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Depressive symptomology was examined in this study as a function of conflict and 

intimate support with parents, friends, and siblings among a non-clinical sample of 223 

predominately white sixth-grade early adolescents. Moreover, sixth-graders' depressive 

symptomology was examined as a function of conflict management self-efficacy and 

intimate support self-efficacy. The purpose of the present study was twofold: 1) to explore 

the effects of intimate support and conflict in family and friend relationships on sixth-grade 

early adolescent depressive symptomology, 2) to determine whether poor conflict 

management skills self-efficacy and poor intimate support self-efficacy are linked with 

depressive symptomology in sixth-grade early adolescents. Friend relationship qualities 

had little impact on depression in sixth-graders. However, the presence of conflict and 

deficits in family intimate support, especially from parents, was associated with increased 

depression. Increased levels of depression also corresponded with lower ratings of conflict 

management self-efficacy and intimate support self-efficacy. Moreover, relationship 

difficulties combined with self-efficacy deficits to affect depression. 
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CHAPTER I 

INTRODUCTION 

Although much attention has been given to adult depression, it is only within the last 

fifteen years that adolescent depression has begun to draw the interest of researchers. 

Relatively little empirical research has been conducted regarding depression in adolescence 

(Ehrenberg, Cox, & Koopman, 1991). Historically, it has been assumed that few 

adolescents become depressed and that if adolescents were depressed, they would 

manifest the depression in the same manner as adults. Researchers increasingly question 

whether models of adult depression can be extended to child and adolescent depressive 

symptomology (Connelly, Johnston, Brown, Mackay, & Blackstock, 1993). 

Empirical investigations aimed at better understanding the syndrome of adolescent 

depression are needed. Typically, researchers have treated all study participants who are 

11- to 19-years-old as adolescents. Little can be determined concerning at what age 

adolescent depression is similar to adult depression until more empirical investigations are 

conducted that separate subjects by age or at the least by category such as early, middle, 

and late adolescence. Furthermore, the factors that influence or are influenced by 

adolescent depression may be different than the factors that influence or are influenced by 

adult depression. For instance, conflicted family relationships may be more associated with 



adolescent depression than with adult depression. Increasing our understanding of the 

symptoms and causes of adolescent depression at different age levels would aid in 

focusing treatment and prevention resources toward specific issues relevant to 

adolescents. 

This study examined depression in 11 to 13 year-old early adolescent sixth-graders as 

a function of intimate support and conflict with parents, siblings, and friends, and as a 

function of conflict management self-efficacy and intimate support self-efficacy. First, to 

illustrate the deleterious effects of adolescent depression, the literatures regarding the 

prevalence, course, and impact of depression on adolescents are reviewed. Second, two 

aspects of relationships that may be especially important in the development of depression 

are a lack of supportive intimacy and the presence of conflict. The present paper next 

examines these two relationship qualities within both family and friend relationships. 

Third, a depressed person's sense of self-efficacy and personal control in handling a variety 

of situations has been an area of interest to many researchers. This paper briefly reviews 

two major theories and related research that share the idea that a perceived lack of 

personal competence contributes to depression. These theories are Bandura's theory of 

self-efficacy (1977), and Abramson, Seligman and Teasdale's (1978) reformulated learned 

helplessness theory of depression. Finally, this paper examines intimate support self-

efficacy and conflict management self-efficacy. The current paper focuses on these forms 

of self-efficacy because of the importance attributed to intimate support and conflict 

within depressed individuals' relationships. 



Prevalence and Course of Adolescent Depression 

Depression in children increases dramatically about the time of puberty. From puberty 

onwards, the sex difference in rates of depression mimics that found in adults, with 

females outnumbering males approximately two to one (see Allgood-Merten, Lewinsohn, 

& Hops, 1990; Petersen, Compas, Brooks-Gunn, Stemmler, Ey, & Grant, 1993). In a 

recent review of the literature Reynolds (1994) found that large-scale screenings of 

community or school-based samples of adolescents typically identify between eight and 

18% of youths as above the cut-off for significant depressive symptomology. Of youth 

under the age of 18 presenting at psychiatric settings, Reynolds (1994) reports that one in 

six has a diagnosis of a depressive disorder, making depressive disorders one of the most 

prevalent forms of psychopathology in adolescents. Reynolds (1994) stressed that 

depression in adolescence is an underreported disorder; and thus, an undertreated 

disorder; that is often mistaken for other problems, ignored, or is thought to be a "phase" 

that the adolescent will outgrow. 

The course of adolescent depression has been studied in terms of the age of onset, 

duration, relapse, and the likelihood that the adolescent will develop psychiatric conditions 

other than depression. For some adolescents, early onset of depression is a precursor to 

new bouts of depression, as well as serious mental health problems and psychosocial 

dysfunction in adulthood. Kovacs (1989) reports that approximately two thirds of 

adolescents with a history of depression will develop a new episode of depression while 

still in their teens and approximately 20% will develop bipolar disorder prior to adulthood. 



In addition, these adolescents are likely to develop other psychiatric conditions as 

complications of depression (Kovacs & Gatsonis, 1989; Strober & Carlson, 1982). 

Disturbing results concerning recovery time were obtained in a study examining the 

course of major depression in adolescents. Strober, Lampert, Schmidt, and Morrell (1993) 

reported a 27.5 week average recovery time in a sample of 52 adolescents who recovered 

by the time of the two-year follow-up evaluation. Moreover, ten percent of their total 

sample had not recovered after two years, underscoring the protracted recovery time that 

may face adolescents. 

The Impact of Depression 

Depression may have long term effects on adolescents even after they recover from the 

initial episode. They may show residual impairment in social functioning, their ability to 

learn may be adversely affected, and age-appropriate acquisition of verbal skills may be 

delayed (Kovacs, Gatsonis, Marsh, & Richards, 1988 as cited in Kovacs 1989; Puig-

Antich, Lukens, Davies, Goetz, Brennan-Quattrock, & Todak, 1985a). Impaired social 

functioning may interfere with the formation of friendships and other peer relationships 

during a time when friendships are increasing in importance. Similarly, slowed learning and 

acquisition of verbal skills may hinder educational progress at a time when adolescents are 

beginning to place a larger emphasis on academic goals. Considering the rather protracted 

recovery time, the recurring nature of depression, and the increased likelihood of 

developing other psychiatric conditions, there is not much time available in which to make 

up for the impaired educational and psychosocial developmental progress. 



Furthermore, though depression and suicidal behavior do not always go hand and 

hand, they are strongly associated (Adams & Overholser, 1992; Asarnow, 1992). By 

adolescence, the co-occurrence of depression and suicidal behaviors becomes a package 

deal for some adolescents (Brent et. al., 1988). Though suicide is not very common prior 

to adolescence, it rises dramatically during adolescence until by the age of 15 it becomes 

the leading cause of death for teens (Deming, 1989). It is difficult to estimate how many 

depressed adolescents commit suicide since most adolescents who complete suicide are 

not diagnosed before their death (Deming, 1989). Moreover, there is a hesitancy of some 

doctors to declare an adolescent death a suicide due to the religious implications, concern 

for the family, and insurance payment restrictions regarding suicide (Garland & Zigler, 

1993). 

Depression affects not only the adolescent, but also affects those around him or her. 

Asarnow and Horton's (1990) study found that parents of severely depressed children 

reported high levels of disruption in their own interpersonal interactions, occupational 

functioning, and leisure activities. Similarly, Klerman and Weissman's (1992) recent study 

provides a description of adolescent depression that is chronic and recurrent in nature, 

impairs family life, and is a burden on the community. 

Adolescent Development and Depression 

Evidence for developmental differences in the manifestation of depression comes from 

a study in which factor analysis was performed on a popular children's depression 

inventory. Weiss and Weisz (1988) factor analyzed Childhood Depression Inventory 

(CDI) responses for 110 clinic-referred children (aged 8-11 years) and 139 adolescents 



(aged 12-16 years). They found that all of the adolescent factors were correlated with 

parent perceptions of externalizing behavior on the Child Behavior Checklist, but none of 

the children's factors were. Gender differences for factors were found for adolescents only. 

Of the 26 items on the CDI, all were involved in the factor structure of depression for the 

adolescents, but only 20 were involved in the factor structure of depression for the 

children. These results lend support to the notion that at the very least, depression may 

involve different numbers of symptoms at different ages. 

Though their findings are promising in uncovering the differences in depression at 

different developmental points, factor analysis must be performed on the CDI at different 

ages. Adolescence is typically defined as ages 11 to 19 years. Had Weiss and Weisz 

(1988) classified 11-year-olds in their sample as adolescents and not as children, different 

results may have been obtained. While classification systems such as Erikson's early, 

middle, and late adolescence may be useful for some applications, these systems fail to 

take into account individual differences. For example, one eleven year-old may be 

psychologically classified as an early adolescent while another eleven year-old may be too 

delayed to be considered an early adolescent. Factor analyzing CDI responses by age 

would give a better picture of child and adolescent depression by developmental level 

rather than merely massing large age spans together. Research is needed to discern the 

nature of depression at different ages and to identify when adolescent depression becomes 

analogous with adult depression. Two areas of adolescent development that appear to set 

adolescents apart from other age groups and may therefore be areas of particular concern 

for adolescent depression researchers are cognitive and social development. 



Cognitive development. Associated features of depression, such as hopelessness, 

increase for adolescents because they achieve a level of cognitive functioning that younger 

children do not possess (Kendall, Cantwell, & Kazdin, 1989). Self-esteem (which is 

closely related to depression) becomes more vulnerable (Rosenberg, 1986) as self-

awareness, self-consciousness, introspectiveness, and preoccupation with self-image 

increase (Harter, Marold, & Whitesell, 1992). 

Academic life can be particularly difficult and the impact of the depressive episode will 

be far reaching for children whose cognitions and learning are slowed due to depression. 

With today's emphasis on education attainment and early career planning, depressed 

adolescents may feel pressured to work harder to stay up with, or catch up to their peers 

in school. Courses such as algebra that require mastering material in a building block 

fashion may pose formidable obstacles for a child who is already struggling with resource 

sapping difficulties. 

Social development. Adolescence represents a unique juncture in social development, 

with important changes occurring in relationships with both parents and peers. It is a time 

when peer relationships increase in importance and the process of individuation from the 

family begins (Buhrmester, 1990a). Although adolescents are struggling for autonomy 

from parents, they are also struggling to remain connected (Cooper, Grotevant, & 

Condon, 1983; Grotevant & Cooper, 1986; Steinberg, 1990). Adolescents attribute 

considerable importance to their parents in decision making (Wilks, 1986) and parent-

adolescent attachment remains strong even in late adolescence (Kenny, 1987), thus parent 

support remains an integral part of the adolescent's needs. Evidence suggests that 
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adolescent depressed affect is related to a failure to establish a balance between autonomy 

and relatedness with parents (Allen, Hauser, Eickholt, Bell, & O'Connor, 1994). 

On the other hand, the impact of peer support rises dramatically (Brown, 1990; Savin-

Williams & Berndt, 1990) as increasingly sophisticated forms of interpersonal transactions 

are required to form and maintain adolescent friendships (Berndt, 1982; Selman, 1980). 

Prior to the advent of adolescence, friendships involve primarily play interactions and 

group acceptance, while the formation and maintenance of adolescent friendships require 

more intimacy in the way of self-disclosure, compassion, and emotional support 

(Buhrmester, 1990a; Buhrmester & Furman, 1987). 

Family and Friend Relationships and Adolescent Depression 

Relationship experiences are thought to be important contributors to and 

consequences of depression (Kennedy, Spence, & Hensley, 1989; Rubin et al., 1992). 

Strong support for the notion that children who report high levels of depressive 

symptomology experience difficulties in interpersonal functioning comes from a study by 

Kennedy, et al. (1989). They found that depressed children in their sample reported less 

adequate social skill performance and tended to be perceived less favorably by their 

classmates. Fifty percent of their sample of depressed adolescents were classified as 

rejected by their peers and 30 percent were categorized as isolated suggesting that not 

only are depressed adolescent's peers neglecting them, but they may also actively dislike 

them. 

In another study, Puig-Antich, Lukens, Davies, Goetz, Brennan-Quattrock, and Todak 

(1985a) examined both family and peer relationships of depressed children and found a 



relationship between depressed children's experience of depression and interpersonal 

problems. These authors found that depressed children have poorer peer relations than 

normal and nondepressed psychiatric patients and they have less skill at maintaining a best 

friend. Moreover, problems with peer relationships were correlated with the extent of the 

problems in the mother-child relationship. In a subsequent study, these researchers found 

that deficits in interpersonal relationships improved only partially after the children had 

recovered from the depressive episode (Puig-Antich et al., 1985b). 

To date, relatively little research on depressed children's relationships has been 

published. The research that has been published concerning parents and depressed 

adolescent relationships has usually focused on the mother-child relationship or used data 

gathered from the mother only. In ignoring the role of fathers, an important influence on 

adolescents and children is neglected. Fathers may directly influence an adolescent in such 

areas as an adolescent's conflict and support experiences or through the father's role in 

the parental dyad. The need for further research on father-child interactions has been 

stressed by many researchers (e.g., Forehand, Wierson, Thomas, Armistead, Kempton, & 

Neighbors, 1991; Phares, 1992; Stoneman, Brody, & Burke, 1989). An example of the 

importance of including fathers in data can be seen in a recent study of family influences 

on adolescent depression. In a study of 231 adolescents (Forehand, et al., 1991), the 

adolescent's perceptions of the father-adolescent relationship exerted an influence in 

behavioral areas (externalizing problems), while the adolescent's perception of the mother-

adolescent relationship was related to the cognitive area (academic GPA). Had these 
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researchers not included data pertaining to the father an important and relevant factor 

would have been missed. 

Similarly, limited research has been conducted on depressed adolescents' friendships. 

Given the increased importance of peer relationships and the task of individuation from the 

family, it makes sense to explore the individual contributions of the adolescents' family 

and friend relationship experiences separately. It cannot be assumed that what is true of 

experiences in one type of relationship is true of the experiences in the other. Burbach and 

Borduin (1986) recognized that understanding and distinguishing between parent-

depressed child and peer-depressed child relationships would contribute to a more 

comprehensive theory of childhood depression when the influences of each relationship 

were examined for their separate or interactive contributions to the risk of depression. 

Having reviewed the literature regarding the course, prevalence, and impact of 

depression on adolescents, it is evident that depression can be a profound obstacle both in 

adolescence and into adulthood for the unfortunate adolescent who is confronted with 

depression difficulties. Understanding both the causes and consequences of adolescent 

depression is prudent if clinicians are to assist adolescents in overcoming current 

depression and thus avert later difficulties that may result from adolescent depression. 

Two aspects of relationships that may be especially important in the development of 

depression (and therefore important to understand) are (a) an absence of supportive 

intimate relationships and (b) the presence of conflicted and stressful relationships. In fact, 

intimate support and relationship conflict may be particularly important to adolescent 

depression given the changing nature of adolescent relationships with family and friends. 
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Thus, the literature relating to intimate support and relationship conflict in association with 

depression are reviewed in the next two sections. 

Intimate support. Social support is thought to be an important contributor to general 

well-being and mental health (for reviews see Brownell & Shumaker, 1984, Cohen & 

Willis, 1985), thus social support may provide a useful and telling avenue from which to 

study self-efficacy. The purpose of the following section is to review literature related to 

different types of social support pertinent to depression and to provide a framework from 

which to view the form of social support central to this thesis, which is intimate support. 

This section will present three possible means by which social support may affect 

depression, two theories of how social support contributes to well-being, and will provide 

a definition of intimate support. Finally, hypotheses will be offered that relate sixth-grade 

early adolescent depression to an adolescent's experience of intimate support with family 

and friends. 

A deficit of positive social relationships has been associated with psychological 

maladjustment and depression in a wide variety of populations (Cohen & Willis, 1985). 

For example, depressed youth in longitudinal studies report fewer social resources and 

lower levels of social support than non-depressed youth (Armsden, McCauley, Greenberg, 

Burke, & Mitchell, 1990; Lewinson, Roberts, Seeley, Rohde, Gotlib, & Hops, 1994). In a 

longitudinal study, Monroe, Bromet, Connell and Steiner (1986) followed initially 

asymptomatic women and found that lack of marital support was significantly related to 

the onset of depressive symptoms one year later. Another cross-sectional study found a 

positive relationship between adolescent depression and poor parental relationships 



12 

(Forehand, Brody, Slotkin, Fauber, McCombs, & Long, 1988). Similarly, in their cross-

sectional study Billings, Cronkite, and Moos (1983) found that depressed adults 

experienced their interpersonal relationships as less supportive. 

There are three possible explanations for the relationship between social support and 

depression. First, a lack of social support could cause or contribute to the development of 

depression. A second possibility is that depression could cause or contribute to a lack of 

social support. Lastly, both depression and a lack of social support could be 

simultaneously influenced by an underlying third variable. 

It is not yet possible to definitively declare what the true state of affairs is between 

social support and depression. More longitudinal research is needed to discern the 

direction of the social support - depression relationship. Nevertheless, it does stand to 

reason that decreased social support could increase distress and/or decrease an 

individual's ability to handle other stressors that may tax mental energy. Indeed, a 

longitudinal study has lent support to the notion that it is a lack of social support that 

contributes to depression rather than depression contributing to a lack of social support 

(Holahan & Moos, 1981). On the other hand, it also stands to reason that the negativism 

and pessimism often exhibited by depressed individuals could be so aversive to others that 

they withhold social support or avoid the depressed individual altogether. Perhaps then, 

what is actually occurring is a vicious cycle in that others shrink from the aversive 

presence of a depressed individual and hence, withdraw their social support in an effort to 

avoid the unpleasantness that seems to accompany interactions with the depressed 

individual. In turn, the decrease in social support may increase the depressed individual's 
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depression thereby exacerbating the problem. While far from holding definitive answers, a 

great deal more research has been carried out examining how social support contributes to 

psychological adjustment than whether a lack of social support contributes to depression. 

Two theories have been offered to explain how social support contributes to well-

being. The first theory is the buffering hypothesis of social support. The buffering model 

proposes that support is only related to well-being for persons who are experiencing 

stress, as the support works to buffer the person from the negative impact of the stressful 

events (Cohen & Willis, 1985). The second theory is the main effect model of social 

support. The main effect model proposes that social support increases the well-being of a 

person whether or not they are experiencing stress (Cohen & Willis, 1985) 

Research has supported both the buffering model and the main effect model of social 

support. Forehand et al. (1991) found evidence of both direct effects and buffering effects 

between positive parental relationships and adolescent's psychological functioning, while 

Elliott, Herrick, and Witty (1992) found that social support was directly related to well-

being regardless of stress level in both college students and persons with severe physical 

disabilities. Paykel (1994) reported that approximately half of cross-sectional studies 

support the main effects model of social support and the other half support the buffering 

model of social support. He suggested that perhaps there is both an independent and 

buffering effect of social support in the face of stress. This notion means that social 

support may have a direct effect on well being over and beyond any stress buffer it may 

provide a person. 



14 

The domain of social support research is very broad and has included measures of 

coping assistance (Thoits, 1986), emotional support that increases self-esteem (Cobb, 

1976), and perceived versus received (or actual) social support (Oei & Zwart, 1990) to 

name but a few. In a review of the literature, Brownell and Shumaker (1984) found six 

concepts that have been used to operationalize social support; quantity (number of 

connections), quality (having people one can trust), utilization (amount of time spent with 

people), meaning (the importance of the people providing support), availability (the 

likelihood of having a supportive person when needed), and satisfaction with one's 

support. Sarason, Shearin, Pierce, and Sarason (1987) evaluated a variety of measures of 

perceived available social support and found that in general these instruments assess the 

extent to which an individual is accepted, loved, and involved in relationships that include 

open communication. 

This thesis focuses on the sixth-grade early adolescent's perception of the quality, 

availability, satisfaction, and emotional aspects of their relationships with their family 

members and best same-sex friend. In other words, this thesis focuses on the sixth-grade 

adolescent's perception of intimate support. Intimate support is the adolescent's 

perception of having a companion to do things with who supports and approves of the 

adolescent and with whom the adolescent can be secure in disclosing their intimate 

thoughts. The first general hypothesis of the present study was that intimate supportive 

relationships are negatively associated with depressive symptomology in sixth-grade 

adolescents. 
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Rivera, Rose, Futterman, Lovett, and Gallagher-Thompson's (1991) recent study 

addressed the issues of satisfaction with support, quantity of support, and utilization of 

support. These researchers found no differences in satisfaction with received support 

between depressed and non-depressed female care-givers. However, though both groups 

reported equal access to social support, depressed care-givers reported utilizing those 

resources significantly less than non-depressed care-givers. The depressed care-givers 

reported a greater need for social support in the domains of need for sharing private 

feelings, desire for more social interactions, and need for positive feedback than non-

depressed female care-givers. Though care-givers are a different population than 

adolescents, it is interesting to note that the depressed care-givers reported under-utilizing 

support resources compared to non-depressed care-givers, yet desired more social 

interactions. These findings may not be specific to care-givers. Perhaps the findings are 

indicative of depressed people in general in that depressed people may genuinely want 

more social interactions, but find it difficult to seek or pursue support when others are put 

off by their depressive presentation and therefore avoid them. 

Moreover, as Monroe, Bromet, Connell, and Steiner (1986) pointed out, relationships 

may not be interchangeable or serve similar functions. The support that is received from 

one relationship may be more important to a person than support that is received from 

another relationship. Given that adolescents rate the companionship, emotional support, 

and approval of their friends as being more important to them than that of their parents 

(for review see Inderbitzen, 1994) and the adolescent's increasing reliance on friends, a 

lack of intimate support from friends may not necessarily have the same effects as a lack of 



16 

intimate support from family. However, the adolescent may require more family support 

and approval than friend support and approval while embarking on the task of 

individuating from the family in order to feel secure in their quest for autonomy. In other 

words, it may be more important for sixth-grade early adolescents to have a secure, 

supportive home base from which to work through their autonomy process than to have 

supportive friends. In addition, adolescents are more tied to the family and are forced to 

rely on the family more than adults. Thus, the present study predicted that a lack of family 

intimate support would have a larger effect on sixth-grade adolescent depressive 

symptomology than would a lack of friend intimate support. 

Conflict. Relationship conflict is a normal and common occurrence in close 

relationships. Individuals as such do not always possess identical or even similar desires 

and needs to those with whom they are close. Hence conflicts occur. Some theorists 

believe that relationship conflict is healthy up to a point. Past this point, relationship 

conflict can become unhealthy or detrimental to an individual's well being. Moreover, 

increased levels of conflict have been posited to be importantly related to depression. An 

added component of relationship conflict is a person's perception of conflict. As with 

social support, there may indeed be a difference between the actual amount of conflict a 

person experiences versus the amount of conflict that they perceive that they have 

experienced. Since increased levels of conflict have been posited to be importantly related 

to depression, the focus of this paper now turns to the literature related to conflict and 

depression. 
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Some theorists such as Erikson (1968) maintain that conflict is not necessarily 

detrimental and may in fact be necessary for relationships to maintain a healthy balance. 

One recent study provides support for the notion that some conflict is healthy (such as 

conflict that results in calm discussions) while other conflict is not (such as conflict that 

results in angry discussions). Tesser, Forehand, Brody, and Long (1989) found that in 

their sample of 69 adolescents ranging from 11- to 14-years-old, adjustment was 

negatively related to conflicts that resulted in angry discussions and positively related to 

conflicts that resulted in calm discussions between adolescents and parents. Moreover, for 

male adolescents in their sample, conflict with the adolescent's parents accounted for 45% 

of the variance in depression. 

Though some conflict may be necessary for healthy functioning, too much relationship 

conflict can be detrimental to the healthy psychological adjustment of adolescents and is 

associated with depression in both adults and adolescents (Forehand et al., 1988). For 

example, increased family conflict has been found to be associated with high levels of 

depression in female college students (Schwarz & ZurofF, 1979) and children ages seven 

to 14-years old (Dadds, Sanders, Morrison, & Rebgetz, 1992). Furthermore, Asamow 

(1992) found that depressed children who attempted or thought of suicide described their 

families as higher in conflict than non-depressed, non-suicidal children. 

Rivera, Rose, Futterman, Lovett, and Gallagher-Thompson (1991) addressed the issue 

of perceived versus actual negative interactions. These researchers found that depressed 

female care-givers incurred both more perceived and actual negative interactions with 

others compared to non-depressed female care-givers. Thus, the depressed care-givers 
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were not merely perceiving negative interactions where there were none, they were 

actually experiencing more negative interactions when compared to non-depressed care-

givers. 

In order to determine whether the previously cited findings regarding the relationship 

of conflict and depression also pertain to sixth-grade early adolescents, the second general 

hypothesis of the present study was that conflict is positively associated with depressive 

symptomology in sixth-grade early adolescents. However, simply confirming a relationship 

between conflict and depression may not tell the whole story. Given the adolescent's task 

of individuating from the family and increasing reliance on friends, it is possible that 

conflict within one relationship has a stronger association with sixth-grade early 

adolescent depression than conflict within another relationship. 

Studies have shown that depressed adolescents perceive their families more negatively 

than do non-depressed adolescents (Larson, Raffaelli, Richards, Ham, & Jewell, 1990) and 

they describe their families as less supportive and more conflictual than their non-

depressed peers (e.g., Cole & McPherson, 1993; Forehand et al., 1988). Moreover, 

conflict with parents predicted later depression in a large sample of adolescents in a recent 

study (Lewinson, Roberts, Seeley, Rohde, Gotlib, & Hops, 1994). 

There is no reason to assume that conflicted family relations have the same effect on 

depressive symptomology as conflicted peer relationships. Indeed, family conflict may be 

more related to depressive symptomology in adolescents than peer conflict because the 

adolescent is largely unable to avoid family conflict. Family conflict can therefore be seen 

as somewhat stable. In contrast, if a friendship is conflictual, the adolescent can escape the 



19 

stressor by decreasing interaction with the friend. Thus, conflict with friends need not be 

stable. Because of the relative stability of the family conflict stressor, conflict within the 

family was predicted to have a larger effect on sixth-grade early adolescent depressive 

symptomology than conflict with friends. 

In addition to the relationship qualities of intimate support and conflict, a depressed 

person's sense of self-efficacy and personal control in handling a variety of situations has 

been an area of interest to many researchers. Therefore, the current paper will now direct 

attention first towards Bandura's (1977) theory of self-efficacy and then towards 

Abramson, Seligman, and Teasdale's (1978) reformulated learned helplessness theory as 

these theories provide a useful framework from which to view adolescent depression. 

These theories together with their related literature may help explain why adolescent 

depression occurs. 

Perceived Personal Competence 

Self-Efficacv. Bandura (1977) theorized that the strength of a person's perception of 

self-efficacy determines not only whether or not a coping behavior is attempted, but the 

amount of effort and time that is expended. Self-efficacy for a given domain is defined as 

the belief that one can successfully carry out the behavior required to effect the desired 

outcome. Efficacy and outcome expectations are different in that an individual may believe 

that a certain behavior will result in a certain outcome, but not believe that they are able to 

successfully perform that behavior. 

Bandura (1977) reasons that people avoid (if not fear) situations that they believe are 

beyond their ability and may find these situations subjectively threatening. Therefore, when 
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an individual has low self-efficacy for an activity, they may avoid that activity or afford it 

less effort and time than they afford activities for which they have high self-efficacy. Those 

who persevere in activities that are subjectively threatening to them will incur corrective 

experiences that increase their sense of self-efficacy and eventually eliminates their fears 

(Bandura, Adams, & Beyer, 1977). Those who do not persevere will retain their self-

doubt indefinitely, especially if the self-doubt occurs early in the development of the 

required skill. 

Bandura (1989) maintains that poor self-efficacy not only adversely influences 

performance, but also has a dysphoric effect on mood states. He predicts that feelings of 

perceived self-inefficacy to fulfill desired goals that affect evaluation of one's self-worth 

and to secure things that bring life satisfaction can give rise to feelings of depression 

(Bandura, 1988). 

Research exploring the relationship between self-efficacy level and affective state in 

university students, older adults, and clinical populations has lent support to Bandura's 

theory. For example, higher levels of depressive symptomology were found to be 

associated with lower perceptions of self-efficacy in studies involving academic self-

efficacy (Olioff, Bryson, & Wadden, 1989), interpersonal functioning self-efficacy (Kanfer 

& Zeiss, 1983) and general self-efficacy (Hong & Mayo, 1988) in university students; 

general personal self-efficacy (Rosenbaum & Hadari, 1985) in adult inpatients; and 

general, physical, and global self-efficacy (Davis-Berman, 1988) in older adults. 

While most studies of self-efficacy have involved adults, several recent studies 

specifically targeted adolescents and have provided results similar to those obtained in 
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studies of adults. The first such study targeted adolescents with the reasoning that 

different types of self-efficacy may be important to adolescents than are important to 

adults. In a cross-sectional study of 366 adolescents, Ehrenberg, Cox, and Koopman 

(1991) found that lower levels of general, physical, and academic self-efficacy were 

associated with higher levels of depression, whereas higher levels of self-efficacy were 

associated with lower levels of depression in their sample. These researchers found age-

related changes in the dependence of depression scores on specific areas of self-efficacy 

status. In other words, depression was predicted by different domains of self-efficacy at 

different ages. Moreover, Ehrenberg et al. (1991) found that self-efficacy status reflected 

depression more accurately for males than females. These results support the notion that 

self-efficacy is multidimensional and should be studied in multiple realms rather than 

studying a single overall self-efficacy score. 

In another study of adolescents, Brightman (1990) found that depressed adolescents 

who were exposed to an unsolvable task showed a significant performance deficit on a 

subsequent solvable task when compared to non-depressed adolescents. Brightman 

interpreted these results to mean that as depressive symptomology increases, adolescents 

become more likely to decrease active coping behavior such as problem solving, effort, 

and persistence when faced with uncontrollable events. These results support Bandura's 

belief that an individual's sense of self-efficacy determines the amount of time and effort 

that they will expend when faced with obstacles. 

An area that is closely related to the concept of self-efficacy is a person's perception of 

self-competence. The difference between self-efficacy and self-competence is that 
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competence is one's level of ability and self-efficacy involves both competence and control 

(capacity to cause intended outcomes.) In a study involving three groups of out-patient 

youths differing in therapeutic status and severity of problem behavior age eight to 

seventeen, Weisz, Weiss, Wasserman, and Rintoul (1987) found that depression was 

associated with low levels of perceived personal competence in all three groups. The 

authors suggest that to the extent that perceived competence resembles self-efficacy, their 

findings suggest that low levels of self-efficacy may be linked to depression. 

Social and academic perceived self-competence not only predicted depressive 

symptoms in a group of 750 forth-graders, but had an additive effect (Cole, 1990). 

Children who felt both socially and academically less self-competent had more symptoms 

of depression than children who had only one problem area. In other studies, perceptions 

of academic and social self-competence were associated with depression in adolescents 

(Blechman, McEnroe, Carella, & Audette 1986) and college students' scores on the Beck 

Depression Inventory were correlated with the students' perceptions of competence 

(Weiss & Weisz, 1986 as cited in Weisz, et al., 1987). 

In a study of children eight to 13-years-old with comparable academic achievement 

and IQ levels, Asarnow, Carlson, and Guthrie (1987) found that the depressed children in 

their sample had a lower perception of their cognitive competence (which focuses on 

academic performance), but not social competence (which focuses on peer relationships 

and friendships), or physical competence (which focuses on the child's functioning in 

sports and games) compared to non-depressed children. However, Asarnow et al.'s (1987) 

study had several limitations. First, their sample was comprised of severely disturbed child 
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psychiatric inpatients, thus their results may not apply to a non-clinical sample. Second, 

out of the 16 children who comprised Asarnow et al.'s (1987) sample of children with 

depressive disorders, only three were not diagnosed with a concurrent disorder such as 

conduct disorder, borderline personality disorder, or attention deficit disorder. Thus, it is 

difficult to discern what effect the co-occurrence of other disorders had on the results. 

Third, Asarnow et al.'s (1987) sample size (N = 30) was relatively small. 

In a longitudinal study that captured the element of a person's sense of control, Fine, 

Haley, Gilbert, and Forth (1993) found that in their sample of 47 depressed adolescent 

outpatients, mastery of the external world (an individual's perceived competency in 

effecting change in their circumstances) predicted recovery from depression at a 12 week 

follow-up and at a one year follow-up. Thus, the higher the adolescent's sense of 

capability or efficacy was for producing behavior that would lead to a desired outcome 

(change their circumstances), the more likely the adolescent was to recover from his or her 

depression and to maintain recovery. 

Bandura's theory of the role of self-efficacy in depression has received considerable 

support. Nevertheless, most research concerning self-efficacy has concentrated on adult 

depression while largely ignoring adolescent depression. It is possible that the types of 

self-efficacy important to the development of depression are different for adults than for 

adolescents since self-efficacy is a multidimensional construct that encompasses many 

types of self-perceived competence. If research were to demonstrate what types of self-

efficacy are important in the development of adolescent depression, clinicians could focus 

attention towards increasing adolescents' sense of self-efficacy in the appropriate areas. 
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The attention of the present paper will now turn towards the theory of learned 

helplessness and associated literature. The theory of learned helplessness is closely related 

to and meshes well with self-efficacy theory. 

Learned helplessness. Abramson, Seligman, and Teasdale's (1978) concept of personal 

helplessness in their reformulated learned helplessness model of depression bears 

similarities to Bandura's theory of self-efficacy. Personal helplessness is an internal 

attribution that is defined as the expectancy that one is not able to produce behaviors that 

will lead to a desirable outcome, but that relevant others are able to do so. Thus, the 

individual expects that the desired outcome is not within their control. The following 

section reviews why learned helplessness, and thus depression, occurs according to 

Abramson et al.'s (1978) model. The learned helplessness literature will be surveyed and 

comparisons between learned helplessness theory and self-efficacy theory will be made. 

Abramson et al. (1978) maintain that if an individual does not expect their behavior 

will produce a desired outcome, four classes of deficits that comprise depression may 

occur: cognitive, emotional, self-esteem, and motivational deficits. The occurrence of 

these four classes of deficits makes it less likely that the individual will attempt the 

behavior and less likely that they will later learn the responses needed to produce the 

outcome. Furthermore, the likelihood of depression increases as the desirability of the 

unobtainable outcome increases and as the certainty of the individual's expectation of 

uncontrollability increases and is perceived as a stable factor. 

Self-efficacy theory and the reformulated learned helplessness theory are similar in that 

they both posit that depression can result when an individual does not believe that they are 
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able to effect the behaviors necessary to produce a desired outcome, yet relevant others 

are able to do so. In addition, just as the self-efficacy theory asserts that poor self-efficacy 

can be increased with experiences of success, the reformulated learned helplessness model 

of depression also holds that helplessness can be reversed and prevented by experience 

with success. However, if the individual does not persevere in an activity, success is never 

allowed to occur and feelings of helplessness persist. The reformulated learned 

helplessness theory compliments self-efficacy theory in that it predicts that feelings of 

inefficacy will result in personal helplessness. 

Several studies with children support the reformulated learned helplessness theory. In 

a nonclinical sample of children, Seligman, Kaslow, Alloy, Peterson, Tanenbaum, and 

Abramson (1984) found that as the children's CDI scores increased, the more likely they 

were to attribute negative events to internal, stable, and global causes and positive events 

to external, unstable, and specific causes. The children's depressive attributions also 

predicted their responses to the CDI six months later, leading the authors to suggest that 

this cognitive style may predispose children to develop depressive symptoms. 

Asarnow and Bates (1988) obtained similar results when they compared cognitive and 

attributional patterns of depressed children and adolescents with those of non-depressed 

and depression remitted children and adolescents. They found that depressed children and 

adolescents were more likely than the other two groups to attribute negative outcomes to 

internal, stable, and global causes and positive outcomes to external, unstable, and specific 

causes. The depressed group was also more likely than the non-depressed groups to show 

hopelessness. 
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As can be seen, Bandura's (1977) theory of self-efficacy and Abramson et al.'s (1978) 

reformulated learned helplessness theory have enjoyed much support and mesh well 

together. However, more focused measures of self-efficacy than have been previously 

utilized may yield more fruitful results in terms of better explaining the relationship 

between self-efficacy and adolescent depression. 

Studies employing broad measures of self-efficacy do not tell us about effects of 

specific domains of self-efficacy on depression. It is possible that self-efficacy is associated 

with adolescent depression only in certain domains that are relevant to adolescents. 

Because self-efficacy is a multidimensional construct, it seems logical that self-efficacy 

should be studied on a domain by domain basis. Previous studies have generally employed 

broad measures of self-efficacy and may therefore have missed important information. 

Research on separate dimensions of self-efficacy may be especially informative to the 

study of adolescent depression. In an effort to close this gap in the literature, the present 

study concentrates on self-efficacy in domains deemed significant to adolescent 

depression. Thus, because intimate support and conflict have been posited to be 

importantly associated with depression, the present study will focus on self-efficacy for 

these experiences as a means of examining depression in early adolescence. 

Tntimate support and conflict management self-efficacv. According to Bandura's 

theory of self-efficacy (1977), and Abramson, Seligman and Teasdale's (1978) 

reformulated learned helplessness theory of depression, adolescents who feel inefficacious 

in obtaining and maintaining intimate, non-conflicted relationships will show performance 

deficits such as lack of persistence and initiative when attempting to secure non-conflicted, 
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intimate relationships. Furthermore, when the desired relationship is not achieved, the 

child may feel "helpless" because he or she does not perceive themselves as able to 

produce the behaviors necessary to maintain intimate, non-conflicted relationships and 

hence, the adolescent may become depressed. 

While few studies have specifically addressed perceptions of self-efficacy in social 

relationships, a number of studies have found general links between depressive 

symptomology and both self-efficacy (e.g. Ehrenberg, Cox, & Koopman, 1991; Hong & 

Mayo, 1988; Kanfer & Zeiss, 1983; OliofF, Bryson, & Wadden, 1989) and perceptions of 

self-competence (Asarnow, Carlson, & Guthrie, 1987; Blechman, McEnroe, Carella, & 

Audette 1986; Weisz, Weiss, Wasserman, & Rintoul, 1987). These findings suggest that 

an adolescent's perceptions of self-efficacy and competence are involved in adolescent 

depressive symptomology, and could be important in understanding the phenomenon of 

early adolescent depression. However, studies employing broad measures of self-efficacy 

do not tell us about specific effects of social self-efficacy on depression. Thus, the present 

study concentrates on intimate support and conflict management self-efficacy. Intimate 

support self-efficacy is the adolescent's perception of how well they are able to effect 

behaviors necessary to initiate and sustain intimate, supportive relationships such as 

initiating relationships, intimate self-disclosure, and providing emotional support to others 

Conflict management self-efficacy is the adolescent's perception of how well they are able 

to effect behaviors necessary to manage interpersonal conflict such as conflict resolution 

skills, temper control, and handling disagreements equitably. 
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Given the importance of developing and maintaining peer relationships during 

adolescence and the importance of individuating from the family while still remaining 

connected, one's sense of intimate support and conflict management self-efficacy may be 

especially important at this age. Consequently, it was hypothesized that sixth-grade 

adolescents low in intimate support self-efficacy would show more depressive 

symptomology than adolescents high in intimate support self-efficacy, and that adolescents 

low in conflict management self-efficacy would show more depressive symptomology than 

adolescents high in conflict management self-efficacy. 

Depressed adolescent clients who have a low sense of self-efficacy often present to 

therapy appearing more depressed than their high self-efficacy counterparts when they 

have intimate support deficits or high levels of relationship conflict. Thus, it is possible 

that an adolescent's low self-efficacy concerning interpersonal skills may intensify the 

direct effects of poor relationships and that high self-efficacy perceptions may mitigate the 

effects of poor relationships. Therefore, it was predicted that as sixth-grade adolescents' 

intimate support self-efficacy and intimate supportive relationships increased, depression 

would decrease. Similarly, it was predicted that as the amount of conflict sixth-grade 

adolescents experience increased and the amount of conflict management self-efficacy they 

possessed decreased, depression would increase. 

Substantiation of these two predictions would mean that these relationships are 

multiplicative rather than additive. In other words, low self-efficacy and relationship 

difficulties do not increase depression in an additive or building block fashion, but rather 

low self-efficacy combines with relationship difficulties to increase depression in a 
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nonlinear multiplicative manner. Both friend and family interpersonal relationships were 

assessed to determine whether intimate support and conflict in both of these relationships 

interacted with intimate support and conflict management self-efficacy to affect sixth-

grade adolescent depression. 

The Present Study 

The purpose of the present study was twofold: 1) to explore the effects of intimate 

support and conflict in family and friend relationships on sixth-grade early adolescent 

depressive symptomology, 2) to determine whether poor conflict management skills self-

efficacy and poor intimate support self-efficacy are linked with depressive symptomology 

in sixth-grade early adolescents. Intimate support, especially family intimate support, was 

predicted to be negatively associated with depressive symptomology; and conflict, 

especially family conflict, was predicted to be positively associated with depressive 

symptomology. Increased levels of depressive symptomology were expected to 

correspond with lower ratings of conflict management self-efficacy and intimate support 

self-efficacy. In addition, low self-efficacy was expected to combine with relationship 

difficulties to increase depression in a nonlinear multiplicative manner. The data in the 

present study were originally part of a larger study headed by Dr. Duane Buhrmester, 

Ph.D. at the University of Texas at Dallas involving sixth-grade adolescents and their 

families, and the sixth-grader's same-sex best friend. 



CHAPTER II 

METHOD 

Participants 

Two hundred twenty-three sixth-grade middle school children from the Dallas, Texas 

metropolitan area (114 males and 109 females) volunteered to participate. The mean age 

was 11.92 years with a range of 10.75 to 13.25 years old. One hundred eighty-eight of the 

sixth-graders were Caucasian, four were Asian/Pacific Islander, 16 were African 

American, seven were Hispanic, four were Native American, and four placed themselves 

in the Other category. Sixth-grader's average household incomes fell in the $50,000 to 

$70,000 range. 

To be eligible, participants were required to be attending the sixth-grade in a school 

district that necessitated a change of schools in the seventh-grade, currently living in a 

two-parent household, have lived in the area for at least one year, expect to live in the area 

for the next three years, and the sixth-grader's family had to read and speak English. 

Procedure 

Participants were recruited in the Dallas, Texas metropolitan area in three ways: (a) 

letters requesting participation were sent home with sixth graders through their school, (b) 

letters requesting participation were distributed at local churches, and (c) letters 

requesting participation were distributed at a children's after school activities program. 

30 
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Volunteer families were paid $25.00. All participants were treated in accordance with the 

"Ethical Principles of Psychologists and Code of Conduct" (American Psychological 

Association, 1992). IRB permission was obtained at the University of Texas at Dallas 

prior to data collection and at the University of North Texas for this archival study. 

Trained undergraduate students administered the questionnaires to the sixth-grader 

during a visit to the sixth-grade adolescent's home. Parents signed an informed consent 

form and sixth-graders signed an assent form before completing the questionnaires. All 

participants were assured of the confidentiality of their responses. Family members 

completed their questionnaires in separate rooms in order to ensure their privacy. The 

adolescent identified his or her same-sex best friend who the adolescent then rated in the 

questionnaires. 

Measures 

Demographic questionnaire. A demographic questionnaire was completed by the 

mother of each sixth-grade adolescent (see Appendix A). The demographic questionnaire 

included questions concerning the adolescent's birth date, sex, ethnic background, parental 

education, and household income. 

Ratings of self-efficacv. Buhrmester's (1990b) Adolescent Interpersonal Competence 

Questionnaire (AICQ) was used to assess adolescent's self-efficacy beliefs about 

interpersonal competence (see Appendix B). The AICQ is a 35-item questionnaire that 

assesses an adolescents' perceived competence in five domains of interpersonal tasks: 

initiating relations, self-disclosure, provision of emotional support, managing interpersonal 

conflicts, and asserting displeasure with others' actions. Respondents were instructed to 
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use a five-point Likert-type scale with "1 = Poor at this; would be so uncomfortable and 

unable to handle this situation that it would be avoided if possible" and "5 = 

EXTREMELY good at this; would feel very comfortable and could handle this situation 

very well." Only the subscales assessing self-disclosure, provision of emotional support 

and managing interpersonal conflicts were used in the present study. Because of the high 

correlation between the self-disclosure and provision of emotional support scales, ratings 

of intimate support self-efficacy were obtained by combining these scales. Ratings of 

conflict management self-efficacy are comprised of the score for managing interpersonal 

conflicts. The AICQ has been shown to provide high internal consistency for both 

preadolescents and adolescents (e.g. Cronbach's alpha > 0.91) (Buhrmester, 1990a). 

Assessment of intimate support and conflict. The Relationship Questionnaire (RQ; 

Buhrmester, 1991) consisted of 30 items from the Companionship (e.g., "How often do 

you spend free time with this person?"), Intimate Disclosure (e.g., "How often do you tell 

this person things that you don't want others to know?"), Satisfaction (e.g., "How happy 

are you with your relationship with this person?"), and Conflict/Rebuff (e.g., "How often 

do you and this person disagree and quarrel with each other9") scales from the Network of 

Relationships Inventory (Furman & Buhrmester, 1985) (see Appendix C). Subjects rated 

both their family and friend relationships separately on five-point Likert-type scales with 

endpoints labeled "1 = Never or hardly ever" and "5 = VERY often or EXTREMELY 

much." The RQ has been shown to provide high internal consistency for both 

preadolescents and adolescents (e.g. Cronbach's alpha = 0.93 for both groups) 

(Buhrmester, 1990a). Intimate support scores were created by combining the 
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Companionship, Intimate Disclosure, and Satisfaction items for each relationship. Conflict 

scores for each relationship were comprised of the Conflict/Rebuff items. Parental intimate 

support scores were created by combining mother and father data; family intimate support 

scores were created by combining parental and sibling intimate support data; and overall 

intimate support scores were created by combining family and friend intimate support. 

Conflict scores were created in the same manner as intimate support scores except that 

conflict data was substituted for intimate support and scores were calculated by reversing 

(i.e., five = one, four = two, etc.) the subject's ratings. 

Assessment of depression. The Children's Depression Inventory (CDI; Kovacs, 1978) 

is a 27-item self-report inventory assessing the affective, cognitive, behavioral, and 

somatic dimensions of depression (see Appendix D). Each item consists of three 

statements ranked from zero to two. The subject is asked to select the statement from 

each item that best describes how he or she has been feeling for the past two weeks. The 

total score can range from zero to 81, with higher scores indicating more self-reported 

depression. The CDI is reported to have high internal consistency (coefficients of .86, .71, 

and .87 have been reported) and moderate to high test-retest reliability dependent upon 

the time interval and population (Kazdin, 1990; Saylor, Finch, Baskin, Furey, & Kelly, 

1984; Saylor, Finch, Spirito, & Bennett, 1984; Seligman et al., 1984). There is 

accumulating evidence of concurrent validity, with the CDI having been found to 

discriminate between depressed versus non-depressed emotionally disturbed children 

(Kovacs, 1982) and normal versus emotionally disturbed children (Saylor et al., 1984). In 
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addition, the CDI has been correlated with children's self-reports of negative self-esteem 

(Kovacs, 1982). 

Data Analysis Plan 

Descriptive Statistics 

Gender differences in means, standard deviations, and correlations might lead to 

misinterpreting findings as general when the findings are actually gender specific. Gender 

differences in depression are well documented for older samples (see Allgood-Merten, 

Lewinsohn, & Hops, 1990; Petersen, Compas, Brooks-Gunn, Stemmler, Ey, & Grant, 

1993). Therefore, t-tests were conducted on all demographic and dependent variables to 

examine the possible effect of subject gender. Moreover, spurious relationships between 

variables are potential confounds that may provide alternate explanations for results 

obtained in research studies. Thus, in order to identify possible unpredicted spurious 

relationships between variables a correlation matrix was computed for males and females 

separately to associate demographic variables, predictor variables, and variables that were 

not considered in the hypotheses. Race was coded one for Caucasians and zero for all 

others. The resulting variable was titled "Caucasian" and the resulting correlations are 

point biserial. 

Hypothesis - Testing Analyses 

The following section details each hypothesis and the manner in which it was tested. 

Hypothesis 1. Lower levels of overall intimate support are associated with higher 

levels of depressive symptomology in sixth-grade early adolescents. This hypothesis was 
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tested separately for each gender using a zero order Pearson's correlation. A one-tailed 

test was used since the direction of the relationship was predicted. 

Hypothesis 2. Lower levels of family intimate support will account for additional 

unique variance in sixth-grade early adolescent depressive symptomology over and beyond 

lower levels of intimate support with friends (i.e., a lack of family intimate support will 

have a larger effect on sixth-grade early adolescent depressive symptomology than will a 

lack of friend intimate support.) This hypothesis was tested separately for each gender 

using hierarchical multiple regression of sixth-grade early adolescent depressive 

symptomology with friend intimate support entered first and family intimate support 

entered second. 

Hypothesis 3. Higher levels of overall conflict are associated with higher levels of 

depressive symptomology in sixth-grade early adolescents. This hypothesis was tested 

separately for each gender using a zero order Pearson's correlation. A one-tailed test was 

used since the direction of the relationship was predicted. 

Hypothesis 4. Higher levels of family conflict will account for additional unique 

variance in sixth-grade early adolescent depressive symptomology over and beyond higher 

levels of conflict with friends (i.e., conflict within the family will have a larger effect on 

early adolescent depressive symptomology than conflict with friends.) This hypothesis was 

tested separately for each gender using hierarchical multiple regression of sixth-grade early 

adolescent depressive symptomology with friend conflict entered first and family conflict 

entered second. 
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Hypothesis 5. Higher levels of intimate support self-efficacy are negatively associated 

with depressive symptomology in sixth-grade early adolescents. This hypothesis was 

tested separately for each gender using a zero order Pearson's correlation. A one-tailed 

test was used since the direction of the relationship was predicted. 

Hypothesis 6. Higher levels of conflict management self-efficacy are negatively 

associated with depressive symptomology in sixth-grade early adolescents. This hypothesis 

was tested separately for each gender using a zero order Pearson's correlation. A one-

tailed test was used since the direction of the relationship was predicted. 

Hypothesis 7. Intimate support self-efficacy and intimate support have a multiplicative 

relationship predictive of depressive symptomology in sixth-grade early adolescents such 

that as intimate support self-efficacy and intimate support in relationships both increase, 

depressive symptomology will decrease; and as intimate support self-efficacy and intimate 

support in relationships decrease, depressive symptomology will increase. In order to test 

this hypothesis, intimate support self-efficacy scores were multiplied by intimate support 

scores for each relationship to form a new variable that was named "multiplicative intimate 

support." This hypothesis was tested separately for each gender using a direct regression 

formula. 

Hypothesis 8. Conflict management self-efficacy and relationship conflict have a 

multiplicative relationship with depressive symptomology in sixth-grade early adolescents 

such that as conflict management self-efficacy increases and relationship conflict 

decreases, depressive symptomology will decrease; and as conflict management self-

efficacy decreases and relationship conflict increases, depressive symptomology will 
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increase. In order to test this hypothesis, conflict management self-efficacy scores were 

multiplied by conflict scores for each relationship to form a new variable that was named 

"multiplicative conflict." This hypothesis was tested separately for each gender using a 

direct regression formula. 

To determine whether intimate support and conflict in both the family and friend 

relationships interact with intimate support and conflict management self-efficacy to affect 

sixth-grade early adolescent depressive symptomology, hypothesis number seven and eight 

were analyzed separately for both friend and family interpersonal relationships. 



CHAPTER ffl 

RESULTS 

Descriptive Statistics 

Preliminary between groups t-tests were conducted on all demographic and dependent 

variables to examine the possible effect of subject gender. As can be seen in Table 1 (all 

Tables are located in Appendix E), these analyses revealed numerous significant effects for 

gender. Females reported greater friend and overall intimate support than did males while 

males reported more friend conflict than did females. Females also reported greater self-

efficacy for both intimate support and conflict management than did males. There was not 

a significant gender difference for depression. This finding is not surprising given that 

researchers typically have not found sex differences in depression in children six to 12 

years old (see Kazdin, 1990 for a review) and the mean age of the current sample is 11.92 

years old. Due to the many gender differences that were found, all analyses were 

conducted separately for males and females. No spurious relationships were detected that 

required statistical control. 

Table 2 shows the intercorrelations between demographic and depression variables 

separately for males and females. Two of the 30 intercorrelations can be expected to be 

statistically significant by chance. Thus, nine of the 11 significant intercorrelations are 

likely due to real effects. In general, different patterns of intercorrelations were obtained 
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for males and females. Yet, three similar patterns emerged for both males and females that 

deserve comment. First, household income was not related to depression for either gender. 

Since socioeconomic status (SES) has been found to be associated with depression in 

other studies, it is interesting that SES was not associated with depression in this sample. 

The probable explanation for the absence of this relationship is that the SES level of this 

sample tended to be higher ($50,000 to $70,000) than the national average. Second, 

father's education was related to household income for both genders showing that fathers 

who had more education tended to have greater household incomes than fathers who had 

less education. Mother's education was also associated with higher income, but only for 

males. Lastly, unsurprisingly, mother's education was related to father's education for 

both genders suggesting that parents tended to have similar educational levels. 

Recall that race was coded one for Caucasians and zero for all others. The resulting 

variable was titled "Caucasian" and the resulting correlations are point biserial. As can be 

seen in Table 2, male Caucasians tended to be slightly older than males of other races, 

whereas there was no differences in age between Caucasian and other females. Families of 

Caucasian females tended to have higher family incomes than families of other races. This 

finding may be an artifact of parental age as income often increases with age. Indeed, post 

hoc analysis revealed that mothers (r = .21, g = .013) and fathers (r = .22, g = .013) of 

Caucasian females were significantly older than mothers and fathers of other race females. 

For both genders, race was unrelated to mother's education, father's education, or 

depression. 
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Interestingly, mother's education and father's education were negatively correlated 

with depression for males. Thus, less educated parents of male adolescents tended to have 

more depressed sons. Correlational analysis conducted between father's age and father's 

education showed that the older a male's father was, the more education the father had 

obtained (r = .27, g = .002). Household income increased as a female's father's age 

increased (r = . 17, j) = .043), but not as her mother's age increased (r = .01, g = .432), 

suggesting that men who have daughters earlier in life tend to earn less household income 

than men who have daughters later in life. 

Intercorrelations between demographic and predictor variables are presented by 

gender in Table 3. Twelve of the 240 intercorrelations presented in Table 3 can be 

expected to be statistically significant by chance. Since there are 41 intercorrelations that 

are statistically significant, 29 of these intercorrelations are unlikely to be significant by 

chance. Overall, being Caucasian was related to more variables for females than males and 

father's education was related to more variables for males than females 

Older males had significantly less sibling intimate support and friend conflict than 

younger boys. Minority males and males with lower household incomes reported more 

conflict with their fathers than their counterparts. Greater father education was associated 

with males having greater intimate support in all relationships and greater conflict 

management self-efficacy. Since for males there is: a positive relationship between father's 

education and intimate support with mother; a negative relationship between father's 

education and depression; and a negative relationship between intimate support with 

mother and depression, father's education may be a spurious cause of part of the 
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relationship between intimate support with mother and depression. It is possible that more 

educated fathers provide their sons with more intimate support than do less educated 

fathers while also encouraging their wives and their other children to do the same. Thus, 

more educated fathers may foster a supportive family atmosphere that decreases their 

son's experience of depression. In order to examine this possibility, the analysis for testing 

hypothesis number two concerning intimate support was rerun while controlling for 

father's education. 

For females, increased age was related to increased intimate support self-efficacy and 

conflict with mother. Minority females also reported more conflict with their mothers than 

Caucasian females and Caucasian females reported greater intimate support with both of 

their parents than did minority females. Greater mother education was associated with 

greater sibling, family, and overall conflict. It is likely that mother's education was 

associated with family conflict and overall conflict only because of the contribution made 

by sibling conflict into the calculation of these scores. Contrary to the findings for males, 

females whose fathers had more education reported less intimate support with their father 

and consequently with their family than females whose fathers had less education. Post 

hoc analysis showed that females perceived significantly less intimate support from their 

father as their father's educational level increased while males perceived significantly more 

intimate support from their father as their father's educational level increased (Fisher's Z = 

-2.55, p=.005) . 
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Intimate Support 

Table 4 contains the intercorrelations between intimate support variables and 

depression for each gender. Mother and father intimate support were highly correlated 

with each other within both genders (r = .77 for males; r = .83 for females). Sibling 

intimate support was less highly correlated with mother and father intimate support (r = 

.40 to .50). Similarly, friend intimate support, although significant, was not highly 

correlated with family intimate support or its components (r = .26 to .30 for males; r = .14 

to .21 for females). Seventy-six percent of the overall intimate support variance for males 

comes from family intimate support, with mother intimate support contributing the most 

individual variance. For females, 74% of the overall intimate support variance comes from 

family intimate support with father intimate support contributing the most individual 

variance. In general, friend intimate support was more highly correlated with family 

intimate support for males than females, however, this difference was not statistically 

significant. 

Table 5 contains the correlations between intimate support and conflict variables. 

Intimate support and conflict were usually negatively correlated for the same target 

individual for both genders. For males, intimate support and conflict were generally 

independent, rarely sharing greater than four percent variance. However, for females, 

intimate support and conflict variables showed low to moderate correlations with these 

variables sharing up to 21% variance. Thus, females' reports of relationship conflict 

increased significantly as their reports of intimate support decreased Compared to males, 

females generally reported their relationships as more distant as relationship conflict 
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increased. This was especially true within the maternal relationship, with females reporting 

more distant relationships with their mothers as maternal conflict increased than did males 

(Fisher's z = -2.23, g = .013). Friend conflict was unrelated to intimate support in any 

relationship and friend intimate support was unrelated to conflict in any relationship for 

both genders. 

Conflict 

Table 6 presents the intercorrelations between conflict variables for each gender. 

Mother and father conflict were moderately correlated with each other for both genders (r 

= .65 for males; r = .71 for females). Sibling conflict was less highly correlated with 

mother and father conflict (r = .26 to .42). Similarly, friend conflict, although significant, 

was less highly correlated with family member conflict (r = .32 to .47 for males; r = .03 to 

. 18 for females). The association between conflict in family and friend relationships was 

stronger for males than females. In addition, friend conflict contributed more than twice as 

much variance to overall conflict for males as it did for females. These findings suggest 

that when male and female sixth-graders perceive conflict in one familial relationship, they 

are likely to perceive conflict in another familial relationship. Moreover, when males 

perceive conflict in any relationship, including friend relationships, they are likely to 

perceive conflict in another relationship whereas females may tend to perceive more 

relationship specific conflict difficulties outside of the family. Ninety-two percent of the 

overall conflict variance for males comes from family conflict, with mother conflict 

contributing the most individual variance. For females, 90% of the overall conflict variance 
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comes from family conflict with mother and father conflict contributing approximately the 

same amount of individual variance. 

Self-Efficacy 

Table 7 contains the intercorrelations between the two self-efficacy variables and the 

predictor variables for each gender. For the most part, intimate support in all relationships 

was highly related to both intimate support and conflict management self-efficacy for both 

males and females, while relationship conflict was generally unrelated to the two self-

efficacy variables. 

Intimate support self-efficacy was much more highly correlated with friend intimate 

support (r = .63 for males; r = .53 for females) than with intimate support within family 

relationships (r = .19 to .24 for males; r = .18 to .24 for females). In fact, friend intimate 

support contributed much more variance (40% for males and 28% for females) to intimate 

support self-efficacy than did family intimate support (6% for both genders). Perhaps 

sixth-graders must "work at" or have skill in developing friendships whereas family can be 

taken for granted. Additionally, friend intimate support was not more highly correlated 

with conflict management self-efficacy than was intimate support with family members. 

Instead, conflict management self-efficacy was generally moderately correlated with 

intimate support in all relationships for both males (r = .32 to .37) and females (r = .19 to 

.37). 

For males, intimate support self-efficacy and conflict management self-efficacy were 

uncorrelated with conflict in any relationship. For females, intimate support and conflict 

management self-efficacy were both negatively correlated to friend conflict. Thus, as 
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females' sense of intimate support and conflict management self-efficacy increased, their 

perception of friend conflict decreased and as their sense of intimate support and conflict 

management self-efficacy decreased, their perception of friend conflict increased. 

Hypothesis Tests 

Hypothesis 1. It was hypothesized that lower levels of overall intimate support are 

associated with higher levels of depressive symptomology in early adolescents. As 

predicted, lower levels of overall intimate support were associated with higher levels of 

depressive symptomology in early adolescent males, r (113) = -.30, £ = .001, and females, 

r (109) = -.35, £ = .001. Thus, adolescents who reported less overall intimate support 

reported higher levels of depression compared to adolescents who reported more overall 

intimate support. 

Hypothesis 2. It was hypothesized that lower levels of family intimate support will 

account for additional unique variance in early adolescent depressive symptomology over 

and beyond lower levels of intimate support with friends. Table 8 contains a summary of 

the hierarchical multiple regression analyses for intimate support with friend intimate 

support entered first and family intimate support entered second to predict depression. As 

expected, lower levels of family intimate support accounted for additional unique variance 

in early adolescent depressive symptomology over and beyond lower levels of intimate 

support with friends (which did not contribute to the prediction of depression) for both 

genders. Family intimate support accounted uniquely for 8% of the variance in depression 

for males and 17% for females. Follow-up analysis showed that there was not a 

statistically significant difference between the r's for males and females (Fisher's Z = -.93, 
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g = .176). Thus, the magnitude of the effect of family intimate support on depression was 

similar for males and females. Because of the significant correlations between father's 

education, intimate support with mother, and depression, the analysis for testing this 

hypothesis was rerun while controlling for father's education. However, controlling for 

father's education did not change the findings for this hypothesis. 

Because sibling intimate support was uncorrelated with early adolescent depression for 

males and was included in the family intimate support score, the possibility was considered 

that sibling intimate support was reducing the effect of family intimate support on 

depression. To test this possibility, a post hoc analysis was conducted using parental 

intimate support in place of family intimate support to predict depression in the 

hierarchical multiple regression equation. Results of these analyses are presented in Table 

9. Parental intimate support accounted uniquely for 13% of the variance in depression for 

males and 19% for females. Thus, parental intimate support alone accounted for slightly 

more variance than did family intimate support, which included siblings. The magnitude of 

the effect of parental intimate support on depression was similar for both genders (Fisher's 

Z = -.57, g = .284). 

Hypothesis 3. It was hypothesized that higher levels of overall conflict are associated 

with higher levels of depressive symptomology in early adolescents. As predicted, higher 

levels of overall conflict were positively associated with higher levels of depressive 

symptomology in early adolescent males, r (113) = .20, j> = .019, and females, r (109) = 

.35, p = .001. Thus, adolescents who reported greater overall relationship conflict 
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reported higher levels of depression compared to adolescents who reported less overall 

relationship conflict. 

Hypothesis 4. It was hypothesized that higher levels of family conflict will account for 

additional unique variance in early adolescent depressive symptomology over and beyond 

higher levels of conflict with friends. Table 10 contains a summary of the hierarchical 

multiple regression analyses for relationship conflict with friend conflict entered first and 

family conflict entered second to predict depression. As predicted, conflict within the 

family accounted for additional unique variance in early adolescent depressive 

symptomology over and beyond higher levels of conflict with friends (which did not 

contribute to the prediction of depression) for both genders. Family conflict post hoc 

analysis showed that the difference between the r's for males and females approached 

statistical significance (Fisher's Z = -1.55, g = .061). Therefore, it is possible that family 

conflict may be a better predictor of depression for females than males. 

As was the case with intimate support, sibling conflict, a component of the family 

conflict score, was uncorrelated with early adolescent depression for males. Consequently, 

the possibility that sibling conflict was reducing the effect of family conflict on depression 

was considered. To test this possibility, a post hoc analysis was conducted using parental 

conflict in place of family conflict to predict depression in the hierarchical multiple 

regression equation. Results of these analysis are presented in Table 11. Using parental 

conflict alone improved the prediction of depression by 3% over family conflict for both 

males and females with parental conflict accounting for 6% of the variance in depression 

for males and 20% for females. Thus, parental conflict was slightly better at predicting 
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depression than was family conflict. Parental conflict post hoc analysis showed that the 

difference between the r's for males and females approached statistical significance 

(Fisher's Z = -1.55,2 = .061). Therefore, it is possible that parental conflict may be a 

better predictor for females than males. 

Hypothesis 5. It was hypothesized that higher levels of intimate support self-efficacy 

are negatively associated with depressive symptomology in early adolescents. While this 

hypothesis' correlation did not reach statistical significance for either gender, the 

correlation did approach significance for both males, r (113) = -.13, g = .082, and females, 

(108) = -.13, g = .098. Furthermore, this hypothesis was supported when a correlation 

was computed that combined the data of both genders, r (221) = -.12, j> = .033. This 

result coupled with the fact that the effect size for males and females was similar suggests 

that the relationship between intimate support self-efficacy and depression is general and 

holds for both genders. It is likely that the correlations for each gender would have been 

significant had this sample been larger. Thus, higher levels of intimate support self-efficacy 

are negatively associated with depressive symptomology in the combined sample of male 

and female early adolescents. 

Hypothesis 6. It was hypothesized that higher levels of conflict management self-

efficacy are negatively associated with depressive symptomology in early adolescents. As 

expected, higher levels of conflict management self-efficacy were negatively associated 

with depressive symptomology in early adolescent males, r (113) = -.43, g < .001, and 

females, (108) = -.23, g = .009. Therefore, adolescents who reported greater levels of 

conflict management self-efficacy also reported lower levels of depression compared to 
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adolescents who reported lower levels of conflict management self-efficacy. Follow-up 

analysis showed that the difference between the r's for males and females approached 

statistical significance (Fisher's Z = 1.47, g = .071) suggesting that conflict management 

self-efficacy may be more important to depression in males than females. 

Hypothesis 7. It was hypothesized that intimate support self-efficacy and intimate 

support have a multiplicative relationship predictive of depressive symptomology in early 

adolescents such that as intimate support self-efficacy and intimate support in relationships 

both increase, depressive symptomology will decrease; and as intimate support self-

efficacy and intimate support in relationships decrease, depressive symptomology will 

increase. In order to determine if both family and friend intimate support interact with 

intimate support self-efficacy, this hypothesis was analyzed separately for both family and 

friend interpersonal relationships using a direct regression equation to predict depression. 

Table 12 contains a summary of the direct regression analysis for males and Table 13 

contains the analysis for females. As expected, family intimate support did interact with 

intimate support self-efficacy to predict depression for both males and females, but friend 

intimate support did not. Thus, as family intimate support and intimate support self-

efficacy both increased, adolescents reported less depression; and as family intimate 

support and intimate support self-efficacy both decreased, adolescents reported more 

depression. The interaction effect of family intimate support and intimate support self-

efficacy accounted for 7% of the variance in depression for males and 13% for females. 

Two sets of follow-up analysis were conducted in which overall intimate support and 

parental intimate support were substituted for family and friend intimate support in the 
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direct regression formulas thereby providing a more complete analysis of adolescent 

depression. These results are also presented in Tables 12 and 13. The interaction of 

parental intimate support with intimate support self-efficacy was the best predictor of 

depression out of the four relationship groups (family, friend, parental, and overall) 

considered, with this variable accounting for 10% of the variance in depression for males 

and 15% for females. The next best predictor (the interaction of family intimate support 

with intimate support self-efficacy) accounted for 7% and 13% respectively. 

Hypothesis 8. It was hypothesized that conflict management self-efficacy and 

relationship conflict have a multiplicative relationship with depressive symptomology in 

early adolescents such that as conflict management self-efficacy increases and relationship 

conflict decreases, depressive symptomology will decrease, and as conflict management 

self-efficacy decreases and relationship conflict increases, depressive symptomology will 

increase. In order to determine if both family and friend conflict interact with conflict 

management self-efficacy, this hypothesis was analyzed separately for both family and 

friend interpersonal relationships using a direct regression equation to predict depression. 

Table 14 contains a summary of the direct regression analysis for males and Table 15 

contains the analysis for females. As expected, family conflict did interact with conflict 

management self-efficacy to predict depression for both males and females. Moreover, 

friend conflict interacted with conflict management self-efficacy to predict depression for 

males only. Thus, as family conflict decreased and conflict management self-efficacy 

increased, male and female adolescents reported less depression; and as family conflict 

increased and conflict management self-efficacy decreased, male and female adolescents 
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reported more depression. For males, this same interaction pattern was also true of friend 

conflict. The interaction effect of friend conflict and conflict management self-efficacy 

accounted for 12% of the variance in depression for males. 

Post hoc analysis were conducted in which overall conflict and parental conflict were 

substituted for family and friend conflict in the direct regression formulas. These results 

are also presented in Tables 14 and 15. The interaction of parental conflict with conflict 

management self-efficacy was the best predictor of depression out of the four relationship 

groups (family, friend, parental, and overall) considered, with this variable accounting for 

21% of the variance in depression for both males and females. The next best predictor (the 

interaction of family conflict with conflict management self-efficacy) accounted for 18% of 

the variance in depression for both genders. 



CHAPTER IV 

DISCUSSION 

This study confirms that relationship difficulties and low self-efficacy are associated 

with depression in sixth-grade early adolescents, while also providing support for the 

hypothesis that sixth-graders' relationship difficulties interact with self-efficacy to 

exacerbate depressive symptomology. In addition, this study fills several gaps in the 

literature on adolescent depression. 

First, this study utilized participants from a relatively narrow age range (males: M = 

11.97, SD = .46; females: M = 1183, SD = .40). Age stratified studies of adolescents are 

imperative if researchers are to discern developmental differences in depression. Indeed, 

several findings of the current study are likely related to development and may have been 

missed had there been a larger span in participant's ages. Most notably, the current study 

did not find a gender difference for depression that has been well documented in studies of 

older adolescents and adults. 

Second, families (especially fathers) appeared to play a greater role in sixth-grade early 

adolescents' experiences of depression than did friends. In fact, contrary to studies with 

older adolescents (e.g., Puig-Antich, Lukens, Davies, Goetz, Brennan-Quattrock, & 

Todak, 1985a), sixth-graders' friend relationship qualities were largely uncorrelated with 
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depression in this study. Though the narrow age range utilized in this study helps to 

identify developmental differences, more needs to be done. As Kovacs (1989) pointed out, 

studies that use only chronological age are likely to miss many developmental effects. 

Therefore, future studies may do well to utilize age stratified samples in conjunction with 

other developmental measures. 

Third, many researchers have stressed the need for research on father-child 

interactions (e.g., Forehand, Wierson, Thomas, Armistead, Kempton, & Neighbors, 1991; 

Phares, 1992; Stoneman, Brody, & Burke, 1989) as too often researchers have included 

data pertaining to mothers only, thus failing to consider a significant component of a 

child's experiences - the experiences provided by fathers. Indeed, the current study found 

that females perceived less intimate support from their father as their father's educational 

level increased while males perceived more intimate support from their father as their 

father's educational level increased. This finding would not have been possible had father 

data been excluded. At the same time that fathers have been ignored, little research has 

been carried out concerning depressed adolescent's peer relationships. Furthermore, due 

to the adolescent's developmental task of individuating from the family, parent-adolescent 

and friend-adolescent relationships need to be studied using age stratified samples. The 

current study addresses these important issues by including data pertaining to the 

adolescent's father and best same-sex friend while using a sample with a narrow age 

range. 

Fourth, the findings of this study with regard to intimate support are both convergent 

and divergent with previous research conducted with older adolescents (e.g., Rubin, et al., 
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1992; McGee & Stanton, 1992). Consistent with previous research, sixth-grade early 

adolescents reported more depressive symptomology as their levels of overall (i.e., both 

family and friend) intimate support decreased. However, lower levels of family, 

particularly parental, intimate support predicted depression for sixth-grade adolescents 

while friend intimate support did not. Thus, contrary to previous research with older 

adolescents, the current study found that friend intimate support was not associated with 

depression in sixth-grade early adolescents. 

Monroe, Bromet, Connell, and Steiner (1986) pointed out that relationships may not 

be interchangeable or serve similar functions. This means that the support that is received 

from one relationship may be more important to a sixth-grader than the support that is 

received from another relationship. The fact that parental intimate support appears to be 

more important to sixth-grade early adolescent depressive symptomology than is friend 

intimate support is in accordance with Monroe, et al.'s (1986) contention and shows that 

parents continue to exert a strong influence during early adolescence. 

Fifth, as has been found regarding conflict in studies with somewhat older adolescents 

(e. g., Forehand, Brody, Slotkin, Fauber, McCombs, & Long, 1988), greater overall (i.e., 

both family and friend) conflict was associated with more depressive symptomology for 

sixth-graders in the current study. In addition, the presence of family conflict, particularly 

parental conflict, was associated with greater depressive symptomology while the presence 

of friend conflict was not associated with depression. It should be noted that though the 

difference was not strictly statistically significant, parental conflict was more strongly 

associated with depression for females than for males. However, it will be up to future 
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studies to determine whether a gender difference does indeed exist in sixth-graders' 

experience of parental conflict. Furthermore, females' reports of relationship conflict 

increased as their reports of intimate support decreased. This was especially true for 

females' maternal relationships. Thus, it is possible that parental conflict is particularly 

disruptive of support for female sixth-graders. 

The negative relationship between females' reports of intimate support and conflict is 

intriguing, especially since the same pattern was not seen for males. Perhaps males and 

females differed in their interpretations of the self-report questionnaires utilized in this 

study. For instance, one question inquires as to how often the sixth-grader argues with a 

particular person. It is possible that males and females differed in what they considered an 

"argument." Alternatively, sixth-grade females may have a more polarized view of 

relationships than do males such that when a relationship is conflictual, the female sixth-

grader has difficulty perceiving intimate support. It would be very informative if future 

studies could ascertain if males and females define intimate support and conflict differently 

from one another, and/or whether females' relationships are really more polarized on these 

two qualities than are sixth-grade males' relationships. 

Perhaps no relationship was found between friend conflict and depression because 

healthy development requires a certain amount of conflict within early adolescent 

friendships in order to acquire, practice, and test the skills necessary to deal effectively in 

relationships. At any rate, since friend conflict did not contribute to the prediction of 

depression, it is possible that adolescents are experiencing friend conflict as avoidable and 

therefore unstable, whereas they may be experiencing family conflict as stable and 
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unavoidable. The possible unstable and avoidable nature of friend conflict would allow 

altercations with friends to serve as corrective experiences for the sixth-grader. According 

to Bandura's (1977) theory, these corrective experiences should improve skill and self-

efficacy whereas the stable and unavoidable nature of family conflict prevents family 

altercations from providing the sixth-grader with feedback on skills. Furthermore, 

increased levels of family conflict may be resulting in feelings of helplessness which 

according to Abramson, Seligman, and Teasdale's (1978) reformulated learned 

helplessness theory would increase depression. 

The notion that adolescents feel helpless to avoid family conflict is furthered by the 

association found between relationship conflict and conflict management self-efficacy. The 

only relationship conflict that was correlated with conflict management self-efficacy was 

friend conflict for females. Therefore, it appears that high conflict management self-

efficacy assisted only females in decreasing conflict (or vice versa) and then only in the 

friend relationship - not in the family relationship. This suggests that sixth-graders may 

indeed be perceiving family conflict as unavoidable and stable while at least females may 

be perceiving friend conflict as avoidable and unstable as their sense of conflict 

management self-efficacy increases. The inability of an adolescent to avoid conflict in the 

home could exacerbate other problems the adolescent may experience, thus creating a 

vulnerability to depressive experiences. 

Previous studies have tended to employ measures of self-efficacy that are general and 

quite broad. The current study utilized measures of self-efficacy for areas thought to be 
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important in depression. Moreover, the results of this study should assist mental health 

professionals in targeting problem areas for the depressed sixth-grade early adolescent. 

Turning to the larger picture, there has been much debate as to whether depression is a 

cause or a consequence of interpersonal difficulties. Conceptualized as a causal factor, 

depression may be thought of emotionally, cognitively, or behaviorally. As an emotional 

phenomenon, depressed sixth-graders may be seen as irritable and melancholy. Others may 

often attempt to soothe the depressed sixth-grader with little or no success. Eventually, 

interpersonal difficulties result and others cease attempts to soothe the sixth-grader. As a 

cognitive phenomenon, depression may bias sixth-graders towards perceiving their 

environment in a more negative, albeit more accurate (e.g., Lewinsohn, Mischel, Chaplin, 

& Barton, 1980), manner. Thus, the depressed sixth-grader may be predisposed to 

perceive relationships both as less close and supportive, and as more conflicted. As a 

behavioral phenomenon, depressed sixth-graders may withdraw from others and may more 

easily lash out irritably. As a consequence, interpersonal relationships may become 

impaired. 

When thought of as a causal factor, the effects of depression on interpersonal 

relationships can be viewed as the result of a cycle regardless of whether depression is 

viewed emotionally, cognitively, or behaviorally. A vicious cycle may be initiated whereby 

the depressed sixth-grader is less able to serve as a source of positive social reinforcement 

for others, and in turn, others afford the depressed sixth-grader with less positive social 

reinforcement. This cycle may lead to less closeness and support and increase conflict 

within relationships, thereby aiding in the maintenance of the depressive state. 
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On the other side of this issue is the conceptualization of depression as a consequence. 

Dysfunctional relationship processes have been posited to cause or at least contribute to 

depression. A lack of closeness and support and increased conflict within family and friend 

relationships could contribute to depression. This study was unable to determine whether 

depression is a cause or a consequence of relationship difficulties due to its correlational 

nature. Longitudinal studies aimed at untangling the relationship between interpersonal 

difficulties and depression are obviously needed if we are to understand the directionality 

of this relationship. 

Aside from relationship qualities, sixth-grade adolescents' perceptions of self-efficacy 

were also related to depression. Sixth-grade early adolescents who are lower in intimate 

support self-efficacy or conflict management self-efficacy report more depressive 

symptomology than their sixth-grade high self-efficacy counterparts. As was the case with 

interpersonal difficulties, this study was unable to determine whether depression was a 

cause or a consequence of low self-efficacy. However, these findings can be viewed from 

the framework of Bandura's (1977) theory of self-efficacy and Abramson, et al.'s (1978) 

reformulated learned helplessness theory. Bandura (1988) theorized that perceived self-

inefficacy to fulfill desired goals that affect evaluation of one's self-worth and to secure 

things that bring life satisfaction can give rise to feelings of depression. Abramson, et al.'s 

(1978) reformulated learned helplessness theory holds that depression results when a 

person feels that they are not able to perform a behavior necessary to obtain a desired 

outcome, but that relevant others are able to do so. 
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Given the importance placed by society on obtaining intimate support and managing 

conflict, the natural human desire to socialize, and the relationship between depression and 

intimate support and conflict, it seems reasonable to assume that sixth-graders generally 

desire high levels of intimate support and low levels of conflict in order to maintain life 

satisfaction. In addition, since identity development is intensifying at this age, sixth-graders 

are likely increasing the number of comparisons they make between their own 

performance and the performance of others. Thus, the sixth-grader may perceive that 

unlike themselves, relevant others are able to obtain desired intimate, non-conflictual 

relationships. In turn, these perceptions could lead to feelings of depression such as were 

found in the current study. In addition to self-efficacy beliefs, future studies should assess 

the adolescenct's perception of how well relevant others are able to secure desired 

intimate, non-conflictual relationships. 

An interesting gender difference was suggested for perceptions of conflict 

management self-efficacy. Though not strictly statistically significant, conflict management 

self-efficacy was more strongly associated with depression for males than for females. It is 

likely that depressive symptomology quickly increased for males who felt less skillful than 

average at managing relationship conflict since males generally perceived themselves to be 

less efficacious than females at conflict management. Therefore, it is possible that a lack of 

conflict management self-efficacy is more distressing for sixth-grade early adolescent 

males than females. This may be because of higher levels of conflict for males, as males 

report more conflict with peers than do females. Thus, the presence of conflict may 

increase depression more when a male's conflict management self-efficacy is diminished. 
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Future research should strive to clarify the possible gender differences in this age group 

given the many gender differences found in research with older participants. 

The findings that intimate support is related to both intimate support self-efficacy and 

conflict management self-efficacy is also in accordance with Bandura's (1977) theory. His 

theory predicts that adolescents are more likely to exert effort and spend time eliciting 

intimate support from their relationships as their sense of intimate support self-efficacy and 

conflict management self-efficacy increases. In turn, they obtain the practice needed to 

increase their sense of intimate support self-efficacy, conflict management self-efficacy, 

interpersonal skills, and intimate support base. Those who have a lower sense of self-

efficacy will not persevere when faced with resistance to their attempts to obtain intimate 

support. Therefore, they will experience less intimate support and will not receive 

corrective experiences that would allow them to improve their skills at obtaining intimate 

support. 

Perhaps friend relationships are more important than family relationships when it 

comes to building skill and self-efficacy. The fact that friend intimate support (which was 

unrelated to depression) was more highly related to intimate support self-efficacy than was 

family intimate support (which was related to depression) suggests that family intimate 

support is viewed as something that is "owed" to the adolescent and is less affected by the 

adolescent's own support-eliciting actions while friend intimate support is earned (worked 

for) and can be affected by self-efficacy (achievement) by both genders. In addition, as 

discussed earlier, friend conflict may be experienced as unstable and avoidable, while 

family conflict may be experienced as stable and unavoidable. Thus, success at (or 
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interactions with) friendships gives better feedback on skills because friendships are not 

taken for granted. Furthermore, considering that the adolescent feels entitled to parental 

intimate support and feels that his or her support-eliciting behavior is unlikely to effect the 

level of parental intimate support, he or she likely feels worthless, helpless, and depressed 

if this "owed" intimate support is not forthcoming. 

Perhaps it is more important in regards to depression that the sixth-grade adolescent 

feel he or she has the efficacy to manage relationship conflict rather than whether or not 

the adolescent perceives the presence of conflict in their relationships. Consequently, 

feeling able to confront and effectively deal with relationship conflict may be more 

important to the sixth-grader than is the perception of low conflict relationships. In 

contrast, the sixth-grade adolescent's perception of the presence of intimate support (at 

least from his or her parents) may be more important than their feelings of efficacy in 

acquiring intimate support. The adolescent may feel that parental intimate support is 

beyond their control. As a result, feeling intimately supported by one's parents may be 

more important to the sixth-grader than feeling efficacious in acquiring intimate support. 

Ascertaining that relationship difficulties and self-efficacy are associated with 

depression in sixth-grade adolescents is interesting and important. However, it is perhaps 

more interesting and more important that a multiplicative interaction between relationship 

difficulties and self-efficacy was found in the present study. Rather than relationship 

difficulties combining with low self-efficacy to affect depression additively, relationship 

difficulties combined with low self-efficacy in a non-linear multiplicative manner. 
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Depressed adolescent clients who have a low sense of self-efficacy in addition to 

intimate support deficits or high levels of relationship conflict often present to therapy 

appearing more depressed than their high self-efficacy counterparts who do not have 

intimate support deficits or high levels of conflict. This may be because an adolescent's 

low self-efficacy concerning interpersonal skills may intensify the direct effects of poor 

relationships and that high self-efficacy perceptions may mitigate the effects of poor 

relationships. 

Indeed, the results of this study indicate that this is the case for sixth-grade 

adolescents. As family (especially parental) intimate support decreased and intimate 

support self-efficacy decreased, depression increased for both genders. However, this 

same pattern was not evidenced for friend intimate support. A similar pattern was seen for 

conflict. As family (especially parental) conflict increased and conflict management self-

efficacy decreased, depression increased. Furthermore, depression also increased for males 

as friend conflict increased and conflict management self-efficacy decreased. Thus, it is 

particularly detrimental when low intimate support self-efficacy is coupled with low 

intimate support or when high relationship conflict is coupled with low conflict 

management self-efficacy. 

Why do relationship difficulties combine with efficacy deficits to exacerbate 

depression? A logical explanation is offered by joining Bandura's (1977) self-efficacy 

theory with Abramson et. al.'s (1978) learned helplessness theory. According to 

Bandura's theory, adolescents who do not believe that they are skilled at obtaining 

intimate support may not persist in acquiring it when faced with resistance. Eventually, 
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they may stop trying to gain intimate support altogether as shown by both the strong 

positive correlation and the multiplicative interaction between intimate support self-

efficacy and intimate support. Thus, the benefits of intimate support are not reaped, and 

the act of giving up further supports their belief that they are not good at obtaining 

intimate support. This may result in feelings of personal helplessness in getting intimate 

support as described by Abramson et. al. (1978). As a result of low conflict management 

self-efficacy, the youth could feel helpless in avoiding or dealing with conflict and hence, 

low self-efficacy feelings are reinforced. Thus, Bandura's (1977) self-efficacy theory and 

Abramson, et al.'s (1978) concept of personal helplessness appear applicable to sixth-

grade adolescents. 

Treatment Implications 

These results have several clinical implications for the treatment of depressed sixth-

grade adolescents. Though this study does not address the issue of causality, the results do 

tell us that sixth-graders who do not perceive their parents as intimately supportive are 

more depressed than their counterparts who feel that their parents do provide them with 

intimate support. Similarly, sixth-graders who perceive their parental relationships as 

conflictual are more depressed than their counterparts who do not feel their parental 

relationship are conflictual. Without knowing the direction of causality between 

depression and relationship difficulties for sixth-grade adolescent depression, it may be 

more appropriate to conduct therapy as if the causal relation between depression and 

relationship difficulties is bi-directional. Consequently, therapy should focus on decreasing 
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depression and strengthening parent-child relationships by increasing parent-child intimate 

support and reducing parent-child conflict. 

If one were to focus on faulty cognitions, one might ask the question: Is the adolescent 

accurately perceiving the amount of intimate support that his or her parents are providing? 

Perhaps they are. Research (e.g., Rivera, Rose, Futterman, Lovett, & Gallagher-

Thompson, 1991) has shown that depressed people are more accurate than nondepressed 

people in their judgments of interpersonal interactions. Whether or not the adolescent is 

accurately perceiving their parental relationships, therapists may be most beneficial to the 

adolescent by a double approach. Therapists should search for and address faulty 

perceptions and cognitions as well as attempt to increase intimate support within the 

parent-child relationship. 

How can parent-child relationships be strengthened in a way that would most benefit 

the depressed sixth-grader? First, therapists often advise parents to place their depressed 

children in extracurricular activities so that the child interacts more with peers. Yet, it may 

be more beneficial to the sixth-grader if the therapist advised parents to spend more 

positive quality time with their depressed adolescent. Parents should be assisted in 

developing a relationship in which the sixth-grade adolescent feels comfortable self-

disclosing intimate thoughts and in which the adolescent feels supported and approved of. 

Second, similar to views found in marital counseling, therapists may do well to 

conceptualize a sixth-grade adolescent's depression as a family problem rather than just 

the sixth-grader's problem. Viewing and treating sixth-grade adolescent depression in this 

manner encourages parent and child to work together to solve "their" problem and would 
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likely increase intimacy. Third, family therapy should focus on conflict resolution training. 

Lastly, since Lewinsohn, et. al. (1980) found that depressed subjects were correctly 

perceiving themselves as inefficacious and self-efficacy deficits were related to depression 

in the present study, building skill and self-efficacy in weak areas is an appropriate goal of 

therapy. Moreover, building interpersonal self-efficacy and skill may prove particularly 

helpful. 

Conclusion 

As with all studies, this study has several limitations that should be noted. First, the 

household income of this sample tended to be higher than that of the national average. 

Second, the racial composition of this sample is largely Caucasian. Therefore, the 

generalizability of this study's results may be limited. Different results may be obtained if a 

clinical sample or a sample more representative of the population at large (in terms of 

ethnicity and income) were used. 

In conclusion, familial relationship difficulties and deficits in self-efficacy were related 

to depression in this study. It does not appear that relationship qualities in sixth-graders' 

friendships affect depression pervasively. The findings of the present study suggest that it 

is unlikely that peer relationship qualities greatly affect or are affected by depression in the 

sixth-grade, especially for males. However, peer relationship qualities may impact 

depression to a larger degree later in development, just as the literature shows that gender 

differences emerge later in development. What is clear in the present study is that the 

quality of sixth-grader's parental relationships is strongly associated with depression. 
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Moreover, sixth-grade adolescent's perceptions of low self-efficacy combine with 

relationship difficulties to further exacerbate depression. 
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Family Background Information 

1. Which parent completed this questionnaire? (circle which) 

Mother Father Other 

2. What is today's date? / / 

3. Birth date of your sixth grader 

4. Sixth grader's sex: Male Female (circle one) 

5. Ethnic/Racial background of sixth grader: (check one) 

a. Asian/Pacific Islander c. White/Anglo e. Native Am. 

b. Black/Afro-American d. Hispanic f. Other: 

6. Birth order of sixth grader (1st, 2nd, etc.): 

7. Was your sixth grader adopted? Yes No (circle). If yes, please describe when: 

8. Which of the following people currently live in the household? (Check all that apply) 

a . Natural Mother; Birth date: 

b . Stepmother; Birth date: 

c . Natural Father; Birth date: 

d. - Stepfather; Birth date: 

e . Natural Brother or Half-brother. Name and birth date of each brother: 

f . Stepbrother. Name and birth date of each: 
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g . Natural Sister or Half-sister. Name and birth date of each: 

h . Stepsister. Name and birth date of each: 

i . Other. Name, birth date and relationship of each: 

9. Which of the following has your sixth grader experienced? (check all that apply) 

a . Has lived with natural parents his/her entire life. 

b . His/her parents separated when he/she was years old. 

c . His/her parents divorced when he/she was years old. Please 

describe custody arrangements: 

d . His/her father died when he/she was years old. 

e . His/her mother died when he/she was years old. 

f. He/she lived with a single parent when he/she was yrs. old to when 

he/she was yrs. old. Who did he/she live with? . 

g . The parent he/she was living with married a new spouse (i.e., remarried). 

10. How long has your sixth grader lived in this community? years 

11. Which of the following best describes your sixth grader's level of academic 

performance in school? (check one) 

a. Mostly "A's" 

b. Mostly "B's" 



70 

c. Mostly "C's" 

. d. Mostly "D's" 

e. Mostly "not passing" 

12. Has your child experienced significant mental health or behavioral difficulties that have 

led you to seek professional advice from a physician, psychiatrist, psychologist, social 

worker, counselor, or clergy person? (check one) 

a. No. 

b. Yes. Please explain: 

13. Has your child received treatment for significant mental health or behavioral 

difficulties? (check all that apply) 

a. No. 

b. Yes. Was prescribed prescription medication. Please explain: 

c. Yes. Was involved in counseling or psychological health therapy. Please 

explain: 

14. Please describe the occupation of your sixth grader's father or stepfather who is 

currently living in the household: 

15. Please describe the occupation of your sixth grader's mother or stepmother who is 

currently living in the household: 
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16. What is the yearly household income? (check one) 

a . less than 15,000 c. 30-50,000 e. 70-100,000 

b . 15-30,000 d. 50-70,000 f. more than 100,000 

17. Which of the following was the last year of education completed by your sixth grader's 

father or stepfather who is currently living m the household, (check one) 

a . Some high school c. Some college e. Some graduate 

school 

b . High school graduation d. College graduation f. Post graduate 

degree 

18. Which of the following was the last year of education completed by your sixth grader's 

mother or stepmother who is currently living in the household, (check one) 

a . Some high school c. Some college e. Some graduate 

school 

b . High school graduation d. College graduation f. Post graduate 

degree 

19. To your knowledge, has your child's biological father received treatment for 

significant mental health or behavioral difficulties? (check all that apply) 

a. Don't know. 

b. No, not to the best of my knowledge. 

c. Yes, was prescribed prescription medication. Please explain: 
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d. Yes, was involved in counseling or psychological therapy. Please explain: 

20. To your knowledge, has your child's biological mother received treatment for 

significant mental health or behavioral difficulties? (check all that apply) 

a. Don't know. 

b. No, not to the best of my knowledge. 

c. Yes, was prescribed prescription medication. Please explain: 

d. Yes, was involved in counseling or psychological therapy. Please explain: 

21. If the adult who acts as the father in your household is not your sixth grader's 

biological father, then to your knowledge has he received treatment for significant 

mental health or behavioral difficulties? (check all that apply) Skip if this does not 

apply to your family. 

a. Don't know. 

b. No, not to the best of my knowledge. 

c. Yes, was prescribed prescription medication. Please explain: 

d. Yes, was involved in counseling or psychological therapy. Please explain. 

22. If the adult who acts as the mother in your household is not your sixth grader's 

biological mother, then to your knowledge has she received treatment for significant 
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mental health or behavioral difficulties? (check all that apply) Skip if this does not 

apply to your family. 

a. Don't know. 

b. No, not to the best of my knowledge. 

c. Yes, was prescribed prescription medication. Please explain: 

d. Yes, was involved in counseling or psychological therapy. Please explain: 
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Social Style Questionnaire (AICQR35.SUB) 

Instructions: Answer the questions for each of the people listed on the right. "Friend" 

refers to your closest same-sex friend (that you listed earlier). On each blank line write a 

number from 1 to 5. Look at the bottom of the page to see what each number means. 

You Friend 

1. How good is this person at asking someone new to do things together, 

like go to a ball game or a movie? 

2. How good is this person at making someone feel better when they are 

unhappy or sad? 

3. How good is this person at getting people to go along with what he 

or she wants? 

4. How good is this person at telling people private things about himself 

or herself? 

5. How good is this person at resolving disagreements in ways that make 

things better instead of worse? 

6. How good is this person at going out of his or her way to start up 

new relationships? 

7. How good is this person at being able to make others feel like their 

problems are understood? 

8. How good is this person at taking charge? 

9. How good is this person at letting someone see his or her sensitive 
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side? 

10. How good is this person at dealing with disagreements in ways that 

make both people happy in the long run? 

11. How good is this person at carrying on conversations with new 

people that he or she would like to know better? 

12. How good is this person at helping people work through their 

thoughts and feelings about important decisions? 

13. How good is this person at sticking up for himself or herself? 

14. How good is this person at telling someone embarrassing things 

about himself or herself? 

15. How good is this person at resolving disagreements in ways so 

neither person feels hurt or resentful? 

16. How good is this person at introducing himself or herself to people 

for the first time? 

17. How good is this person at helping people handle pressure or 

upsetting events? 

18. How good is this person at getting someone to agree with his or her 

point of view? 

19. How good is this person at opening up and letting someone get to 

know everything about himself or herself? 

20. How good is this person at dealing with disagreements in ways 
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so that one person does not always come out the loser? 

21. How good is this person at calling new people on the phone to 

set up a time to get together to do things? 

22. How good is this person at showing that he or she really cares 

when someone talks about problems? 

23. How good is this person at deciding what should be done? 

24. How good is this person at sharing personal thoughts and feelings 

with others? 

25. How good is this person at dealing with disagreements in ways that 

don't lead to big arguments. 

26. How good is this person at going places where there are unfamiliar 

people in order to get to know new people? 

27. How good is this person at helping others understand their problems 

better? 

28. How good is this person at voicing his or her desires and opinions? 

29. How good is this person at telling someone things that he or she 

does not want everyone to know? 

30. How good is this person at getting over disagreements quickly? 

31. How good is this person at making good first impressions when 

getting to know new people? 

32. How good is this person at giving suggestions and advice in ways 
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that are received well by others? 

33. How good is this person at getting his or her way with others? 

34. How good is this person at telling someone his or her true feelings 

about other people? 

35. How good is this person controlling his or her temper when having 

a conflict with someone? 

1 = Poor at this; would be so uncomfortable and unable to 

handle this situation that it would be avoided if possible. 

2 = Fair at this; would feel uncomfortable and would have some 

difficulty handling this situation. 

3 = O.K. at this; would feel somewhat uncomfortable and have a 

little difficulty handling this situation. 

4 = Good at this; would feel quite comfortable and able to handle 

this situation. 

5 = EXTREMELY good at this; would feel very comfortable and 

could handle this situation very well. 
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Relationship Questionnaire 

Instructions: The questions below ask about your relationships with six different people 

listed on the right. On each blank line write one number from 1 to 5. Look at the bottom 

of the page to see what each number means. 

Male Female Boy/Girl 

Friend Friend Friend Sibling MotherFather 

1. How often do you spend fun time with 

this person? 

2. How often do you tell this person things 

that you don't want others to know? 

3. How often does this person push you to 

do things that you don't want to do? 

4. How happy are you with your 

relationship with this person? 

5. How often do you and this person 

disagree and quarrel with each other? 

6. How often do you turn to this person 

for support with personal problems? 

7. How often does this person point out 

your faults or put you down? 

8. How often does this person praise you 
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for the kind of person you are? 

9. How often does this person get their 

way when you two do not agree about what 

to do? 

10. How often does this person not include 

you in activities? 

11. How often do you and this person go 

places and do things together? 

12. How often do you tell this person tell 

everything that you are going through? 

13. How often does this person try to get 

you to do things that you don't like? 

14. How much do you like the way things 

are between you and this person? 

15. How often do you and this person get 

mad at or get in fights with each other? 

16. How often do you depend on this 

person for help, advice, or sympathy? 

17. How often does this person criticize 

you? 

18. How often does this person seem 
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really proud of you? 

19. How often does this person end up 

being the one who makes the decisions for 

both of you? 

20. How often does is it seem like this 

person ignore you? 

21. How often do you play around and 

have fun with this person? 

22. How often do you share secrets and 

private feelings with this person? 

23. How often does this person pressure 

you to do the things that he or she wants? 

24. How satisfied are you with your 

relationship with this person? 

25. How often do you and this person 

argue with each other? 

26. When you are feeling down or upset, 

how often do you depend on this person to 

cheer things up? 

27. How often does this person say mean 

or harsh things to you? 



83 

28. How much does this person like or 

approve of the things you do? 

29. How often does this person get you to 

do things their way? 

30. How often does it seem like this person 

does not give you the amount of attention 

that you want? 

1 = Never or hardly at all 

2 = Seldom or not too much 

3 = Sometimes or somewhat 

4 = Often or very much 

5 = ALWAYS or EXTREMELY much 
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The Children's Depression Inventory (CDI.SUB) 

Instructions: Kids sometimes have different feelings and ideas. This survey lists the 

feelings and ideas in groups. From each group, pick ONE sentence that describes you best 

for the past two weeks. Put an X next to your answer. After you pick a sentence from the 

first group, go on to the next group. There is no right or wrong answer. 

*** Remember, pick out the sentences that describe your feelings and ideas in the past 

two weeks. 

1 . I am sad once in a while. 

I am sad many times. 

I am sad all the time. 

2 . Nothing will ever work out for me. 

I am not sure if things will work out for me. 

Things will work out for me O.K. 

3 . I do most things O.K. 

I do many things wrong. 

I do everything wrong. 

4 . I have fun in many things. 

I have fun in some things. 

Nothing is fun at all. 

5 . I am bad all the time. 

I am bad many times. 
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I am bad once in a while. 

6 . I think about bad things happening to me once in a while. 

I worry that bad things will happen to me. 

I am sure that terrible things will happen to me. 

7 . I hate myself. 

I do not like myself. 

I like myself. 

8 . All bad things are my fault. 

Many bad things are my fault. 

Bad things are not usually my fault. 

10 . I feel like crying every day. 

I feel like crying many days. 

I feel like crying once in a while. 

11 . Things bother me all the time. 

Things bother me many times. 

Things bother me once in a while. 

12 . I like being with people. 

I do not like being with people many times. 

I do not want to be with people at all. 

13 . I cannot make up my mind about things. 

It is hard to make up my mind about things. 
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I make up my mind about things easily. 

14 . I look O.K. 

There are some bad things about my looks. 

I look ugly. 

15 . I have to push myself all the time to do my schoolwork. 

I have to push myself many times to do my schoolwork. 

Doing schoolwork is not a big problem. 

16 . I have trouble sleeping every night. 

I have trouble sleeping many nights. 

I sleep pretty well. 

17 . I am tired once in a while. 

I am tired many days. 

I am tired all the time. 

18 . Most days I do not feel like eating. 

Many days I do not feel like eating. 

I eat pretty well. 

19 . I do not worry about aches and pains. 

I worry about aches and pains many times. 

I worry about aches and pains all the time. 

20 . I do not feel alone. 

I feel alone many times. 
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I feel alone all the time. 

21 . I never have fun at school. 

I have fun at school only once in a while. 

I have fun at school many times. 

22 . I have plenty of friends. 

I have some friends but I wish I had more. 

I do not have any friends. 

23 . My school work is alright. 

My school work is not as good as before. 

I do very badly in subjects I used to be good 

24 . I can never be as good as other kids. 

I can be as good as other kids if I want to. 

I am just as good as other kids. 

25 . Nobody really loves me. 

I am not sure if anybody loves me. 

I am sure that somebody loves me. 

26 . I usually do what I am told. 

I do not do what I am told most times. 

I never do what I am told. 

27 . I get along with people. 

I get into fights many times. 

I get into fights all the time. 
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Table 1 

T-tests of Gender Differences on Demographic and Dependent Variables 

n Mean S.D. t-value p 

Age 

Males 113 11.97 .46 2.40 .017 

Females 109 11.83 .40 

t Caucasian 

Males 114 .83 .37 -.41 .685 

Females 109 .85 .36 

Income 

Males 105 4.30 1.20 1.25 .212 

Females 103 4.09 1.30 

Mother's Education 

Males 113 3.89 1.28 -.08 .937 

Females 108 3.91 1.27 

Father's Education 

Males 113 4.21 1.36 1.00 .317 

Females 108 4.03 1.38 

(Table continues) 



91 

n Mean S.D. t-value 

Intimate Support with/ 

Mother 

Males 114 3.83 .73 -.40 .692 

Females 107 3.88 .86 

Father 

Males 114 3.69 .82 .73 .466 

Females 107 3.60 .92 

Sibling 

Males 104 2.83 .87 -1.25 .213 

Females 95 3.00 .97 

Family 

Males 114 3.48 .68 -.39 .695 

Females 109 3.52 .78 

Friend 

Males 114 3.62 .69 -6.17 .001 

Females 109 4.19 .69 

(Table continues') 



92 

_n Mean S.D. t-value g_ 

Overall 

Males 114 3.34 .55 -2.06 041 

Females 109 3.49 .58 

Conflict with/ 

Mother 

Males 114 2.55 .98 -.42 .676 

Females 107 2.61 .97 

Father 

Males 114 2.39 .90 .81 .422 

Females 107 2.29 .93 

Sibling 

Males 104 3.42 1.09 -1.77 .079 

Females 95 3.68 1.04 

Family 

Males 114 2.76 .77 -.64 .521 

Females 109 2.83 .79 

Friend 

Males 114 2.07 .87 2.76 .006 

Females 109 1.76 .80 

(Table continues^ 
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n Mean S.D. t-value 

Overall 

Males 114 2.59 .70 .44 .657 

Females 109 2.54 .66 

Self Efficacy 

Intimate Support 

Males 114 3.05 .68 -5.66 .001 

Females 108 3.60 .76 

Conflict Management 

Males 114 3.19 .76 -5.27 .001 

Females 108 3.71 .71 

Depression 

Males 113 1.24 .17 .27 .784 

Females 109 1.23 .22 

t Caucasian is scored as follows: Caucasians scored 1; all others scored 0. 

Note. All relationship conflict scores were calculated by reversing (i.e., five = one, four: 

two, etc.) the subject's ratings. 
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Table 2 

Intercorrelations Between Demographic Variables and Depression. 

Variable 1 2 3 4 5 6 

Males (n = = 114) 

1. Age .18* .00 -.10 -.17* -.02 

2. f Caucasian - - .12 .00 .10 -.01 

3. Income — .39*** -.12 

4. Mother's education — 41 *** -.20* 

5. Father's education — -.17* 

6. Depression — 

Females (n = 109) 

1. Age .01 -.20* -.01 .01 -.04 

2. f Caucasian ~ .19* -.11 -.05 -.11 

3. Income — .09 29*** -.08 

4. Mother's education — 23*** -.03 

5. Father's education .08 

6. Depression 

t Caucasian is scored as follows: Caucasians scored 1; all others scored 0. 

*g< .05. **&< .01. ***_£< .001. 
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Table 3 

Correlations Between Demographic and Predictor Variables 

Age t Caucasian Income Mom ed. Dad ed. 
Males (n = 114) 

Mother IS -.06 -.01 .08 .10 .21** 

Father IS -.13 .12 .13 .14 .19* 

Parental IS -.10 .06 .11 .13 .21** 

Sibling IS -.16* -.04 .07 .02 .17* 

Family IS -.13 .02 .10 .10 .20* 

Friend IS -.08 .07 .11 -.12 .17* 

Overall IS -.10 .06 .08 .00 21** 

Mother CON .03 -.05 -.06 -.05 -.04 

Father CON .11 -.16* -.22** -.08 -.14 

Parental CON .08 -.11 -.11 .02 -.04 

Sibling CON -.10 -.07 -.05 .15 .05 

Family CON .00 -.11 -.11 .02 -.04 

Friend CON -.19* -.02 -.09 .05 .00 

Overall CON -.05 -.09 -.12 .03 -.03 

IS Self-Efficacy -.06 .10 -.05 -.10 .11 

CM Self-Efficacy -.02 .02 .12 .07 .25** 

("Table continues") 
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Age f Caucasian Income Mom ed. Dad ed. 
Family IS*ISSE -.11 .08 .02 -.01 

Parental IS*ISSE -.10 .12 .02 .01 

Friend IS*ISSE -.07 .10 .01 -.12 

Overall IS*ISSE -.09 .10 -.01 -.07 

Family CON*CMSE .04 .10 .01 .06 

Parental CON*CMSE .15 .11 -.04 -.01 

Friend CON*CMSE -.10 .03 -.01 .06 

Overall CON*CMSE .01 .08 .00 .06 

.21* 

.21 *• 

.13 

.18* 

.13 

.06 

.12 

.14 

Mother IS 

Father IS 

Parental IS 

Sibling IS 

Family IS 

Friend IS 

Overall IS 

Mother CON 

Father CON 

Females (n = 109) 

.01 .29*** -.06 

.06 

.03 

.08 

.07 

.03 

.07 

.16* 

.02 

.24** -.07 

.28** 

.02 

.19* 

.01 

.19* 

.18* 

.01 

- .06 

-.05 

-.09 

.11 

.02 

-.02 

-.07 

.08 -.13 

.10 -.16* 

.10 -.15 

.13 -.04 

.11 -.16* 

.00 -.04 

.14 -.17* 

.08 .13 

.12 .03 

(Table continues^ 
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Age t Caucasian Income Mom ed. Dad ed. 
Parental CON .10 -.09 -.05 .11 .09 

Sibling CON .07 .07 -.07 .19* -.07 

Family CON .08 -.05 -.06 .17* .06 

Friend CON -.02 -.04 .11 .03 .04 

Overall CON .05 -.06 -.02 .16* .06 

IS Self-Efficacy 27** .19* .08 -.04 .00 

CM Self-Efficacy .14 .17* .04 -.02 .00 

Family IS*ISSE .21* .24** -.04 -.11 -.10 

Parental IS*ISSE .17* 29*** .02 -.09 -.10 

Friend IS*ISSE .18 .13 .09 -.01 -.02 

Overall IS*ISSE .20* .22** .04 -.10 -.09 

Family CON*CMSE .14 .15 -.02 .16* .06 

Parental CON*CMSE .15 .18* -.01 .11 .10 

Friend CON*CMSE .00 .14 .14 .04 .05 

Overall CON*CMSE .11 .16* .02 .16* .07 

f Caucasian is scored as follows: Caucasians scored 1; all others scored 0. 

Note. All relationship conflict scores were calculated by reversing (i.e., five = one, four: 

two, etc.) the subject's ratings. 

*2<.05. **g< .01. .001. 
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Intercorrelations Between Intimate Support Variables and Depression 
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Variable 1 2 3 4 5 6 7 8 

Males (n = 114) 

1. Mother IS 7 7 * * * 9 3 * * * 50*** gg*** .26** .80*** -.36*** 

2. Father IS — 4Q*** 85*** .26** .65*** -.35*** 

3. Parental IS 4g*** 92*** 28*** 82*** -.38*** 

4. Sibling IS — 7 7 * * * 29** .68*** -.10 

5. Family IS — 30*** 87*** _ 30*** 

6. Friend IS — .65*** -.10 

7. Overall IS — _ 30*** 

8. Depression - -

Females (n = 109) 

1. Mother IS 83*** 9 5 * * * 4 9 * * * 9Q*** .14 7 4 * * * -.40*** 

2. Father IS — 96*** 4i*** .88*** 21** .78*** _ 4 5 * * * 

3. Parental IS 4 7 * * * 9 3 * * * .19* 7 9 * * * _ 4 5 * * * 

4. Sibling IS — 7 5 * * * I?** g9*** -.27** 

5. Family IS — .20* . .86*** . 42*** 

(Table continues') 
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Variable 1 2 3 4 5 6 7 8 

6. Friend IS - .56*** -.09 

7. Overall IS -- -.35*** 

8. Depression 

*j) < .05. * * £ < . 0 1 . ***j3<.001. 



Table 5 

Correlations Between Intimate Support and Conflict Variables 
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Mother Father Parental 

Conflict 

Sibling Familv Friend Overall 

Males (n = 114) 

Intimate Support 

With/ 

1. Mother -.19* -.10 -.16* .06 -.10 -.03 -.09 

2. Father -.17* -.18* -.19* .08 -.11 -.06 -.11 

3. Parental -.19* -.15 -.19* .07 -.11 -.05 -.10 

4. Sibling -.05 -.11 -.08 -.26** -.18* -.05 -.16* 

5. Family -.16 -.15 -.17* -.06 -.17* -.04 -.15* 

6. Friend .10 .02 .06 .05 .08 .07 .09 

7. Overall -.09 -.07 -.08 .00 -.06 -.06 -.07 

1. Mother 

2. Father 

3. Parental 

Females (n = 109) 

.46*** -.18* -.35*** -.09 

.40*** -.20* -.32*** -.04 

.44*** -.20* -.35*** -.07 

29*** .08 

.26** - .02 

.29*** .03 

-.24** 

-.25** 

-.25** 

(Table continues') 
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Conflict 

Mother Father Parental Siblins Familv Friend Overall 

4. Sibling -.18* -.19* -.20* „ ^ • . 3 4 * * * .15 -.27** 

5. Family _ 27*** -.19* -.31*** -.22* -.33*** .08 -.27** 

6. Friend .00 -.09 -.05 .01 .01 -.02 .01 

7. Overall -.25** -.17* -.23** -.22* -.25** .00 -.23** 

Note. All relationship conflict scores were calculated by reversing (i.e., five = one, four = 

two, etc.) the subject's ratings. 

*£<•05. **j) < .01. ***_j) < .001. 
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Table 6 

Intercorrelations Between Conflict Variables 

Variable 1 2 3 4 5 6 7 8 

Males (n= 114) 

1. Mother CON -- £5*** 92*** .30*** .82*** 4 5 * * * .80*** .28*** 

2. Father CON — .90*** .26** .80*** 32*** 7 5 * * * .17* 

3. Parental CON 31*** g g * * * .43*** .86*** 25** 

4. Sibling CON ~ 70*** 36*** .68*** .05 

5. Family CON — 4 7 * * * 96*** .21** 

6. Friend CON — 70*** .09 

7. Overall CON — .20* 

8. Depression — 

Females (n =109) 

1. Mother CON - 7 j * * * 93*** 38*** .85*** .17* g j *** 41 *** 

2. Father CON — 92*** 3 9 * * * .85*** .16* .80*** 40*** 

3. Parental CON .42*** 92*** .18* 87*** 44*** 

4. Sibling CON — 74#** .03 70*** .25*** 

5. Family CON — .16* 9 5 * * * 40*** 

(Table continues") 



103 

Variable 1 2 3 4 5 6 7 8 

6. Friend CON - .46*** -.02 

7. Overall CON - .35*** 

8. Depression 

Note. All relationship conflict scores were calculated by reversing (i.e., five = one, four = 

two, etc.) the subject's ratings. 

*p<.05. **p<.01. ***^<.001. 
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Table 7 

Intercorrelations Between Self-Efficacv and Predictor Variables 

IS Self- CM Self- IS Self- CM Self-

Variable Efficacv Efficacv Efficacv Efficacv 

Males (n = 114) Females (n = 109) 

Mother IS .19* 3 5 * * * .19* .28** 

Father IS .24** .36*** .24** .33*** 

Parental IS .23** 38*** .23** .32*** 

Sibling IS .22** .32*** .18* .19* 

Family IS .25** 39*** .25** 32*** 

Friend IS .63*** 3 7 * * * 5 3 * * * 3 7 * * * 

Overall IS 50*** 49*** 49*** 5 ] *** 

Mother CON .14 -.02 -.04 -.06 

Father CON -.01 -.06 -.07 -.04 

Parental CON .07 -.05 -.06 -.06 

Sibling CON .08 .03 -.06 -.07 

Family CON .10 -.01 -.09 -.10 

Friend CON .15 -.08 -.16* -.18* 

Overall CON .13 -.03 -.14 -.15 

(Table continues") 
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Variable 

IS Self- CM Self-

Efficacv Efficacy 

IS Self- CM Self-

Efficacv Efficacy 

IS Self-Efficacy 

CM Self-Efficacy 

Depression 

.58*** 

.58*** 

-.13* -.43 *** 

.72*** 

.72*** 

-.13* -.23** 

IS = intimate support, CON = conflict, ISSE = intimate support self-efficacy, CMSE = 

conflict management self-efficacy 

Note. All relationship conflict scores were calculated by reversing (i.e., five = one, four = 

two, etc.) the subject's ratings. 

fE^.10 < .05. **g < .01. ***_p<.001. 
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Table 8 

Summary Regression Analysis for Intimate Support Variables Predicting Early Adolescent 

Depression 

Variable B SEB P Unique o2 

Males (N = 114) 

Step 1 

Friend Intimate Support -.03 .02 -.10 .01 

Step 2 

Friend Intimate Support .00 .02 -.02 .00 

Family Intimate Support -.08 .02 -29** .08 

Females (N : = 109) 

Step 1 

Friend Intimate Support -.03 .03 -.09 .01 

Step 2 

Friend Intimate Support .00 .03 .00 .00 

Family Intimate Support -.12 .03 .4i*** .17 

*2 <.05. **£< .01 . ***j> < .001. 
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Table 9 

Summary Regression Analysis for Intimate Support Variables Predicting Early Adolescent 

Depression 

Variable B SEB 3 Unique o2 

Males (N = 114) 

Step 1 

Friend Intimate Support -.03 .02 -.10 .01 

Step 2 

Friend Intimate Support .00 .02 -.02 .00 

Parental Intimate Support -.09 .02 _ 33*** .13 

Females (N: = 107) 

Step 1 

Friend Intimate Support -.03 .03 -.09 .01 

Step 2 

Friend Intimate Support .00 .03 .00 .00 

Parental Intimate Support -.11 .02 -.45*** .19 

*£< .05 . **£<.01 . ***_£ < .001. 
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Table 10 

Summary Regression Analysis for Conflict Variables Predicting Early Adolescent 

Depression 

Variable B SEB 3 Unique o2 

Males (N = 114) 

Step 1 

Friend Conflict .02 .02 .09 .01 

Step 2 

Friend Conflict .00 .02 -.01 .00 

Family Conflict .05 .02 .21* .03 

Females (N : = 109) 

Step 1 

Friend Conflict -.01 .03 -.02 .00 

Step 2 

Friend Conflict -.02 .02 -.09 .01 

Family Conflict .12 .02 42*** .17 

TNote. All relationship conflict scores were calculated by reversing (i.e., five = one, four: 

two, etc.) the subject's ratings. 

*£< .05 . * *£< .01 . ***_j) < .001. 
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Table 11 

Summary Regression Analysis for Conflict* Variables Predicting Early Adolescent 

Depression 

Variable B SEB 0 Unique o2 

Males (N = 114) 

Step 1 

Friend Conflict .02 .02 .09 .01 

Step 2 

Friend Conflict .00 .02 -.01 .00 

Parental Conflict .05 .02 .26** .06 

Females (N = = 107) 

Step 1 

Friend Conflict -.01 .03 -.02 .00 

Step 2 

Friend Conflict -.02 .02 -.09 .01 

Parental Conflict .11 .02 .46*** .20 

^Note. All relationship conflict scores were calculated by reversing (i.e., five = one, four: 

two, etc.) the subject's ratings. 

*£<.05. **£<.01. ***_£<.001. 
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Table 12 

Summary of Direct Regression Analysis for Multiplicative Intimate Support Variables 

Predicting Early Adolescent Depression 

Variable B SEB Unique o2 

Relationship 1: Family 

Family Intimate Support* 

Intimate Support Self-Efficacy 

Relationship 2: Friend 

Friend Intimate Support* 

Intimate Support Self-Efficacy 

Relationship 3: Overall 

Overall Intimate Support* 

Intimate Support Self-Efficacy 

Relationship 4: Parental 

Parental Intimate Support* 

Intimate Support Self-Efficacy 

Males (N= 114) 

.01 

.00 

-.01 

.01 

.00 

.00 

.00 

.00 

- . 2 6 * * 

.11 

-.23* 

-.31 *** 

.07 

.01 

.05 

.10 

*£<.05. **£<-01. ***_£ < .001. 
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Table 13 

Summary of Direct Regression Analysis for Multiplicative Intimate Support Variables 

Predicting Earlv Adolescent Depression - Females (N = 114^ 

Variable B SEB Unique o2 

Relationship 1: Family 

Family Intimate Support* 

Intimate Support Self-Efficacy -.02 

Relationship 2: Friend 

Friend Intimate Support* 

Intimate Support Self-Efficacy -.01 

Relationship 3: Overall 

Overall Intimate Support* 

Intimate Support Self-Efficacy -.01 

Relationship 4: Parental 

Parental Intimate Support* 

Intimate Support Self-Efficacy -.02 

.00 

.00 

.00 

.00 

-.36*** 

.12 

-.27** 

.39*** 

.13 

.01 

.07 

.15 

*p<.05. **£<.01. ***_b<.001. 
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Table 14 

Summary of Direct Regression Analysis for Conflict Variables Predicting Earlv 

Adolescent Depression - Males fN = 1141 

Variable B SEB Unique o2 

Relationship 1: Family 

Family Conflict* 

Conflict Management Self-Efficacy -.02 

Relationship 2: Friend 

Friend Conflict* 

Conflict Management Self-Efficacy -.01 

Relationship 3: Overall 

Overall Conflict* 

Conflict Management Self-Efficacy -.02 

Relationship 4: Parental 

Parental Conflict* 

Conflict Management Self-Efficacy -.02 

.00 

.00 

.00 

.00 

-.43 *** .18 

-.35*** .12 

-.42*** .18 

-.45*** .21 

tNote. All relationship conflict scores were calculated by reversing (i.e., five = one, four = 

two, etc.) the subject's ratings. 

*j> < .05. **g < .01. ***_£<.001. 
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Table 15 

Summary of Direct Regression Analysis for Conflict* Variables Predicting Early 

Adolescent Depression - Females fN = 114) 

Variable B SEB Unique a2 

Relationship 1: Family 

Family Conflict* 

Conflict Management Self-Efficacy -.02 

Relationship 2: Friend 

Friend Conflict* 

Conflict Management Self-Efficacy -.01 

Relationship 3: Overall 

Overall Conflict* 

Conflict Management Self-Efficacy -.02 

Relationship 4: Parental 

Parental Conflict* 

Conflict Management Self-Efficacy -.02 

.00 

.00 

.01 

.00 

-.42*** 

-.14 

- 37*** 

45**# 

.18 

.02 

.14 

.21 

tNote. All relationship conflict scores were calculated by reversing (i.e., five = one, four = 

two, etc.) the subject's ratings. 

*£<.05. **p<.01. ***_p<.001. 



REFERENCES 

Abramson, L. Y., Seligman, M. E. P., & Teasdale, J. D. (1978). Learned helplessness 

in humans: Critique and reformulation. Journal of Abnormal Psychology. 87. 49-74. 

Adams, D. M., & Overholser, J. C. (1992). Suicidal behavior and History of Substance 

Abuse. American Journal of Drug and Alcohol Abuse. 18. 343-354. 

Allen, J. P., Hauser, S. T., Eickholt, C., Bell, K. L., & O'Connor, T. G. (1994). 

Autonomy and relatedness in family interactions as predictors of expressions of negative 

adolescent affect. Journal of research on adolescence. 4. 535-552. 

Allgood-Merten, B., Lewinsohn, P. M., & Hops, H. (1990). Sex differences and 

adolescent depression. Journal of Abnormal Psychology. 99. 55-63. 

American Psychological Association. (1992). Ethical principles of psychologists and 

code of conduct. American Psychologist. 47. 1597-1611. 

Armsden, G. C., McCauley, E., Greenberg, M. T., Burke, P. M., & Mitchell, J. R. 

(1990). Parent and peer attachment in early adolescent depression. Journal of Abnormal 

Child Psychology. 18. 683-697. 

Asarnow, J. R. (1992). Suicide ideation and attempts during middle childhood: 

Associations with perceived family stress and depression among child psychiatric 

inpatients. Journal of Clinical Child Psychology. 21. 35-40. 

114 



115 

Asarnow, J. R., Carlson, G. A., & Guthrie, D. (1987). Coping strategies, self-

perceptions, hopelessness, and perceived family environments in depressed and suicidal 

children. Journal of Consulting and Clinical Psychology. 55. 361-366. 

Asarnow, J. R , & Bates, S. (1988). Depression in child psychiatric inpatients: 

Cognitive and attributional patterns. Journal of Abnormal Child Psychology. 16. 601-615. 

Asarnow, J. R., & Horton, A. A. (1990). Coping and stress in families of child 

psychiatric inpatients: Parents of with depressive and schizophrenia spectrum disorders. 

Child Psychiatry and Human Development. 21. 145-157. 

Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. 

Psychological Review. 84. 191-215. 

Bandura, A. (1988). Self-regulation of motivation and action through goal systems. In 

V. Hamilton, G. H. Bower, & N. H. Frijda (Eds.), Cognitive perspectives on emotion and 

motivation (pp. 37 - 61). Dordrecht, Netherlands: Kluwer Academic Publishers. 

Bandura, A. (1989). Human agency in social cognitive theory. American Psychologist. 

44, 1175-1184. 

Bandura, A., Adams, N. E., & Beyer, J. (1977). Cognitive processes mediating 

behavioral change. Journal of Personality and Social Psychology. 35. 125-139. 

Berndt, T. J. (1982). The features and effects of friendships in early adolescence. Child 

Development. 53. 1447-1460. 

Billings A. G., Cronkite, R. C., & Moos, R. H. (1983). Social-environmental factors in 

unipolar depression: Comparisons of depressed patients and nondepressed controls. 

Journal of Abnormal Psychology. 92. 119-133. 



116 

Blechman, E. A., McEnroe, M. J., Carella, E. T., & Audette, D. P. (1986). Childhood 

competence and depression. Journal of Abnormal Psychology. 95. 223-227. 

Brent, D. A., Perper, J. A., Goldstein, C. E., Kolko, D. J., Allan, M. J., Allman, C. J., 

& Zelenak, J. P. (1988). Risk factors for adolescent suicide. Comparison of adolescent 

suicide victims with suicidal inpatients. Archives of General Psychiatry. 45. 581-588. 

Brightman, B. K. (1990). Adolescent depression and the susceptibility to helplessness. 

Journal of Youth and Adolescence. 19. 441-449. 

Brown, B. (1990). Peer groups and peer cultures. In S. S. Feldman & G. R. Elliot 

(Eds.), At the threshold: The developing adolescent (pp. 171-196). Cambridge, MA: 

Harvard University Press. 

Brownell, A., & Shumaker, S. A (1984). Social support: An introduction to a complex 

phenomenon. Journal of Social Issues. 40. 1-9. 

Buhrmester, D. (1990a). Intimacy of friendship, interpersonal competence, and 

adjustment during preadolescence and adolescence. Child Development. 61. 1101-1111. 

Buhrmester, D. (1990b). Adolescent Interpersonal Competence Questionnaire. 

Unpublished measure, University of Texas at Dallas. 

Buhrmester, D. (1991). Relationship Questionnaire. Unpublished measure, University 

of Texas at Dallas. 

Buhrmester, D., & Furman, W. (1987). The changing functions of friendship in 

childhood: A neo-Sullivanian perspective. In V. J. Derlega & B. A. Winstead (Eds.), 

Friendship and social interaction (pp. 41-62). New York: Springer-Verlag. 



117 

Burbach, D. J., & Borduin, C. M. (1986). Parent-child relations and the etiology of 

depression: a review of methods and findings. Clinical Psychology Review. 6. 133-153. 

Cobb, S. (1976). Social support as a moderator of life stress. Psychosomatic Medicine. 

38,300-314. 

Cohen, S., & Wills, T. A. (1985). Stress, Social support, and the buffering hypothesis. 

Psychological Bulletin. 98. 310-357. 

Cole, D. A. (1990). Relation of social and academic competence to depressive 

symptoms in childhood. Journal of Abnormal Psychology. 99. 422-429. 

Cole, D. A., & McPherson, A. E. (1993). Relation of family subsystems to adolescent 

depression: Implementing a new family assessment strategy. Journal of Family 

Psychology. 7. 119-133. 

Connelly, B., Johnston, D., Brown, I. D. R., Mackay, S., & Blackstock, E. G. (1993). 

The prevalence of depression in a high school population. Adolescence. 28. 149-158. 

Cooper, C. R., Grotevant, H. D., & Condon S. M. (1983). Individuality and 

connectedness: Both father adolescent identity formation and role taking skills. In H. D. 

Grotevant & C. R. Cooper (Eds.), Adolescent development in the family: New directions 

for child development. San Francisco: Jossey-Bass. 

Dadds, M. R., Sanders, M. R., Morrison, M., & Rebgetz, M. (1992). Childhood 

depression and conduct disorder: II. An analysis of family interaction patterns in the home. 

Journal of Abnormal Psychology. 101. 505-513. 

Davis-Berman, J. (1988). Self-efficacy and depressive symptomatology in older adults: 

An exploratory study. International Journal of Aging and Human Development. 27. 35-43. 



118 

Deming, J. (1989). Affective disorders in children in adolescence: A review of recent 

findings. Psychotherapy in Private Practice. 7. 43-56. 

Ehrenberg, M. F., Cox, D. N , & Koopman, R. F. (1991). The relationship between 

self-efficacy and depression in adolescents. Adolescence. 26. 361-373. 

Elliott, T. R , Herrick, S. M., & Witty, T. E. (1992). Problem-solving appraisal and the 

effects of social support among college students and persons with physical disabilities. 

Journal of Counseling Psychology. 39. 219-226. 

Erikson, E. H. (1968). Identity: Youth and crisis. New York: Norton. 

Fine, S., Haley, G., Gilbert, M., & Forth, A. (1993). Self-image as a predictor of 

outcome in adolescent major depressive disorder. Journal of Child Psychology and 

Psychiatry. 8. 1399-1407. 

Forehand, R., Wierson, M., Thomas, A. M., Armistead, L., Kempton, T., & 

Neighbors, B. (1991). The role of family stressors and parent relationships on adolescent 

functioning. Journal of American Academy of Child and Adolescent Psychiatry. 30. 316-

322. 

Forehand, R., Brody, J., Slotkin, J., Fauber, R., McCombs, A., & Long, N. (1988). 

Young adolescent and maternal depression: Assessment, interrelations, and family 

predictors. Journal of Consulting and Clinical Psychology. 56. 422-426. 

Furman, W., & Buhrmester, D. (1985). Children's perceptions of the personal 

relationships in their social networks. Developmental Psychology. 21. 1016-1024. 

Garland, A. F., & Zigler, E. (1993). Adolescent suicide prevention: Current research 

and policy implications. American Psychologist. 48. 169-182. 



119 

Grotevant, H. D., & Cooper, C. R. (1986). Individualization in family relationships. 

Human Development. 29. 83-100. 

Harter, S., Marold, D. B., & Whitesell, N. R. (1992). Model of psychosocial risk 

factors leading to suicidal ideation in young adolescents. Development and 

Psvchopathologv. 4. 167-188. 

Holahan, J. H. & Moos, R. H. (1981). Social support and psychological distress: A 

longitudinal Analysis. Journal of Abnormal Psychology. 90. 365-370. 

Hong, S., & Mayo, J. (1988). Prediction of depression-proneness. Psychological 

Reports. 62. 122. 

Inderbitzen, H. M. (1994). Adolescent peer social competence: A critical review of 

assessment methodologies and instruments. In T. H. Ollendick & R. J. Prinz (Eds.), 

Advances in Clinical Child Psychology. (227-259). New York: Plenum Press. 

Kanfer, R , & Zeiss, A. M. (1983). Depression, interpersonal standard setting, and 

judgments of self-efficacy. Journal of Abnormal Psychology. 92. 319-329. 

Kazdin, A. E. (1990). Childhood depression. Journal of Child Psychology and 

Psychiatry. 31. 121-160. 

Kendall, P. C., Cantwell, D. P., & Kazdin, A. E. (1989). Depression in children and 

adolescents: Assessment issues and recommendations. Cognitive Therapy and Research. 

13, 109-146. 

Kennedy, E., Spence, S. H., & Hensley, R. (1989). An examination of the relationship 

between childhood depression and social competence amongst primary school children. 

Journal of Child Psychology and Psychiatry. 30. 561-573. 



120 

Kenny, M. E. (1987). The extent and function of parental attachment among first-year 

college students. Journal of Youth and Adolescence. 16. 17-29. 

Klerman, G. L., & Weissman, M. M. (1992). The course, morbidity, and costs of 

depression. Archives of General Psychiatry. 49. 831-834. 

Kovacs, M. (1978V Children's depression inventory (CDD. Unpublished manuscript, 

University of Pittsburgh. 

Kovacs, M. (1982). Children's depression inventory (CDIV Unpublished manuscript, 

University of Pittsburgh. 

Kovacs, M. (1989). Affective disorders in children and adolescents. American 

Psychologist. 44. 209-215. 

Kovacs, M., & Gatsonis, C. (1989). Stability and change in childhood-onset depressive 

disorders: Longitudinal course as a diagnostic validator. In L. N. Robins, J. L. Fleiss, & J. 

E. Barrett (Eds.), The validity of psychiatric diagnosis (pp. 57-75). New York: Raven. 

Larson, R. W., Raffaelli, M., Richards, M. H., Ham, M., & Jewell, L. (1990). Ecology 

of depression in late childhood and early adolescence: A profile of daily states and 

activities. Journal of Abnormal Psychology. 99. 92-102. 

Lewinson, P. M., Roberts, R. E., Seeley, J. R., Rohde, P., Gotlib, I. H., & Hops, H. 

(1994). Adolescent psychopathology: II. Psychosocial risk factors for depression. Journal 

of Abnormal Psychology. 103. 302-315. 

McGee, R. & Stanton, W. R. (1992). Sources of distress among New Zealand 

adolescents. Journal of Child Psychiatry. 33. 999-1010. 



121 

Monroe, S. M., Bromet, E. J., Connell, M. M., & Steiner, S. C. (1986). Social support, 

life events, and depressive symptoms: A 1-Year prospective study. Journal of Consulting 

and Clinical Psychology. 54. 424-431. 

Oei, T. I., & Zwart, F. M. (1990). The role and development of some methodological 

questions in life event, social support and depression research. Stress Medicine. 6. 127-

132. 

Olioff, M., Bryson, S. B., & Wadden, N. P. (1989). Predictive relation of automatic 

thoughts and student efficacy to depressive symptoms in undergraduates. Canadian 

Journal Behavioral Science. 21. 353-363. 

Paykel, E. S. (1994). Life events, social support and depression. Acta-Psvchiatrica-

Scandinavica. 89. 50-58. 

Petersen, A. C., Compas, B. E., Brooks-Gunn, J. Stemmler, M. Ey, S., & Grant, K. E. 

(1993). Depression in adolescence. American Psychologist. 48. 155-168. 

Phares, V. (1992). The relative lack of attention to the roles of fathers in child and 

adolescent psychopathology. American Psychologist. 47. 656-664. 

Puig-Antich, J., Lukens, E., Davies, M., Goetz, D., Brennan-Quattrock, J., & Todak, 

G. (1985a). Psychosocial functioning in prepubertal major depressive disorders: I. 

Interpersonal relationships after sustained recovery from the affective episode. Archives of 

General Psychiatry. 42. 500-507. 

Puig-Antich, J., Lukens, E., Davies, M., Goetz, D., Brennan-Quattrock, J., & Todak, 

G. (1985b). Psychosocial functioning in prepubertal major depressive disorders: II. 



122 

Interpersonal relationships after sustained recovery from the affective episode. Archives of 

General Psychiatry. 42. 511-517. 

Reynolds, W. M. (1994). Depression in adolescence: Contemporary issues and 

perspectives. In T. H. Ollendick & R. J. Prinz (Eds.), Advances in Clinical Child 

Psychology (pp. 261-317). New York: Plenum Press. 

Rivera, P. A., Rose, J. M., Futterman, A., Lovett, S. B., & Gallagher-Thompson, D. G. 

(1991). Dimensions of perceived social support in clinically depressed and nondepressed 

female caregivers. Psychology and Aging. 6. 232-237. 

Rosenbaum, M., & Hadari, D. (1985). Personal efficacy, external locus of control, and 

perceived contingency of parental reinforcement among depressed, paranoid, and normal 

subjects. Journal of Personality and Social Psychology. 49. 539-547. 

Rosenburg, M. (1986). Self-concept from middle childhood through adolescence. In J. 

Suls & A. G. Greenwald (Eds ), Psychological perspectives on the self: Vol. 3 (pp. 107-

135). Hillsdale, NJ: Erlbaum. 

Rubin, C., Rubenstein, J. L., Stechler, G., Heeren, T., Halton, A., Housman, D., & 

Kasten, L. (1992). Depressive affect in "normal" adolescents: relationship to life stress, 

family and friends. American Journal of Orthopsychiatry. 62. 430-441. 

Sarason, B. R , Shearin, E. N., Pierce, G. R , & Sarason I. G. (1987). Interrelations of 

social support measures: Theoretical and practical implications. Journal of Personality and 

Social Psychology. 52. 813-832. 



123 

Savin-Williams, R. C., & Beradt, T. (1990). Friendship during adolescence. In S. S. 

Feldman & G. R. Elliot (Eds.), At the threshold: The developing adolescent (pp. 277-

307). Cambridge, MA: Harvard University Press. 

Saylor, C. F., Finch, A. J., Baskin, C. H., Furey, W., & Kelly, M. M. (1984). Construct 

validity for measures of childhood depression. Application of multitrait-multimethod 

methodology. Journal of Consulting and Clinical Psychology. 52. 977-985. 

Saylor, C. F., Finch, A. J., Spirito, A., & Bennett, B. (1984). The Children's 

Depression Inventory: A systematic evaluation of psychometric properties. Journal of 

Consulting and Clinical Psychology. 52. 955-967. 

Schwarz, J. C., & ZurofF, D. C. (1979). Family structure and depression in female 

college students. Effects of parental conflict, decision-making power, and inconsistency of 

love. Journal of Abnormal Psychology. 88. 398-406. 

Seligman, M. E. P., Kaslow, N. J., Alloy, L. B., Peterson, C., Tanenbaum, R. L., & 

Abramson, L. Y. (1984). Attributional style and depressive symptoms among children. 

Journal of Abnormal Psychology. 93. 235-238. 

Selman, R. L. (1980). The growth of interpersonal understanding: Developmental and 

clinical analyses. New York: Academic Press. 

Steinberg, L. (1990). Autonomy, conflict, and harmony in the family. In S. S. Feldman 

& G. R. Elliot (Eds.), At the threshold: The developing adolescent (pp. 255-276). 

Cambridge, MA: Harvard University Press. 



124 

Stoneman, Z., Brody, G. H., & Burke, M. (1989). Marital quality, depression, and 

inconsistent parenting: Relationship with observed mother-child conflict. American Journal 

of Orthopsychiatry. 59. 105-117. 

Strober, M., & Carlson, G. (1982). Bipolar illness in adolescents with major 

depression. Clinical, genetic, and psychopharmacologic predictors in a three- to four-year 

prospective follow-up investigation. Archives of General Psychiatry. 39. 549-555. 

Strober, M., Lampert, C., Schmidt, S., & Morrell, W. (1993). The course of major 

depressive disorder in adolescents: I. Recovery and risk of manic switching in follow-up of 

psychotic and nonpsychotic subtypes. Journal of the American Academy of Child and 

Adolescent Psychiatry. 32. 34-42. 

Tesser, A., Forehand, R, Brody, G., & Long, N. (1989). Conflict: The role of calm 

and angry parent-child discussion in adolescent adjustment. Journal of Social and Clinical 

Psychology. 8. 317-330. 

Thoits, P. A. (1986). Social support as coping assistance. Journal of Consulting and 

Clinical Psychology. 54. 416-423. 

Weiss, B., & Weisz, J. R. (1988). Factor structure of self -reported depression: Clinic-

referred children versus adolescents. Journal of Abnormal Psychology. 97. 492-495. 

Weisz, J. R., Weiss, B., Wasserman, A. A., & Rintoul, B. (1987). Control related 

beliefs and depression among clinic-referred children and adolescents. Journal of 

Abnormal Psychology. 96. 58-63. 

Wilks, J. (1986). The relative importance of parents and friends in adolescent decision 

making. Journal of Youth and Adolescence. 15. 323-324. 


