely to have eating disorders and
depression. Comorbidity was found primarily for substance abuse in adulthood, whereas
depression was associated with a larger number of disorders in adolescence.

Awide range of disorders show high rates of comorbidity with depressive disorders
in adolescence. For exampls, the comorbidity of anxiety disorders is estimated at 30%
to 70% (Kovacs, 1890). The overlap between depression and conduct disorders is also

high, estimated at 20% to 35% in children and adolescents (Kovacs et al., 1984, Kovacs,
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Paulauskas, Gatsonis, & Richards, 1988). Further, a high incidence of personality
0 T ssqan

Hurt, Corn, & Aronoff, 1984, Yanchyshyn, Kutcher, & Cohen, 198€).

:,:; S%m@reported among depressed adolescent patients (Clarkin, Friedman,

“ S
@P@@ 4 A&é roportion of suicide attempters are depressed, at least after the attempt
4

{(Rotheram-Borus & Troutman, 1988; Spirito, Overholser, Ashworth, Morgan, & Benedict-
Drew, 1988). Depressed mood appears to be a strong predictor of suicidal ideation (or
thoughts) (Kandei, Raveis, & Davies, 1991; Lester & Miller, 1990). Atthough 83% of youth
with suicidal ideation show signs of depression (Carlson & Cantwell, 1982), the ratio of
depressed to depressed suicidal adolescent males has been estimated as 660:1 (Shaffer
& Bacon, 1989). Depressed mood, drug use, and suicidal ideation are strongly related
(Block & Gjerde, 1990; Kandel et al., 1991; Levy & Deykin, 1988). Conduct disorders
{and especially impulsivity), depression, and substance use disorders together predict
frequency and lethality of suicide attempts (Frances & Blumenthal, 1988). Further
examinatiori is needed of the causal processes linking substance use, impulsivity,
depression, and suicide.

Eating disorders and substance abuse also frequently co-occur with clinical
depression {Attie, Brooks-Gunn & Petersen, 1890; Katon, Kleinman, & Rosen, 1982;
Rivinus et al., 1984). Similarly, extreme weight and eating concerns aiso covary with
depressed mood {Post & Crowther, 1985; Richardls, Boxer, Petersen, & Albrecht, 1990,
Rosen, Gross, & Vara, 1987). At least in giris, poor body image may lead 1o eating
disorders, and then to depression. Again, however, the developmental sequence needs

further clarification.
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anxiety of the medical iliness causing the depression. It also seems possible that
@D@@e 4 Aigo%ﬁ@y) make one vuinerable to medical illness through disruption i health
related behaviors and/or through common underlying biological pathways in degression
and some forms of physical iiness.

Depression may cause other problems through its effects on interpersonal
functioning (Hammen, 1891). Deficits in interpersonal functioning among depressed
individuals are thought to produce poor relationships between parent and child as well
as with romantic partners. This hypothesis seeks to explain the three-fold elevation of
pregnancy among school-aged girls with depressive symptoms (Horwitz, Klerman,
Sungkuo, & Jekel, 1991). These girls tended to have poor relationships both with their
mothers and with their partners; their deficits in interpersonal functioning may have limited
their capacity to negotiate a sexual relationship and may also have left them vulnerable
to feelir.gs of loneliness, increasing the attractiveness of having a baby to love. As
discussed earlier, a history of sexual abuse may be the underlying factor in this pattern.

In summary, depression and depressed mood are related to a broad spectrum of
other disorders and problems in adolescence. Whether depression causes these
problems or the other disorders, or whether other problems cause depression remains

to be clarified. There is some evidence for both directions of causation.
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Developmental Processes: Risk and Protective Factors
ERH@ D@@UMH]]@HT R@pﬁ@dﬂ@i@@ Sm@@earch document the challenges of adolescence (e.g., Feldman &

o Elliott, 1990; Petersen, 1988a), a phase of life characterized by change in every aspect

@g@@f 2&2@ velopment as well as in every major social context (e.g., Petersen et al.,
1991a). The biological changes of puberty as well as the sacial changes related to the
move from elementary to middle or junior high school may be considered primary, with
other changes derived from one or both of these. For éxample, puberty affects body and
self image as well as how the adolescent is seen by others. Similarly, the move to a
larger secondary school atfects the peer group and friendships.

Like other phases of the life course, adolescence also includes experience of
stressful life events, with some likely to be more frequent or stressful at this age
(Camarena, Sarigiani, & Petersen, 1990). For example, school changes are more
frequent in adolescence and parental divorce may have stronger impact on some aspects
of development at this age {e.g., romantic relationships). Thus, the extent of potentially
difficult changes in adolescence predicts increased psycholagical difficulty. Depression
stands out among the psychological problems of adolescence, both for its significance
for adjustment during the adolescent years and its long-term effects on psychological
functioning in adulthood.

Biological Processes
Among adults, there is evidence that biclogical dysregulation occurs with

depressive episodes (Akiskal & McKinney, 1873; Shelton, Hollon, Purdon, & Loosen,

1991). The search for clear biological markers of depression in adolescence is in its early
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stages, and the findings to date have been inconclusive. For example, unlike adutis who

TR0 Dormeg

P Ryan, 1885), @me studies have found that depressed children and adolescents tend to

@M@ cortisol when depressed (Asnis et al., 1985; Sachar, Puig-Antich &

K @D@@e%a%e%q\%msol {Dahl, Ryan, Puig-Antich, Nguyen, al-Shabbout, Meyer, & Perel, 1991;
Kutcher & Marton, 1989). On the other hand, it appears that the sleep onset mechanism
isimpaired in some depressed adolescents, as evidenced by decreasing grcwth hormone
secretion, increasing cortisol, and increasing the time until sleep in suicidal depressed
adolescents (e.g., Dahl, Ryan, Williamson, Ambrosini, Rabincvich, Novacenko, Nelson,
& Puig-Antich, 1992). Further attention needs to be given to differences among
subgroups of depressed adolescents and to the timing of biological measures (e.g., sleep
onset vs. 24-hour averages).

Genetic factors are also implicated with depression. Affective disorders tend to run

in families (Andreasen, Endicott, Spitzer, & Winokur, 1977; Gershon et al.,, 1982,
Weissman et al., 1984). Identical twins are four to five times more likely than fraternal

twins to show concardance for major depression (Kendler, Heath, Martin, & Eaves, 1986;
Wender et al., 1988). The genetic loading for childhood and adolescent depression may

be higher than that for depression whose onset occurs in adulthood, although additional
research is needed to examine genetic and environmental contributions (Puig-Antich,

1987; Strober et al., 1988). It also appears that earlier onset of depression is predictive

of more frequent and severe depressive episodes {Kovacs et al., 1984a; Strober, 1983).

f Most family studies have failed, however, to disentangle genetic and environmental

l processes that may predispose offspring of depressed parents to depressive qutcomes.
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Psygholo ical Factors
ERE@ D@@HM@M Rﬁp@u@@thﬁ@&@@earller negative body image is thought to lead to depression and

. eating dlsordeiﬁ (Attle & Brooks-Gunn, 1991; Post & Crowther, 1985). Low self-esteem

9

@%@2?3 fé\j to depression (Harter, 1980; Renouf & Harter, 1990). Anxiety typically

precedes depression, suggesting a causal role (Finch et al., 1983; Kovacs, 1890, Suomi,
1991). The psychological processes related to depression may be different for boys and
girls; in one study, boys who were depressed at 18 years of age were aggressive, self-
aggrandizing, and had poor impulse control in pre-school, whereas depressed 18-year-old
girls were overcontrolled and inhibited in pre-school (Block, 1991).
Coanitive Factors

Adolescents show dramatic increases in cognitive ability and reasoning capacity
(Graber & Petersen, 1991; Keating, 1890). This increased capacity to reflect on the
devsloping seli, and the future, is thought to play a role in the possibility of experiencing
depressed mood. Hamrﬁen (1880) outlined three general approaches to research on
cognitive vulnerability 1o child/adolescent depression, including information processing
models, depressive attributional style, and self-controt cognitions. Thers is evidence of
differences between depressed and non-depressed adolescents in each of these aspects
of cognition; however, the role of cognitive processes as causal factors in depression is
far from clear. For example, children and adolescents who attribute negative events to
internal, stable, and general (rather than speciiic) causes are more likely to be depressed
(Kaslow, Rehm, & Siegel, 1884), A recent longitudinal study indicates that atiributions

may emerge as important correlates or predictors of depressive symptoms in later
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child and rly, adolescence but are unrelated to depressive symptoms in childhood
ER/FD@@HWI a: ﬂ@rgus & Seligman, 1992). Further longitudinal research is needed
\// to dlarify the tworal relations between cognitive processes and depression.
aaesscon
Having a depressed parent is a major risk factor for depression in childhood (see
reviews by Downey & Coyne, 1990; Hammen, 1991). Offspring of depressed parents are
maore likely than children of healthy parents to experience perinatal complications,
cognitive impairments in infancy, school problems, peer problems, and high rates of
depressive disorders as well as other psychiatric disorders and problem behaviors. Both
genetic and psychosccial processes are likely to be involved with these outcomes.
Multiple mechanisms appear to be involved in the transmission of depressive
disorders from parents to their children. These include genetic predispesition (Weissman,
1980), emotional unavailability of parents (Lee & Gotlib, 1991), dysfunctional parent-child
interactions (Burge & Hammen, 1991), and marital conflict (Downey & Coyne, 1990). Low
family cohesion and expressiveness (e.g., Freidrich, Reams, & Jacobs, 1982, Reinherz,
Stewart-Berghaur, Pakiz, Frost, & Moeykens, 1989) as well as family conflict (e.g.,
Carltori-Ford, Paikoff, & Brooks-Gunn, 1991) are associated with depressive symptoms
in children. Parental divorce also appears to ampilify behavioral disturbances and
depression in adolescents (Block et al., 1986; Cherlin et al.,, 1991; Sarigiani, 1980).
Marital discord and economic hardship lead to higher incidence of depression in

adolescents {Asarmov & Horton, 1990; Lempers & Clark-Lempers, 1990).
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Peers

EMC D@@MM@H R@pﬁ@@ﬁl@@g@m&lm@ is related to depression and depressive symptoms (Jacobsen,
2 Lahey, & Strws 1983). Among young adolescents in one study, less closeness with
@3@@@3 % Agr@@ess contact with friends, and rmore rejection experience contributed to
increases over time in depressive affect (Vernberg, 1990). Conversely, being depressed
appears to contritute to poor relationships. There is some evidence that poor peer
relationships constitute a risk factor for depression in early adolescence, but good peer
relationships at this age do not appear to provide a protective influence Later in
adolescence, close peer relationships do appear to be protective, particularly when parent
relationships are impaired in some way (Petersen et al., 1991b; Sarigiani, 1990). Poor
peer relationships in adolescence are among the strongest predictors of adult disorder

(Sroufe & Rutter, 1584).

School Factors

The course grades of both boys and girls appear to decrease over adolescence
(Schulenberg, Asp, & Petersen, 1884; Simmons & Blyth, 1987). Although some part of
this decline is due to increasingly difficult grading practices as students move from
elementary to secondary schonl, depression also may play a role. In one study (Ebata
& Petersen, 1992), boys who were depressed and who engaged in minor delinquent
activities had sharp grade declines relative to those who were only depressed or only
delinquent. Boys with no depressive episodes and no delinquent activities showed stable
achievement over the course of adolescence. Interestingly, there was no relationship

hetween depression and achievement for girls.
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Daily Stress and Stressful Life Events

ERHC DMMM@M R@pmu@@ﬁ@m@e of difficult changes or challenges in adolescence appears {0 predict

o,

0

inreased d rﬁessed affect. Parental divorce is one such change whose effects were
dzfzgge@%%ier. As another example, both boys and girls who went through puberty
before or at the same time as a move from elementary to secondary school reported
more depressed affect than adolescents who went through puberty after their school
transition; interestingly, the effects of becoming pubertal prior to changing schools
increased over the course of adolescence so that the differences in depressed affect were
more pronounced by the end of high school (Petersen et al., 1991b).

Studies show, however, that daily stressors mediate the association between major
stressful events and psychological symptoms (Wagner, Compas, & Howell, 1988). Major
life events appear to exert their effects on psychological well-being by creating daily
stress, and by weakening resources (Compas, Howell, Phares, Williams, & Ledoux 1989).
Depressed adolescents report more acute and chronic stressors than youth with conduct
disorder, with rheumatic disease, or healthy youth with a number of life stressors; in
addition, depressed adolescents report fewer social resources (Daniels & Moos, 1990).
Developmental Trajectories

Atpresent, several developmental pathways appear plausible for depression during
adolescence. For example, environmental events may trigger biological dysregulation
through dysregulation in the social fabric of an individual's life (Ehlers, Frank, & Kupfer,
1988). Alternatively, depression might result from a series of avents and processes,

including genetic susceptibility, biological insults, temperament and other individual
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characteristics, environmental events, developmental changes, and coping responses
EM@ D@@MME@@M@@E Sﬁmﬁgual. Biclogical changes might serve to heighten and maintain the

> psychological distress experienced by a depressed individual (Whybrow, Akiskal, &

k4 @D@@cziﬂg@%) A third causal pathway for depression might be chronic or extreme
stresses that become difficult and overwhelming for the individual. The death of a loved
one or growing up with a depressed parent both constitute strong risk factors for
depression. Some dysfunctional processes involve the perpetuation of interpersonal
deficits and depression across generations (Hammen, 1991).

Once on a depressed trajectory in development, an individual appears more likely
to stay on this course because of the tendency to withdraw from the very social supports
that can minimize negative effects. These effects are likely to be especially devastating
to a developing adolescent. Imagine a thirteen-year-old, hospitalized for depression
following the death of a parent. The hospitalization removes the adolescent from the peer
group and school; family members are likely to visit, but the context is certainly not the
same as home. This adolescent not only experiences unusual and perhaps stigmatizing
treatment, but is likely to miss important developmentat experiences, especially at school
and with peers. The return to these contexts after hospitalization is likely to be very
difficult. The divergence from the normal developmental pathway in adolescence during
treatment for depression may cause, or perhaps reinforce, a more isolated, depressed
approach to life. Research is needed that examines the effects of treatment, and
especially ways to minimize possible negative effects. Further, the identification of

developmentally supportive treatments is needed.
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Good relationships with parents, and by mid-adolescence with peers, appear to

EM@ D@@WR@@@@W@S@%% stressful life events. Children of depressed parents may not

\/ experience thes%wotective relationships, thus exacerbating any genetic vulnerability that
@D)@@y Z@S @%ﬁ treatment of or intervention with these children is crucial.

Approaches to Intervention: Treatment and Prevention of Adolescent Depression

Treatment of Adolescent Depression

Pharmacotherapy.  Building on research with adults, several varieties of
psychoactive medications have been evaluated as treatrents for adolescent depression.
The characteristics and results of both open trial (uncontrolled) and placebo controlled
studies on the eflicacy of pharmacotherapy for adolescent depression are summarized
in Table 8. The results of these studies fail to support the efficacy of pharmacotherapy
for adolescent depression. That is, in the only two double blind placebo controlled
studies the treatment and placebo groups did not differ significantly after treatment.
Further, there are reports in the clinical literature of sudden and unexplained deaths of
children and adolescents who were treated pharmacologically for depression (Geller,
18981; Riddle et al., 1991). Given the efficacy of these treatments with adults, researchers
have speculated on tha reasons for the lack of results and perhaps negative effects. The
possibilties range from the different biological substrate of adolescents to the possibility
that adolescent depressives have more serious forms of depressive disorders because

of earlier onset and high rates of comorbid disorders such as anxiety.
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Psychosocial and psychotherapeutic treatments. Psychosocial and

ERK@ MM@@J%@M@)@M@Q@ET@@W@nterventions in the treatment of adolescent depression include

& cognitive-berﬂ}iorai therapy (Lewinsohn, Clarke, Hops, & Andrews, 1890),

@@p%ggd%@%ically-oriented therapy (Bemporad, 1988), family therapy (Lantz, 1986),
social skills training (Fine, Forth, Gilbert, & Haley, 1891), and supportive group therapy
(Fine et al., 1991). Table 7 compares the effectiveness of various forms of
psychotherapeutic and psychosocial interventions with other interventions or wait-list
controls. The three studies that included no treatment control groups all provide some
confirmation that depressed mood or, in one case, depressive disorders, can be
sigrificantly reduced through treatment (Kahn, Kehle, Jenson, & Clark, 1990; Lewinsohn
et al., 1990; Reynolds & Coats, 1986). Improvement, with large effects, was found on
self-report measures of depressive symptoms. There was also some evidence that thess
gains In reductions in depression were maintained over longer periods of time.
Surprisingly, no evidence has been found for the superiority of any one form of
psychological treatment over another. These studies also suggest that treatment effects
are not limited to depressive symptoms; significant reductions have also been found in
anxiety symptoms (Lewinsohn et al., 1990; Reynolds & Coats, 1986).

No research has yet integrated the effects of pharmacotherapy and psychotherapy
for depressed adolescents. Attention to individual differences in response to treatments
as well as to the overall effectiveness rates of these interventions appears to be a more
productive avenue for research. [t would be useful to know whether there are subgroups

who show different responsiveness to pharmacologic versus psychosocial treatment.
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Preventlon of Adolescent Depression

MS@IW@@ high rates of depressed mood, depressive syndromes, and

depressive disorders that occur during adolescence, it is clear that treatment efforts will

7

dg@@ﬁeémﬁg @ﬁ%em to meet the full needs of the population. Professional resources are
inadequate to meet these needs, both in terms of the limited number of trained, available
professionals and in terms of barriers t0 access to treatment that are confronted by
adolescents, especially adolescents living in poverty. Therefore, prevention of the
spectrum of adolescent depressive problems is of paramount importance if the needs of
the largest number of adolescents are to be met.

Prevention of adolescent depression can take two forms. First, preventive services
can be delivered to entire populations of adolescents based on the assumption that all
adolescents are at some risk for experiencing at least depressed mood, if not for the
development of depressive disorders. The assumption behind such programs is that all
adolescents are exposed to sources of risk for depression, such as stressful life
experiences, and that enhancing their ability to respond adaptively to these risk factors
will reduce the incidence of depression in the population. This approach further assumes
that depressive symptoms exist on a continuum and that subclinical levels of depressed
mood or negative affect may serve as markers of increased risk for the development of
depressive disorders. By reducing depressed mood in the population, the overall risk for
depressive disorders may also be reduced. Second, adolescents who have been
exposed to some identifiable risk factor can be selectively targeted for preventive efforts.

Most importantly, adolescents whose parents are clinically depressed are known to be
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at increased risk for depressive disorders as well as other problems compared to the

ERH@ D®@UM@MWE®M@%S@%@@ Services can be delivered selectively to those at greatest risk and in

greatest need.
e o
@@ 4 4g)f’_ﬁ@%ﬁon-wicizu::re_\aentiQt:|_::ﬁ:t_»::ma_r:r:gs. in spite of the promise that broad-based

preventive interventions could contribute to reduction in the incidence of depression, no
controlled (i.e., with appropriate comparison samples) evaluation studies of such
programs have been published. The ongoing research of Petersen and colleagues
(1288b) promises to provide the first such data concerning the effects of a preventive
intervention for young adolescents.

Broadly focused programs designed to promote social competence and problem
solving skills also have relevance for the prevention of depressive mood and symptoms
at the population level (Weissberg, Caplan, & Sivo, 1989). This general family of
interventions has been designed to teach the social competencies and life skills needed
by adolescents to foster positive social, emotional, and academic development. Although
problem-solving interventions have been found t¢ influence a wide variety of outcomes,
measures of depressed mood, syndromes, or disorders have not been included in
evaluations of these programs. Assessment of depression will be an important criterion
to include in future evaluations of social competence promotion programs.

Although there are few prevention programs targeting depression specifically, a
number of preveﬁtive interventions have been developed to address stressors and
problems that may be linked to depression. For example, several programs have been

developed to assist adolescents in coping with the stress of divorce (see Grych &
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Diagnosis’ Treatment [ Design I Controls I Results?
ugas et al. 80 40 male 8-19 None Mianserin Open fixed None Significant effects on
N 985) @y 40 female years dose each of four separate
@ qu criteria
0 443
Ryan et al, 34 17 male 10-17 MDD, RDC Imipramine Open fixed None 44% improved; MDD
(1986) 17 female years criteria dose only responded better
than MD and Anxiety
Disorder
Ryan et al. 23 11 male 11-18 MDD, RDC MAOLI with Open None 74% fair or good clinical
(1988) 12 female years criteria or without response regardless of
TCAs dietary compliance
57% fair or good clinical
response with dietary
compliance
Geller et al. 52 25 male 12-17 MDD, RDC Mortriptyline  Fixed dose Double Only | active responder
(1990) 27 female years and DSM -111 blind of 12 who completed
criteria treatment
Strober et al. 35 1] male 13-18 MDD, RDC Imipramine Open fixed None 30% improved
(1990) 24 female years and DSM- 111 dose
criteria
Boulos et al. 30 Both males 15-20 MDD, DSM-  Desipramine  Fixed dose Double 50% (n.= 15) of
(1991) and females years 111 criteria Placebo blind medication group and
Number not controlled  Placebo 33% (n = 10) of placebo
specified group shared improvement
Placebo
washout
phase
1. MDD=Major Depressive Disorder; RDC=Research Diagnostic Criteria
2. MD=Mood Dis_o{;\der im
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Yable 7
i f Psychological Interventions for Adolescent Depression
W% | Sex I Age J Diagnosis’ | Treatment? Design Controls I Results
Reynolds & q/ 30 11 male M=15.7 None CBT Random Wait-list Significant decreases on self -
Q@Coms (1986) f\@ 19 female  years reports of depressive
Fb Relaxation symptoms for both CBT and
relaxation at post-treatment
and 5-~week follow-up
Relaxation group reported
less anxiety than controls but
did not differ from CBT
post-treatment
Kahn et al. 68 33 male 10-14 None CBT Random Wait-list Al treatments showed
{1990) 35 female  years improvement on self -reports
of depressive symptoms
Relaxation relative to controls
Self -
Modeling
Lewinsohn 59 28 male M=16.1 MDD Random Wait-list Significant reductions for
et. al. {19901 31 female  vyears DSM-I11 Adolescent both treatment groups
and RDC CBT relative to controls in
criteria for diagnoses of depression and
depression in self-reports of depressive
Adolescent and anxious symptoms
and parent
CBT
° Fine et. al. 66 11 male M=15 MDD and Support Quasi- None Equal gains on self-reports
- (1991) 55 female years Dysthymia  Group random of symptoms for both
DSM-III-R treatment groups at 9 month
criteria Social Skills follow up
Group

1. MDD=Major Depressive Disorder; RDC=Research Diagnostic Criteria
2. CBT=Cognitive Behavior Therapy
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Fincham, 1992, for a review). Although the effects of these programs have been reported

:i)r@,-;‘l ptoms and other internalizing problems, measures of depressed

2 affect or symptoms have not been included.

@ 4 5] %@én rograms for adolescents at risk for depression. Although population-
wide interventions may provide some level of protection against sources of risk for
depression for many adolescents, others may be exposed to conditions and
circumstances that present a more profound risk for the devetopment of depressive
syndromes and disorders. The basic skills that can be taught in broadly-focused
programs described above may not be sufficient for individuals faced with heightened risk
for depression. Secondary preventive services can be directed to those groups who are
identified on the basis of a marker of their increased risk.

Compelling evidence has been summarized above indicating that the single most
powerful source of risk for adolescent depression is the presence of a depressive
disorder in a parent (Downey & Coyne, 1990; Fendrich, Warner, & Weissman, 1980;
Phares & Compas, 1982). The diagnosis of depression in parents serves as a distinct
marker of the need for either a preventive or treatment-oriented intervention for the
offspring of these individuals. It would not be an overstatement to say that the need for
services for children of depressed parents as closely approximates a prescriptive
recommendation as can be found in the mental health professions. Further, the incidence
of major depressive disorders in offspring of depressed parents increases substantially
during adolescence, indicating that young adolescents whose parents suffer from

depression are a group in particularly high need of services (Beardsles, 1880). Initial
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steps have been_taken in the development of preventive interventions for depressed
l;::'-Q @l@ﬁlgﬂi@%ﬁmmes by Beardslee and colleagues (Beardslee, 1250, Beardslee et al.,
1992; Beardslee & Podorefsky, 1988). The intervention is guided by research ~n the
char%tqgﬁ%s of adolescents who have displayed resilience in the face of depressive

disorders in their parents.

Integrating Treatment and Prevention Eﬂ‘orts

Unfortunately, the resources to support mental health services in the United States
are limited and fall far short of the economic and human resources needed to address
mental health problems. It is even more unfortunate that limits on these resources have
contributed to conflict among rental health professionals regarding the best way to
expend these limited resources. In particular, battle lines have been drawn by proponents
of prevention and those who favor treatment {Albae, 1882).

With regard to adolescent depression, the battle between proponents of prevention
and treatment is one that we cannot afford to fight. Services aimed at allaviating the pain
and misfortune associated with depression during adolescence must reflect a broad sffort
to provide coordinated prevention and treatrment programs. This position is based on the
assumption that no one approach to providing services for adolescent depression will be
sufficient to address the problem. While we fully expect that primary prevention programs
will be able to reduce levels of depressed mood and deter the development of more
severe forms of depressive syndromes and disorders, they will not provide a sufficient
dose to interrupt the development of depression in a substantial portion of the poputation.

The addition of secondary prevention programs aimed at high risk groups should provide

50



aeCO@d net to catch and help many adolescents who, because of exposure to high risk

ERH@ D@@Mﬂﬂl@ﬂi a@pm W@@gﬁwﬁ as parental depression, conflict, or divorce, were not helped by

& primary preventive efforts. Finally, treatment programs will rem.in & necessity because

cents who are exposed to conditions of profound risk will not be able to gain

access to secondary prevention services to prevent the onset of more serious depressive
disorders. Moreover, the majority of adolescents may have insufficient access to
treatment services (Keller, Lavori, Beardslee, Wunder, & Ryan, 1991}.

Primary prevention programs at the population Jevel, secondary prevention services
for high risk groups, and treatment for adolescents who manifest severe forms of
depressive disorders must be delivered in a coordiriated, sequential fashion. Evidence
is accumulating to indicate that interventions at all three of these Jevels need to address
dysfunctional cognitive processes, skills for coping with acute and chronic stress, and
strategies to deal with interpersonal relationships and problems. If these themes are
addressed in primary and secondary prevention programs as well as in treatment, they

waould contribute to the development of a core set of competencies for all adolescents.

The foundation for these skills would be laid in a preventive intervention delivered at the
population level {Petersen, 1988b). Further development of these competencies could
than be pursued in secondary prevention programs for adolescents whose parents are
suffering from clinical depression or other sources of risk (Beardslee, 1980). Finally, for
those adolescents who warrant further intervention, these same skills would continue to

be the target in psychotherapeautic interventions (Lewinsohn et al., 1880). Continuity of
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this ty&e across interventions could enhance the effects of our efforts to alleviate
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j@@ﬂ;&@ﬂ@@im at each step in the developmentu: process.

Implications for Research Policy

Several inferences follow from the nature of the research that we discovered in our
review. First, most of the studies classified under "adolescent depression” are based on
clinical populations and use diagnostic measures. Second, a high percentage of studies
published since 1987 focus on children of depressed parents. Third, most of these
studies consider depression as an outcome of other conditions or influencas while only
a few examine depression as a cause, for example, of suicide or poor school
achievement. Fourth, we could find few studies that examined protective factors; of note,
individual factors were more likely to be considered only as risk factors whereas social
influences provided most of the instances of protective factors (but social influences were
more likely to be construed as risky than protective). Finally, the current literature
provides little basis for differentiating processes isading to depressive disorder, depressed
mood, self-esteem, and other problems such as drug abuse or conduct disorders.

Although the large quantity of existing research on adolescent depression may
suggest that no additional funding is needed to stimulate work in this area, past research
has been concentrated in only some of the key areas. Most notably lacking are studies
that integrate biological and social processes in the etiology of depression during

adolescence. (And, as many have argued, understanding the stiology of depression at
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adolescence would be tantamount to understanding the etiology of depression.) Also

EM@ D@@H@E@ H@m W@@: examine whether there are different causes of clinical depfession.

7 of depressed @c&od, and of milder unhappy states such as poor self-esteem or general
ég@@n%%e@;\ Both the biological studies and the familial studies of clinical depression
have identified information that differentiates bipolar from unipolar outcomes, but they
have not extended this work to clinical samples. Conversely, studies of psychosocial
processes tend to use non-clinical sampies and lack diagnostic methods. As this review
demonstrates, sufficient research exists to formulate clear hypotheses that begin to clarify
now depression, in all three forms, develops.

Similar observations result from curre tintervention research. Although the studies
of biclogical treatments rigorously pursue the specific neurobiological processes involved,
nonbiological treatment studies are less clearly based in theories about process.
Intervention studies could illuminate understanding of eticlogy if well conceptualized and
designed.

Having depressed parents is the most consistent risk factor for adolescent
depression. Although growing up with a depressed parent presents an enormous risk
for the development of depression and other disorders in offspring, not all children of
depressed parents display dysfunctional patterns of development. Therefore, comparison
between siblings within famiiies of depressed parents is an important avenue for future
research. Comparisons among siblings whose parents are depressed may offer clues

to the non-shared characteristics of family environments and genetic factors which either

increase the risk for disorder or protect children from disorder in these families. Further,
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ER @D dat oft typ should be useful in constructing interventions for families with depressed
@@Mﬁﬂl@ﬂ

@W I

could provide Information ebout both risk and protective factors for
/ adolescent dWsmon
7
@&@@&% for Program Poiicy

A major implication emerging clearly from the existing research on adolescent

depression is that children in families with depressed parents are at significant risk for
developing depression and cther psychopathological problems. Treatment programs for
depressed parents must consider treatment for their children. Without such an approach,
programs treating adult depression are only treating part of a problematic family dynamic
and ignore the signiﬁcar:t effects on offspring.

The possibility that phamacological treatments may work differently with
adolescents than adults has significantly illuminated the nature of the processes involved
across the life course in depression. 1t is important that information about the differences
in pharmacological treatment of adolescent versus adult depression be communicated to
clinicians. Specifically, clinicians should exercise caution in prescribing pharmacoiogical
treatments for depression in adolescence.

If, like diabetes, depression is triggered by situational factors and exacerbated by
biological vulnerability, significant opportunity exists for multiple levels of preventive
intervention. For example, life skills training programs show promise of providing coping
skills to enable young people to deal with situations that might precipitate depression.

Such programs would be especially important if the challenges of adolescence have
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increased relative to earlier historical times. Any efforts that reduce morbidity among
ERH@ D@@MM@@&Q@E@M@M@@E important to pursue as a policy matter.
Another major programmatic implication is the comorbidity of disorders and
Q@@@covaﬁigtmg\%ong adolescent problems. These resuits suggest that categorical and
single problem focused interventions are inappropriate. Instead, multivariate, peison-
focused, comprehensive approaches are likely to be more effective with adolescent
depression.
Implications for National Policy
At the national level, consideration should be given to the reorganization of
research funding. The United States Congress Office of Technology Assessment (OTA)
report (1981) on adolescent health highlighted the low national priority accorded to
depression research and treatment. The report documented significant challenges
confronting adolescents. The three major options described in the OTA report would also
benefit research and programs related to adolescent depression: (1) improve US
adolescents’ access to health services, (2) restructure and invigorate federal efforts to
improve adolescent health, and (3) improve adolescents’ environments. Specific
strategies are identified in each of these areas. Further, the report provides specific
options related to menta! health problems. All these approaches would make major
contributions to our understanding, prevention, and treatment of adolescent depression.

Adolescent depression is a major, pervasive, and perhaps increasing problem. A

sufficient knowledge base now exists to guide action, including prevention and treatment
efforts. Significant morbidity of adolescence and adulthood could be ameliorated by

attention to adolescent depression.




@@Rg

A0 Thpmnagh

References

“St‘\l[ Edelbrock, C. S. (1981). Behavioral problems and competencies
reported by parents of normal and disturbed children aged four through sixteen.
Monographs of the Society for Research in Child Develobment, 46, No. 1.

7 —r

(Qﬂ@@ @chenbach@@% (1991a). integrative guide for the 1991 CBCL/4-18, YSR, and TRF
s Burhngton VT: University of Vermont, Department of Psychiatry.

Achenbach, T. M. (1991b). Manual for the Child Behavior Checklist and 1991 Profile.
Burlington, VT: University of Vermont, Department of Psychiatry.

Achenbach, T. M. (1991c). Manual for the Teacher’s Report Form and 1991 Profile.
Burlington, VT: University of Vermont, Department of Psychiatry.

Achenbach, T. M. (1991d). Manual for the Youth Self-Report and 1991 Profile. Burlingtor,
VT. University of Vermont, Department of Psychiatry.

Akiskal, H. S., & McKinney, W. T., Jr. (1973). Depressive disorders. Toward a unified
hypothesis. Science, 182, 20-29.

Albee, G. W. (1982). Preventing psychopathology and promoting human potential.
American Psychologist, 37, 1043-1050.

Albert, N., & Beck, A. T. (1975). Incidence of depression in early adolescence: A
preliminary study. Journal of Youth and Adolescence, 4, 301-307.

Allgood-Merten, B., Lewinsohn, P. M., & Hops, H. {1990). Sex differences and adolescent
depression. Journal of Abnormal Psychology, 99, 55-63.

American Psychiatric Association (1987). Diagnostic & statistical mapual of mental
disorders (3rd ed. rev.). Washington, D.C.: American Psychiatric Association.

Andreasen, N. C., Endicott, J., Spitzer, R. L., & Winokur, G. (1977). Family history method
using diagnostic criteria. Archives of General Psychiatry, 34, 1223-1229.

Asarmov, J. R., & Horton, A. A. (1990). Coping and stress in families of child psychiatric
impatience: Parents of children with depressive and schizophrenia spectrum
disorders. Child Psychiatry and Human Development, 21, 145-157,

Asnis, G. M., Halbreich, U., Rabinovich, H., Ryan, N. D., Sachar, E. J., Nelson, B., Puig-
Antich, J., & Novacenko, H. (1985). The cortisol response to desipramine in

endogenous depressives and normal controls: Preliminary findings. Psychiatry
HResearch, 14, 225-233.

56

[V




SR

Athe l., &Brooks-Gunn J. (1991). Developmental issues in the study of eating disorders.

EM@D R -«.“ i er, S. E. Hobfoll, M. A. P. Stephens, & D. L. Tennebaum (Eds.), The
(i M@H @p o imia: The individual and familial context (pp. 35-58). Washington,
C: Hemisphere Publishers.

r@ Attie, 1. unn J., & Petersen, A. C. (1990). A developmental perspectiva on
@ 4 Aﬁ@msorders and eating problems. In M. Lewis & S. Miller (Eds.), Handbook o¢f

lopmental psychopathology (pp. 408-420). New York: Pienum Press.
Bayatpour, M., Wells, R. D., & Holford, S. (1992). Physical and sexual abuse as predictors
of substance use and suicide among pregnant teenagers. Journal of Adolescant
Health, 13, 128-132.

Beardslee, W. R., & Podorefsky, D. (1988). Resilient adolescents whose parents have
serious affective and other psychiatric disorder: Thz importance of self-
understanding and relationships. American Journal of Psychiatry, 145, 67-69.

Beardslee, W. R. (1990). Development of a clinician-based preventive intervention for
families with affective disorders. Journal of Preventive Psychiatry and Allied
Disciplines, 4, 39-61.

Beardslee, W. R., Hoke, L., Wheelock, |., Rothberg, P., van de Velde, P. & Swatling, S.
(1992). Inttial findings on preventive interventions for families with parental affective
disorders. American Journal of Psychiatry, 149, 1335-1340.

Beiser, M., & Attneave, C. M. (1982). Mental disorders among Native American children:

Rate and risk periods for entering treatment. American Journal of Psychiatry, 139,
193-198.

Bemporad, J. R. (1988). Psychodynamic treatment of depressed adolescents. Journal o
Clinical Psychiatry, 49, 26-31.

--n

Bernstein, G. A. (1991). Comorbidity and severity of anxiety and depressive disorders in
a clinic sample. Journal of the American Academy of Child and Adolescent
Psychiatry, 30, 43-50.

Bird, H. R., Canino, G., Rubio-Stipec, M., Gould, M. S., Ribera, J., Sesman, M,
Woodbury, M., Huertas-Goldman, S., Pagan, A., Sanchez-Lacay, A., & Moscoso,
M. (1988). Estimates of the prevalence of childhood maladjustment in a community
survey in Puerto Rico. Archives of General Psychiatry, 45, 1120-1126.

Block, J. (1991, April). Self-esteem through time: Gender similarities and differences.
Paper presented at the 1991 biennial meeting of the Society for Research in Child
Pevelopment, Seattle, WA.

57
7




%@R (P

Block, J. H., Block, J., & Gjerde, P. F. (1986). The personality of children prior to divorce:

R et ReqREGAT S Y- < Devslopment, 37, 827-540.

Block, J., & Gjerde, P. F. (1890). Depressive symptomatology in late adolescence: A
longitudinal perspective on personality antecedents. in J. E. Rolf, A. Masten, D.

\/ Cicch&K. Nuechterlein, & S. Weintraub (Eds.), Risk and protective factors_in the
] :‘lh?- ent of psychopathology (pp. 334-360). New York: Cambridge University

Boulos, C., Kutcher, S., Marton, P., Simeon, J., Ferguson, B., & Roberts, N. (1891).
Response to desipramine treatment in adolescent major depression.
Psychopharmacology Bulletin, 27, 53-85.

Boyle, M. H,, Offord, D. R., Hofmann, H. G., Catlin, G. P., Byles, J. A., Cadman, D. T.
Crawford, J. W,, Links, P. S., Rae-Grant, N. l., & Szatmari, P. (1887). Ontario Child
Health Study. |. Methodology. Archives of General Psychiatry , 44, 826-831.

Browne, A., & Finkelhor, D. (1986). Impact of child sexual abuse: A review of the
research. Psychological Bulletin, 98, 66-99.

Burge, D., & Hammen, C. (1991). Maternal communication: Predictaors of outcome at
follow-up in a sample of children at high and low risk for depression. Journal of
Abnormal Psychology, 100, 174-180.

Camarenag, P. M., Sarigiani, P. A., & Petersen, A. C. (1990). Gender-specific pathways to
intimacy in early adolescence. Journal of Youth and Adolescence, 19, 19-32.

Carlson, G. A., & Cantwell, D. P. (1982). Suicidal behavior and depression in children and

adolescents. Journal ofthe American Academy of Child and Adolescent Pgychiatry,
21, 361-368.

Carlton-Ford, S., Paikoff, R. L., & Brooks-Gunn, J. (1881). Methodological issues in the
study of divergant views of the family. In R. L. Paikoff (Ed.), New directions for child

development: Shared views in the family during adoiesgence (pp. 87-102). San
Francisco: Jossey-Bass.

Caron, C., & Rutter, M. (18391). Comarbidity in child psychopathology: Concepts, issues
and research strategies. Journal of Child Psychology and Psychiatry, 32, 1063-
1080.

Cavanaugh, S. V. (1988). Depression in the hospitalized inpatient with various med.cal
ilnesses. Journal of Psychotherapy and Psychaosomatics, 45, 97-104.

58

[ af M and

W’




N

Gherlm A J., Furstenberg,F F., Jr., Chase-Lansdale, P. L., Kiernan, K. E., Robins, P. K,
M on(i L , & Teitler, J. O. (1991). Lcmgntudmal studies of effects of divorce
reat Britain and the United States. Science. 252, 1386-1389.

Cohen, L. H., Bunt, C. E., & Bjorck, J. P. (1887). Life stress and adjustment: Eifects of
life events experienced by young adolescents and their parents. Journat of
Developmental Psychology, 23, 583-592.

Cohen, S., Sherrod, D. R., & Clark, M. S. (1886). Social skills and the stress-protective
role of social support. Journal of Personality and Social Psychology, 50, 963-873.

Compas, B. E,, Ey, S., & Grant, K. E. (1992). Depression during adolescence: lssues of
taxonomy, assessment and diagnosis. Manuscript under review.

compas, B. E., & Hammen, C. L. (in press). Depression in childhood and adolescence:
Covariation and comorbidity in development. In R. J. Haggerty, N. Garmezy, M
Rutter, & L. Sherrod (Eds.), Risk and resilience in children: Devslopmental
approaches. New York: Cambridge University Press.

Compas, B. E., Howell, D. C., Phares, V., Williams, R., & Ledoux, N. (1989). Parent and
child stress and symptoms: An integrative analysis. Developmental Psychology,
25, 550-559.

Cullen, K. J., & Boundy, C. A. P. (1966). The prevalence of behavior disorders in the
childran of 1000 Western Australian families. Medical Journal of Australia, 2, 805-
808.

Dehl, R. E., Ryan, N. D., Puig-Antich, J., Nguyen, N. A., al-Shabbaut, M., Meyer, V. A,
& Perel, J. (1891). 24-Hour cortisol measures in adolescents with major
depression: A controlled study. Biologica! Psychiatry, 30, 25-36.

Dahl, R. E., Ryan, N. D., Williamson, D. E., Ambrosini, P. J., Rabinovich, H., Novachenko,
H., Nelson, B., & Puig-Antich, J. (1882). Regulation of sleep and growth hormone

in adolescent depression. Jourpal of the American Academy of Child and
Adolescent Psychiatry, 31, 615-621.

1 =1

Daniels, D. & Moos, R.H. (1990). Assessing life stressors and social resources among
adolescents: Applications to depressed youth. Journal of Adclescent Research,
5, 268-289.

59
75




@; Ei@
v Dornbusch, S. M., Mont-Reynand, R., Ritter, P. L., Chen, 2., & Steinberg, L. (1991).
ERHCD YR MM@;% ents and their correlates among adolescents of diverse backgrounds.
@@MM@M @]m . ten & S. Gore (Eds.). Adolescent stress: Causes and conseauences
(pp. 111-130). New York: Aldine de Gruyter.

“ @@@ Douvan, ., & Adelson, J. (1966). The adolescent experience. New York: Wiley.

4@%&% G., & Coyne, J. C. (1990). Children of depressed parents: An integrative review.
Psychological Bulletin, 108, S0-76.

Dugas, M., Mouren, M. C., Halfon, O. & Moron, P. (1885). Treatment of childhood and
adolescent depression with mianserin. Acta Psychiatrica Scandinavica, 72
(suppl.320), 48-53.

Ebata, A. T., & Petersen, A. C. (1992). Pattern of adjustment during early adolescence:
Gender differences in depression and achievernent. Manuscript submitted for
publication.

Edelbrock, C., & Costello, A, J. (1988). Convergence between statistically derived
behavior problem syndromes and child psy chiatric diagnoses. Journal of Abnormal
Child Psychology, 18, 219-231.

Ehlers, C. L., Frank, E., & Kupfer, D. J. (1988). Social Zeitgebers and biological rhythms:
A unified approach to understanding the etiology of depression. Archives of
General Psychiatry, 45, 948-952,

Fauber, R., Forehand, R., Long, N., Burke, M., & Faust, J. (1987). The relationship of
young adolescent Children's Depression inventory (CDI) scores to their social and
cognitive functioning. Journat of Psychopathology and Behavioral Assessment,
2(2), 161-172.

Feldman, S. 8., & Eliott, G. R. (Eds.) (1990). At the threshold: The developing
adolescent. Cambridge, MA: Harvard University Press.

Fendrich, M., Warner, V., & Weissman, M. M. (1990). Family risk factors, parental
depression, and psychopathoiogy in offspring. Developmental Psychology, 28, 40-
50.

Finch, A. J., Lipovsky, J. A., & Casat, C. D. (1989). Anxiety & depression in children &
adolescents: Negative affectivity or separate constructs? In P.C. Kendall & D.
Watson (Eds.), Anxiety & depression; Distinctive & overlapping features (pp. 171-
202). New York: Academic Press.

60




Fine, S, Forth A., Gilbert, M., & Haley, G. (1991). Group therapy for adolescent

FM@ D@@Mﬂ]ﬂ]@ﬂ R tl .],1 S@m rder. A comparison of social skills and therapeutic support.
Slital merican Academy of Child and Adolascent Psychiatry, 30, 79-85.
.~ _ Fitzpatrick, C., Barry, C., & Garvey, C. (1986). Psychiatric cisorder among boys with

©S© Duch muscular dystrophy. Journal_of Developmental Medicine & Child
Jp 4%!@931

), 589-595.

Fitzpatrick, S. B., Fuji, C., Shragg, G. P., Rice, L., Morgan, M., & Felice, M. E. (1890). Do
health care needs of indigent Mexican-American, black and white adolescents
differ? Journal_of Adolescent Health Care, 11, 128-132.

Fleming, J. E., Offord, D. R., & Boyle, M. H. (1989). Prevalence of childhocd and
adolescent depression in the community: Ontario Child Health Study. British
Journal of Psychiatry, 155, 547-854.

Fleming, J. E., & Offord, D.R. (1990). Epidemiology of childhood depressive disorders:
A critical review. Journal of the American Academy of Child and_Adolescent
Psychiatry, 29, 571-580.

Frances, A., & Blumenthal, S. J. (1989). Personality as a predictor of youth suicide. In
ADAMHA Report of the Secretary's Task Force on Youth Suicide (Vol. 2). Risk
factors for youth suicide {pp. 160-171). Washington, DC: U.S. Government
Printing Office.

Frerichs, R. R., Aneshensel, C. S., & Clark, V.A. (1981). Prevalence of depression in Los
Angeles County. American Journal of Epidemiology, 113, 691-699.

Friedrich, W. N., Reams, R., & Jacobs, J. (1982). Depression and suicidal ideation in early
adolescents. Journal of Youth and Adolescence, 11, 403-407.

Friedrich, W. N., Reams, R., & Jacobs J. H. (1988). Sex differences in depression in early
adolescents. Psychological Reports, 62, 475-481.

Frost, L. A, Moffitt, T. E., & McGee, R. (1989). Neuropsychological correlates of
psychopathology in an unselected cohort of young adolescents. Journal of
bnormal Psychology, 98, 307-313.

Gans, J. E., Blyth, D. A, Elsby, A. B., & Gaveras, C. C. (1990). America's adolescents:
How healthy are they? AMA Profiles of Adolescent Health Series (Vol. 1.)
American Medical Association.

61




G

Garber, J., & Braafladt, N. (1991, July). Affect requlation in depressed and nondepressed
idre mm@é presented at the 11th Biennial Meeting of the International Society

ERH@ D@@MM@W ‘.[: theld Behavioral Development, Minneapolis. MN.

Garber, J., Kriss, M.R., Koch, M., & Lindholm, L. (1988). Recurrent depression in
adolesgants: A follow-up study. Journal of the American Academy of Child and
@39@@ ent Psychiatry, 27, 49-54.

Garrison, C. Z, Jackson, K. L., Marsteiler, F., McKeown, R., & Addy, C. (1980). A
longitudinal study of depressive symptomatology in young adolescents. Journat of
the American_Academy of Child and Adolescent Psychiatry, 29, 581-585.

Geller, B., Cooper, T. B., Graham, D. L., Marsteller, F. A., & Bryant, D. M. (1990). Double-
blind placebo-controlled study of nortriptyline in depressed adolescents using a
“fixed plasma level" design. Psychopharmacology Bulletin, 26, 85-90.

Geller, B. (1991). Commentary on unexplained deaths of children on Norpramin. Journal
of the American Academy of Child and Adolescent Psychiatry, 30, 682-684.

Gershon, E. 8., Hamovit, .l., Guroff, J. Jd., Dibhkle, E., Leckman, J. F., Sceery, W., Targum,
S. D., Nurnberger, J. 1., Goldin, L. R., & Bunney, W. E. (1982). A family study of
schizoaffective, bipolar 1, bipolar Il, unipolar, and normal control probands.
Archives of Genegral Psychiatry, 39,1157-1167.

Gjerde, P. F., Block, J., & Block, J. H. (1988). Depressive symptoms and personality
during late adolescence: Gender differences in the externalization-internalization
of symptom expression. Journal of Abnormal Psychology, 97, 475-486.

——?

Gibson, P. (1989). Gay male and lesbian youth suicide. In M. R. Feinleib (Ed.). Report of
the Secretary’'s Task Force on Youth Suicide (Vol. 3). (DHHS Publication No. ADM
89-1623). Washington, DC.

Gittieman, R., Mannuzza, S., Shonker, R., & Bonagura, V. (1985). Hyperactive boys
almost grown up. Archives of General Psychiatry, 42, 937-947.

Gove, W. R., & Tudor, J. F, (1973). Adult sex roles and mental illness. American Journal
of Sociology, 78, 812-835.

Graber, J. A., & Petersen, A. C. (1991). Cognitive changes at adolescence: Biological
perspective. In K. R. Gibson & A. C. Petersen (Eds.), Brain maturation and
cognitive development: Comparative cross-cultural perspectives (pp. 253-279).
Hawthorne, NY: Aldine de Gruyter.

62




SR

Griffiths, W. (1952). Behavior difficulties of children as perceived and judged by parents,
ERH@ D@@MM@M R@ e achiers \anghchildren themselves. Minneapolis: University of Minnesota Press.
AN e ey

Grigoriou-Serbanescu, M., Christodorescu, D., Totgscu, A., & Jipescu, I. (1991).
P Depressive disorders and depressive personality traits in offspring aged 10-17 of
v @3@@ bipolg\/ normal parents. Journal of Youth and Adolescence, 20(2), 135-148.

ry%. H., & Fincham, F. D. (1992). Interventions for children of divorce: Towards
greater integration of research and action. Psychological Bulletin, 111, 434-454.

1 e———t

Hammen, C. (1980). Cognitive approaches to depression in children: Current fincings
and new directions. In B. B. Lahey & A. E. Kazdin (Ec *.), Advances in clinical child
psychology (vol. 13, pp. 138-173). New York: Plenum.

Hammen, C. (1981). Depression runs in families. New York: Springer Verlag.

Hammen, C. L., Adrian C., Gordon, D., & Jaenicke, C. (1987). Children of depressed
mathers:  Maternal strain and symptom predictors of dysfunction. Journal of
Abnormal Psycholoay. 86, 190-198.

Harrington, R., Fudge, H., Rutter, M., & Pickles, A. (1990). Adult sutcomes of childhood
and adolescent depression.l. Psychiatric status. Archives of General Psychiatry,
47(8), 485-473.

Harter, S. (1990). Causes, correlates and the functional role of global self-worth: A life-
span perspective. In J. Kolligian & R. Sternberg (Eds.), Perceptions of competence
and incompetence across the life-span. New Haven, CT: Yale University Press.

Horwitz, 8. M., Klerman, L. V., Sungkuo, H., & Jekel, J. F. (1991). Intergenerational
transmission of school age parenthood. Family Planning Perspective, 23(4), 168-
177.

Jacobsen, R. H., Lahey, B. B., Strauss, C. C. (1983). Correlates of depressed mood in
normal children. Journal of Abnormal Child Psychology, 11(1), 29-39.

Jensen, P. S., Prien, R., & Ryan, N. (in press). Psychopharmacology of child and
adolescent major depression: Present status and future directions. Journal of
Child and Adolescent Psychopharmacology.

Kahn, J. 8., Kehle, T. J., Jenson, W. R., & Clark, E. (1990). Comparison of cognitive-
behavioral, relaxation, and self-modeling interventions for depression among
middle-school students. School Psychology Review, 19, 196-211.

63




Kandel, D. B., & Davies, M. (1982). Epidemiology of depressive mood in adolescents.
Atghives otGeneral Psychiatry, 39, 1205-1212.

P4 |

Kandel, D. B., Raveis, V. H., & ,Davies, M. (1891). Suicidal ideation in adolescence:

> Depresgsior,, substance use, and other risk factors. Joumal of Youth and
%@@@ Adolegcénce, 20, 289-309,
@é@? L, Hong, G., & Weinhold, C. (1584). Epidemiology of depressive
symptomatology in adolescents. Journal of the American_Academy of Child
PS\LChia‘trVI _2§| 91-98-

Kashani, J. H., Carlson, G. A., Beck, N. C., Hoeper, E. W., Cocoran, C. M., McAllister, J.
A., Fallahi, C., Rosenberg, T. K., & Reid, J. C. (1987). Depression, depressive
symptoms, and depressed mood among a community sample of adolescents.
American Jouurnal of Psychiairy, 144, 931-934.

Kashani, J. H., Orvaschel, H., Rosenberg, T. K., & Reid, J. C. (1989). Psychopathology
in a community sample of children and adolescents: A developmental perspective.
Journal ofthe American Academy of Child and Adolescent Psychiatry, 28, 701-7086.

Kashani, J., Reid, J., & Rosenberg, T. (1889). Levels of hopelessness in children and
adolescents: A developmental perspective. Journal of Consulting and Clinical
Psychology, 57, 486-499,

Kaslow, N. J., Rehm, L. P., & Siegel, A. W. (1984). Social-cognitive and cognitive
correlates of depression in children. Journal of Abnormal Psychology, 12, 605-620.

Katon, W., Kleinman, A., & Rosen, G. (1982). Depression and somatization: A review,
Part |. American Journa! of Medicine, 72, 127-135.

Keating, D. (1990). Adolescent thinking. In S. S. Feldman & G. R. Ellictt (Eds.). At the
threshold: The developing_adolescent (pp. 54-89). Cambridge, MA: Harvard
University Press.

Keller, M. B., Lavori, P. W., Beardsles, W. R., Wunder, J., & Ryan, N. (1991). Depression
in Childrme and Adolescents: New data on "undertreatment’ and a literature review

on the efficacy of available treatments. Journal of Affective Disorders,
21, 163-171.

Kendler, K. S., Hesath, A., Martin, N. G., & Eaves, L. J. (1886). Symptoms of anxiety and
depression in a volunteer twin population. Archives of General Psychiatry, 43, 213-
221.

g4

QG
| Y




G
LA i

& Klerman, G. L 988) The current age of youthful melancholia. Evidence for increase in
@D@ depr n among adolescents and young adults. British Journal of Psychiatry,

0 4482

Kovacs, M. (1980). Rating scales t0 assess depression in school-aged children. Acta
Paedopsychiatry, 48, 305-315.

ﬁﬂ@:‘j D. (1877). Boarding schools: Effects on the mental health of
palsg ents. American Journal of Psychiatry, 134, 411-417.

Kovacs, M. (188S). Affective disorders in children and adolescents. American
Psychologist, 44, 209-215.

Kovacs, M. (1980). Comorbid anxiety disorders in childhood-onset depressions. In J. D.
Maser & C. R. Cloniger (Eds.), Comorbidity of mood and anxiety disorders (pp.
272-281). Washington, DC: American Psychiatric Press.

Kovacs, M., Feinberg, T. L., Crouse-Novak, M. A., Paulauskas, S. L., & Finkelstein, R.
(1984a). Depressive disorders in childhood: |. A longitudinal prospective study of
characteristics and recovery. Archives of General Psychiatry, 41, 219-239.

Kovacs, M., Feinberg, T. I, Crouse-Novak, M. A,, Paulauskas, S L., Pollack, M., &
Finkelstein, R. (1984b). Depressive disorders in childhood: iI. A longitudinal study
of the risk for a subseguent major depression. Archives of General Psychiatry, 41,
643-649.

Kovacs, M., Paulauskas, S., Gatsonis, <., & Richards, C. (1988). Dep-~ssive disorders
in childhood: M. A longitudinal study of comorbidity with and risk for conduct
disorders. Journal of Affective Disorders, 15, 205-217.

Kursh, T. P., Bjork, J., Sindell, P. S., & Nellg, J. (1966). Some thoughts on the formation
of personality disorder: Study of an Indian boarding school. American Journal of
Psvchiatry, 122, 868-876.

Kutcher, 8. P., & Marton, P. (1989). Parameters of adolescent depression: A review.
Psychlatnc Clinics of North America, 12, 895-918.

Lantz, J. (1986). Depression movement in family therapy with depressed adolescents.
Child and Adolescent Social Work, 3, 123-128.

Lapouse, R. L., & Monk, M. A. (1964). Behavior deviations in a repres~ntative sample of
children. American Journal of Qrthopsychiatry. 34, 436-447.

65 S Y




: \‘lﬁl‘\" %n, L. (1990). Depressive symptoms in Swedish adolescents. Journal of
sycholagy, 18, 91-102.

—_—— e L

Lee, C. M., & Gotlib, |. H. (1991). Family disruption, parental availabilty and child
adj erit. In R. Prinz (Ed.), Advances in behavioral assessment of children and
@@ 4 43 ilies, (Vol. 5, pp.173-202). New York: Kingsley.

Lempers, J. D., & Clark-Lempers, D. (1990). Family econcmic stress, maternal and
paternal suppart and adolescent distress. Journal of Adolescence, 13, 217-229.

Leon, G. R., Kendall, P. C., & Garber, J. (1980). Depression in children: Parent, teacher,
and child perspectives. Journat of Abnormal Child Psychiatry, 12, 221-235.

Leslia, S. A. (1974). Psychiatric disorder in the young adolescents of an industrial town.
British Journai of Psychiatry, 125, 113-124.

Lester, D., & Miller, C. (1990). Depression and suicidal preoccupation in teenagers.
Journal of Personality and Individual Differences, 11, 421-422.

Levy, J. C., & Deykin, E. Y. (1989). Suicidality, depression, and substance use in
adolescence. American Journal of Psychiatry, 146, 1462-1467.

Lewinsohn, P. M., Clarke, G. N., Hops, H., & Andrews, J. (1990). Cognitive-behavioral
treatment for depressed adolescents. Behavior Therapy, 21, 385-401.

Lewinsohn, P. M., Rohde, P., Seeley, J. R., & Hops, H. (1991). Comorbidity of unipolar
depression: |. major depression vsith dysthymia. Joumal of Abnormal Psychology,
100, 205-213. N

MacFzrlane, J. W., Allen, L., & Honzik, M. P. (1954). A developmental study of the
behavior problems of nprmal children batween twenty-one months and fourteen
years. Berkeley and Los Angeles: University of California Press.

Manson, S. M., Ackerson, L. M., Dick, R. W., Baron, A. E., & Fleming, C. M. (1990).
Depressive symptoms among American Indian adolescents: Psychometric
characteristics of the Center for Epidemiologic Studies Depression Scale (CES-D).

Psycholoqgical Assessment, 2(3), 231-237.

Maser, J. D., Kaelber, C., & Weise, R.E. (1991). International use and attitudes toward
DSM-IIl and DSM-III-R: Growing consensus in psychiatric classification. Journal
of Abnormal Psychology, 1Q0, 271-279.

May, P. A. (1983). A survey of the existing data on mental health and the Albuquerque
Arga. Unpublished reported prepared under contract Nc. 3-200423.

86 .~
& [




%@/@R@

EM@ D@@MMR@@M@Q%@@@“MW and Pz'fss%ljigt.y difficulties in school children. British Journal

sychology,

Psychgpathology in parents of depressed children and adolescents. Journal of the

& Mitchell, J., ?écCauley, E., Burke, P., Calderon, R., & Schloredt, K. (1989).
@@@@ 4 4%% n Academy of Child and Adolescent Psychiatry, 28, 352-357.

Nettles, S. M., & Pleck, J. H. (in press). Risk, resilience, and development: The multiple
ecologies of Black adolescents. In R. J. Haggerty, N. Garmezy, M. Rutter, & L.
Sherrod (Eds.), Risk and resilience in children: Developmental approaches. New
York: Cambridge University Press.

Nolen-Hoeksema, S. (1987). Sex differences in unipolar depression: Evidence and
theory. Psychological Bulletin, 101, 259-282.

Nolen-Hoeksema, S., Girgus, J. S., & Seligman, M. E. P. (1986). Learned helplessness
in children: Alongitudinal study of depression, achievement, and explanatory style,
Journal of Personality and Social Research, 51, 435-442.

Nolen-Hoeksema, S., Girgus, J. 8., & Seligman, M. E. P. (1991). Sex differences in

depression anu explanatory style in children. Journal of Youth and Adolescence,
20, 233-248,

Nolen-Hoeksema, S., Girgus, J. S., & Seligman, M. E. P. (1992). Predictors and
consequences of childhood depressive symptoms: A 5-year longitudinal study.
Journal of Abnormal Psychology, 101, 405-422.

Offer, D. (1969). The psychological world of the teenager: A study of normal adolescent
boys. New York: Basic Books.

Offer, D., Ostrov, E., & Howard, K. |. {1982). The Offer Self-lmage Questionnaire for
Adolescents: A manual (3rd. ed.). Chicago: Michael Reese Hospital.

Ostrov, E., Offer, D., & Howard, K. |, {1989). Gender differences in adolescent
symptomatology: A normative study. Journal of the American Academy_of Child
and Adolescent Psychiatry, 28, 394-398.

Paikoff, R. L., Brooks-Gunn, J., & Carlton-Ford, S. (1991). Effect of reproductive status
changes upon family functioning and wel-being of mothers and daughters.
Journal of Early Adolescenrce, 11, 201-220.

Petersen, A. C. (1988a). Adolescent development. In M. R. Rosenzweig (Ed.), Annual
review of psychology {pp. 583-607). Palo Alto, CA: Annual Reviews, Inc,

87




Qﬂcﬁ@ﬁ ; 8b). Coping with early adolescent chalienge: Gender-related mental
es. Proposal funded by the W. T. Grant Foundation.

i Petersen, A.C. (1990, March). The development of gender differences in depressed
aff aper presented at the biennial meeting of the Society for Research on

©©@@ 4 A&@‘ﬁ‘%cence, Atlanta, GA.

Petersen, A, C. (1991). Coping with garly adolascent challende. Second year Progress
Report to the W. T. Grant Foundation.

Petersen, A. C., Bingham, R., Stemmler, M., & Crockett, L. J. (1891, July). Subcultural
variations in the development of depressed affect. Poster presented at the biennial

meeting of the International Society for the Study of Behavioral Development,
Minneapolis, MN.

Petersen, A. C., Kennedy, R. E., & Sullivan, P. (1891). Coping with adolescence. In M. E.
Colten & S. Gore (Eds.), Adolescent stress: Causes and consequences (pp. 93-
110). New York: Aldine de Gruyter.

Petersen, A. C., Sarigiani, P. A., & Kennedy, R. E. (1981). Adoiescent depression: Why
more girls? Journal of Youth and Adolescence, 20, 247-271.

Petersen, A. C., Schulenberg, J. G., Abramowitz, R. H., Offer, D., & Jarcho, H. D. (1984).
A Self-image Questionnaire for Young Adolescents (SIQYA): Reliability and validity
studies. Journal of Youth and Adolescence, 13, 93-111.

Petersen, A. C., White, N., & Stemmler, M. (1991, April). Familial risk and protective
factors intluencing adolescent mental health. Paper presented at the biennial
meeting of the Society for Research in Child Development, Seattle, WA.

Phares, V., & Compas, B.E. | «32). The role of fathers in child and adolescent
psychopathology: Make room for daddy. Psvcholodical Bulletin, 111, 387-412.

Post, G., & Crowther, J. H. (1985). Variables that discriminate bulimic from nonbulimic
adolescent females. Journal of Youth and Adolescence, 14, 85-98.

Powers, S. 1., Hauser, S. T., & Kilner, L. A. (1583). Adolescent mental health. Special
issue: Children and their development: Knowledge base, research agenda, and
social policy application. American Psycholoaqist, 44, 200-208.

Puig-Antich, J. (1987). Sleep and neuroendocrine correlates of affective iliness in
childhood and adolescence. Journal of Adolescent Health Care, 8, 505-529.

68 ~

)




IR

ERH@ D@@mm@@ﬁ@p@%&ﬁew ﬁThe use of the Center for Epidemiological Studies Depression Scale
1

s and young adults. Special Issue: The emargence of depressive

symptoms during adelescence. Journal of Youth and Adolescence, 20, 149-1686.

Q@@ Reinherz, gg\@& Stewart-Berghauer, G, Pakiz, B., Frost, A. K., & Moeykens, B. A. (1989).
@ 4 4:3 elationship of early risk and current mediators to depressive symptomatology

adolescence. Journal of the American Academy of Child and Adolescent
Psvchiatry, 28, 942-947.

Renouf, A. G., & Harter, S. (1990). Low self-worth and anger as components of the

depressive experience in young adolescents. Development and Psychopathology,
2, 293-310.

Rey, J. M., & Morris-Yates, A. (1991). Adolescent depression and the Child Behavior
Checklist. Journat of the American Academy of Child and Adolescent Psychiatry,
30, 423-427.

Reynolds, W. M. & Coats, K. 1. (1986). A comparison of cognitive-behavioral therapy and
relaxation training for the treatment of depression in adolescents. Journal_of
Consulting and Clinical Psycholoay, 54, 653-660.

Richards, M. H., Boxer, A. M., Petersen, A. C., & Albrecht, R. (1990). Relation of weight
to body image in pubertal giris and boys from two communities. Developmental
Psychology, 28, 313-321.

Richter, P. & Fend, H. (in press). Incidence of depression in adolescence.

Riddle, M. A., Nelson, C., Kleinman, C. S., Rasmusson, A., Leckman, J. F.,, King, R. A,
& Cohen, D. J. (1991). Sudden death in childrzn receiving Norpramin: A review
of three reported cases and commentary. Journal of the American Academy of
Child and Adolescent Psychiatry, 30, 104-108.

Rierdan, J., Koff, E., & Stubbs, M. L. (1987). Depressive symptomatology and body image
in 2dolescent girls. Journal of Early Adolescence, 7, 205-216.

Rivinus, T. M., Biederman, J., Herzog, D. B., Kemper, K., Harper, G. P., Harmatz, J. S,,
& Houseworth, 5. {(1984). Anorexia nervosa and affective disorders: A controlled
family history study. American Journal of Psychiatry, 14, 1414-1418.

Roberts, R. E., Lewinsohn, P. M., & Seeley, J. R. {(1991). Screening for adolescent
deprassion: A comparison of depression scales. Journal of the American
Academy of Child and Adolescent Psychiatry, 30, 58-66.

62




R

Y

: insphn, P. M., & Seeley, J. R. (1981). Comorbidity of unipolar depression:
ERH@ D@@mm@m@m@m@ﬂ@mw with other mental disorders in adolescents and adults. Journal of
Abnormal Psychology, 100, 214-222.

\/@@ Rosen, J @Gross, J., & Vara, L. (1887), Psychological adjustment of adolescents
@@ y 33? pting to lose or gain weight. Journal of Consulting and Clinical Psychology,
A4 55, 742-747.

Rotheram-Borus, M. J., & Trautman, P. D, (1988). Hopelessness, depression, and suicidal
intent among adolescent suicide attempters. Journal of the American Academy of
Child & Adolescent Psychiatry, 27, 700-704.

Russell, D.E. (1983). Incidence and prevalence of intrafamilial and extrafamilial sexual
ahuse of female children. Child_Abuse and Neglect, 7, 133-148,

Rutter, M. (1986). The developmental psychopathology of depression: Issues and
perspectives. In M. Rutter, C. E. lzard, & P. B. Read (Eds.), Depression in youna

people: Developmental and clinical perspectives (pp. 3-30). New York: The Guilford
Press.

Rutter, M., Tizard, J., & Whitmore, E. (Eds.) (1970). Education, health and behaxior.
London: Longman,

Rutter, M., Graham, P., Chadwick, Q. F. D., & Yule, W. (1876). Adolescent turmoil: Fact
or fiction? Joumal of Child Psychology and Psychiatry, 17, 35-586.

Ryan, N, D., Puig-Antich, J., Cooper, T., Rabinovich, H., Ambrosini, P., Davies, M., King,
J., Torres, D. & Fried, J. (1886). Imipramine in adolescent major depression:
Plasma level and clinical response. Acta Psychiatrica Scandinavica, 73, 275-288.

Ryan, N. D., Puig-Antich, J., & Rabinovich, H. (1988). Growth hormone response to
desmethlimipramine in depressed and suicidal adolescents. Joumal of Affective
Disorders, 15, 323-337.

Ryan, N. D., Puig-Antich, J., Rabinovich, H., Fried, J., Ambrosini, P., Meyer, V., Torres,
D., Dachille, S., & Mazzie, D. (1988). MAQIs in adolescent major depression
unresponsive to ftricyclic antidepressants. American Academy of Child and
Adolescent Psychiatry, 27, 755-758.

Sachar, E., Puig-Antich, J., & Ryan, N. (1985). Three tests of cortisol secretion in adult
endogenous depressives. Acta Psychiatrica Scandinavica, 71, 1-8.

70




. A longituding] study of relationship adiustment of voung adults

ERH@ D@@Hﬂﬁ@ﬁﬂ@m&@ l? "W wand nondworced families. Unpublished doctoral dissertation, The

‘Pennsylvania State University, University Park, PA.

ﬁd

/ Sang:anl %:Ison J. L., Petersen, A. C., & Vicary, J. R. (1990). Self-image and

@ 4@ nal plans for adolescence from two contrasting communities. Journal of
4- Adolescence, 10, 37-55.

Sayler, C. F.,, Finch, A. J., Spirito, A., & Bennett, B. (1984). The Children’s Depression
Inventory: A systematic evaluation of psychometric properties. Journal of
Consulting & Clinical Psychology, 52, 855-867.

Schoenbach, V. J., Kaplan, B. H., Grimson, R. C., & Wagner, E. H. (1982). Use of a
symptom scale to study the prevelance of a depressive syndrome in young
adolescents. American Journal of Epidemiglogy, 116, 791-800.

Schulenberg, J. E., Asp, C. E., & Petersen, A. C. (1984). School from the young

adolescent’s perspective: A descriptive report. Journal of Early Adolescence, 4,
107-130.

Seiffge-Krenke, 1. (1991). Family climate and depressive mogd in adolescence: The

relative contribution of family and peer relationships. Manuscript submitted for
publication.

Shaffer, D., & Bacon, K. (1989). A critical review of preventive efforts in suicide, with
particular reference to youth suicide. In ADAMHA Report of the Secretary’s Task

Force gn Youth Suicide (Vol. 3). Prevention and interyentions in youth suicide (pp.
31-61). Washington, DC: U.S. Government Printing Office.

Shelton, R. C., Hollon, 8. D., Purdon, S. £, & Lcosen, P. T. (1991). Biological and
psychological aspects of depression. Behavior Therapy, 22, 201-228.

Shepherd, M. Oppenheim, B., & Mitchell, S. (1971). Childhood behavior and mental
health. New York: Grune and Stratton.

Siegel, J. M. & Brown, J. D. (1988). A prospective study of stressful circumstances, illness

symptoms, and depressed mood among adolescents. Journal of Develgpmental
Psychology, 24, 715-721.

Simmons, R. G., & Blyth, D. A. (1987). Moving into adolescence: The impact of pubertal
change and school context. Hawthorne, NY: Aldine de Gruyter.

71




GHp

ini ‘v, er, J.,, Ashworth, 8., Morgan, J.,, & Benedict-Drew, C. (1988).
EM@ D@@U}M@ﬁm@@ﬁﬁ@ﬂ@.m suicide awareness curriculum for high school students. Journal of

the American Academy of Child and Adolescent Psychiatry, 27(6), 705-711.

< & Sroufeé@@ﬂer. M. (1984). The domain of developmental psychopathology. Journal

7 f Development, 55(1), 17-29.
W 44 |

Stattin, H., & Magnusson, D. (1990). Pubertal maturation in_female development.
Hillsclale, NJ: Lawrence Erlbaum.

Stemmler, M. (1892). The eticlogy of adolescent depression: Differences by severity,

gender, and developmental stage. Unpublished doctoral dissertation, The
Pennsylvania State University.

Strober, M. (1983, May). Follow-up of affective disorder patients. Paper presented at the
Annual Meeting of the American Psychiatric Association, New York.

Strober, M., Freeman, R. & Rigali, J. (1590). The pharmacotherapy of depressive ililness

in adolescence: 1. An open label trial of imipramine. Psychopharmacology Bulletin,
26, 80-84.

Strober, M., Morrell, W., Burroughs, J., Lampert, C., Danforth, H., & Freeman, R. (1988).
A family study of Bipolar | disorder in adotescence: Early onset of symptoms linked
to increased familial loading and lithium resistance. Journal of Affective Disorders,

15, 255-268.

Suomi, S. J. (1991). Primate separation models of affective disorders. In J. Madden (Ed.),
Neurobiology of learning, emotion, and affect (pp. 185-214), New York: Raven
Press.

Susman, E. J., Dorn, L. D., & Chrousos, G. P. (1991). Negative affect and hormone levels
in young adelescents: Concurrent and predictive perspectives. Journal of Youth
and Adolescence, 20, 167-190.

Teri, L. (1982). The use of the Beck Depression Inventory with adolescents. Journal of
Abnormal Child Psychology, 10, 277-284.

Tolor, A, & Murphy V. M. (1985). Stress and depression in high school students.
Psycholoaical Reports, 57, 535-541.

United States Congress, Qffice of Technology Assessment (1951). Adolescent health.
Volume |: Summary and policy options. Washington, DC.

72

&C
[ ¥)




n, J., & Cohen, P. (1989). A longitudinal analysis of selected risk

mgﬁmﬁjhood psychopathology. Journal of the American Academy of Child
and Adolescent Psychiatry, 28, 861-864.

g =t

v Verhulst, E @%Akkerhuis, G. W., & Althaus, M. (1985a). Mental health in Dutch children:
7 ross-~iltural comparison. Acta Psychiatrica Scandinavica, Suppl. 323, 72.
@@443 tural i Psychiatrica Scandinavica, Suppl. 323, 72

Vernberg, E. M. (1990). Psychological adjustment and experiences with peers during early
adolescence: Reciprocal, incidental, or unidirectional relationships? Journal of
Abnormal Child Psychology, 18, 187-198.

Wagner, B. M., Compas, B. E., & Howell, D. C. (1888). Daily anc major lifa events: A test
of an integrative model of psychosocial stress. American Journal of Community
Psychology, 16, 189-205.

watson, D. & Clark, L. (1984). Negative affectivity: The disposition to experience aversive
emotional states. Psychological Builetin, 98, 4565-490.

Watson, D. & Kendall, P. C. (1989). Common and differentiating features of anxiety and
depression: Current findings and future directions. in P. C. Kendall and D. Watson
{(Eds.), Anxiety and depression: Distinctive and overlapping features (pp. 493-508).
New York: Academic Press.

Weiner, 1. B. & DelGaudio, A. (1978). Psychopathology in adoleszence. Archives_of
General Psychiatry, 34, 88-111.

Weinstein, S. R.,, Noam, G. G., Grimes, K., Stone, K., & Schwab-Stone, M. (1980).
Convergence of DSM-Ill diagnoses and self-reported symptoms in child and
adolescent inpatients. Journal of the American Academy of Child and Adolescent
Psychiatry, 29, 627-634.

Weiss, B., Weisz, J. R., Politano, M., Carey, M., Nelson, W. M., & Finch, A. J. (1981).
Developmental differences in the factor structure of the Children's Depression
Inventory. Psycholodical Assessment: A Joumnal of Consulting and Clinical
Psychology, 3, 38-45.

Weissberg, R. P., Caplan, M. Z., & Sivo, P. J. (1988). A new conceptual framework for
establishing school-based competerice promotion programs. In L. A. Bond & B.
E. Compas (Eds.), Primary prevention and promaotion in the sch~nls (pp. 255-296).
Newbury Park, CA: Sage.

73

()
-




-

90). Evidence for comorbidity of anxiety and depression: Family and
gs of children. In J. D. Maser & C. R. Claninger (Eds.), Comorbidity

of mood and anxiety disorders (pp. 349-365). Washington, D.C.: American
Psychiatric Press,

i \,ﬁf

BN

7
@Q@@Weis . M., & Klerman, G. L, (1977). Sex differences and the epidemiology of
4@%@?%&0&1 Archives of General Psychiatry, 35, 1304-1311.

Weissman, M. M., Leaf, P. J., Holzer, Ill C. E., Myers, J. K., & Tischler, G. L. (1984). The
epidemiology of depression: An update on sex differences in rates. Journal of
ective Disorders, 7, 179-188.

Weller, E. B., Weller, B. A., Fristad, M. A., & Preskorn, S. H. (1984). The dexamethasone
suppression test in hospitalized prepubental depressed children. American Journal
of Psychiatry, 141, 290-291.

| QELMLEEE )

Wender, P. H., Kety, S. S., Rcsenthal, P., Schulsinger, F., Ortmann, J., & Lunde, 1. (19886).
Psychiatric disorders in the biological and adoptive families of adopted individuals
with affective disorder. Archives of Generai Psychiatry, 43, 923-929.

Wetterberg, L. (1983). The relationship between the pineal gland and the pituitary-adrenal
axis in health, endocrine, and psychiatric conditions. Psychoneuroendocrinology,
8, 75-80.

Whybrow, P., Akiskal, H., & McKinney, W. (1984). Mood disorders: Toward a new
Psychobiology. Mew York: Plenum Press.

World Health Organization (1990). International classification of diseases and related
health problems (10th revision). Geneva: Author.

Yanchyshyn, G., Kutcher, 8., & Cohen, C. (1986). Diagnosis of borderline personality

disorder in adolescents: Use of the diagnostic interview for borderlines. Journal
of the Ametican Academy of Child and Adolescent Psychiatry, 25, 427-429.

74




