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ABSTRACT 

The purpose of this study was to explore the 

adolescent's lived experience of being depressed through 

the research methodology of phenomenology. The sample 

consisted of 3 participants; a 13-year-old Caucasian 

female, a 14-year-old African-American male and a 13-year-

old Hispanic female. Interviews were audiotaped and 

analyzed using an adaptation of Colaizzi's seven-step 

procedure. Results included Theme Categories of Dispirited 

Weariness; Emotional Homelessness: Sense of Aloneness; 

Emotional Homelessness: No Safety Where Expected; Constant, 

Unrelenting Anger; Working Through Parental Break-up; 

Caught in the Middle; Spectrum of Escape From Pain; 

Treatment Variations; Depression is an Up and Down Course; 

Perspectives on Friendship; Gaining A Sense of Getting 

Well; and. Assessing Progress So Far. The essential 

structure of the lived experience of depression in 

adolescents was formulated from all data. 
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Chapter 1 

Philosophical Overview and Conceptual Orientation 

We expect to find the man in the child without 

thinking of what the child is before he is a man... 
Childhood has ways of seeing, thinking, feeling peculiar to 
itself; nothing is more absurd than to wish to substitute 
ours in their place. (Rouseau as quoted in Stehower, 
Bultsma, & Blackford, 1985) 

Introdtiction 

Depression in the adolescent population offers many 

challenges for nurses. Depressed adolescents are common to 

several settings: schools, emergency departments, 

outpatient clinics, psychiatric facilities, pediatric 

units, and juvenile correctional facilities. As many as 

47% of teenagers in one study reported experiencing 

depressive symptoms while 3 to 8% demonstrated evidence of 

a full major depressive disorder (Myers & Troutman, 1993; 

Sadler, 1991). Furthermore, the incidence of clinically 

diagnosed depression has been increasing over time in all 

age groups. Youth today may be at greater risk than those 

in the past (Myers & Troutman, 1993). In order to provide 

care for depressed adolescents, as well as explore 

preventative measures, it is imperative that nurses 

increase their understanding of this phenomenon. 

Purpose of the Study and Problem Statement 

The purpose of this study is to enrich and enlarge the 
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current knowledge base on adolescent depression by 

exploring the adolescent's lived experience of being 

depressed. The diagnosis of depression will be based on 

the criteria used by clinicians from the Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition 

(American Psychiatric Association, 1994). Common 

components of the experience will be ascertained in order 

to derive an essential structure of the adolescent 

depression experience. The research question is: What is 

the essential structure of the lived experience of 

depression in adolescents who are currently being treated 

for major depression? 

Siqnifigangg 

Although depression and depressive disorders have 

historically been the subject of much research, the focus 

has been on adults. Children and adolescents were largely 

ignored for several reasons (Angold, 1988; Kotsopoulos, 

1989). Psychoanalytic theories dictated that a fully 

developed superego was necessary in order to experience 

depression, therefore depression in young individuals was 

an impossibility. In addition, children were considered to 

be poor informants as to their emotional states resulting 

in clinical reliance on parents' and teachers' reports of 

behavior. For these reasons depression was not easily 

identified. It was not until the 1960s and 1970s that 

serious examination of childhood and adolescent depression 
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began (Angold, 1988; Kotsopoulos, 1989). The result is a 

relatively new body of knowledge with nxamerous gaps, the 

most glaring of which is the lack of adolescent 

perspective. Adolescents' experiences with depression have 

received little attention in the literature. No 

phenomenological studies were found in a review of the 

nursing, medical, and psychological literature. 

There are vast differences between adults and 

adolescents in terms of cognitive processes, physiological 

processes, and expectations of the larger society. It 

would seem logical to expect that their experiences with a 

major illness such as depression would differ also. 

Increasing the knowledge base in this area would aid in 

designing more effective and developmentally appropriate 

nursing care. 

Prevalence of adolescent depression varies with the 

method of measurement, however most current epidemiological 

studies place the prevalence rate for severe major 

depression in adolescents at 3% to 8% and rates for mild to 

moderate depression from 10% to 40%. Of great concern is 

the indication that these rates may be rising. Data from 

the NIMH Collaborative Program on the Psychobiology of 

Depression showed that the 1956 birth year cohort had a 

higher prevalence of depression and earlier age of onset 

than a 1938 birth year cohort (Kutcher & Marton, 1989). 

Depression currently accounts for approximately 40% of 
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adolescent psychiatric admissions. Adolescents have the 

second highest rate of depression among all age groups; 

only the 18 to 24 year old age group rates higher (Brage, 

1995; Cantwellr 1990; Golombek & Kutcher, 1990; Myers & 

Troutman, 1993; Nolan-Hoeksema, 1986; Stavrakaki & Gaudet, 

1989) . 

The consequences of depression in adolescence pervade 

many areas of life. Depression has been linked with, poor 

academic performance, increased sexual promiscuity, 

substance abuse, conduct disorders, and suicide attempts 

(Sadler, 1991). Depressed adolescents are more likely to 

become adults with mood disorders, substance abuse 

problems, higher rates of psychiatric hospitalizations, and 

difficulty functioning in relationships (Kandel & Davies, 

1986). In light of these consequences, it is imperative 

for nurses and other health care workers to learn more 

about the nature of this disorder and options for early 

treatment. 

The Fhgncmenglogical Approach 

As stated earlier, the adolescent viewpoint of 

depression remains a missing piece in the current knowledge 

base. The majority of depression research has been 

quantitative in nature and conducted using traditional 

empirical methods. The empirical approach assumes that a 

set of facts is available, separate from and external to 

individual experience, for objective study. The goal of 
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the researcher is to discover these facts while remaining 

sxib jectively uninvolved (Anderson, 1991) . Although the 

results for quantitative depression studies have been 

extremely useful, this approach is only one way of 

examining the phenomenon. Several conceptual models of 

nursing, including those of Parse and Rogers, promote the 

belief that the individual is more thaui a system of facts 

(Parse, 1992; Rogers, 1990) . If the individual is viewed 

holistically as a complex being in interaction with a 

complex environment, then knowledge and understanding of 

this individual must come from more than one approach. 

When little is known about a particular phenomenon or 

when a researcher feels that existing knowledge may be 

biased. Field & Morse suggest using a qualitative approach 

to conduct nursing research (1985). Qualitative methods 

are a means of exploration and description of lesser known 

phenomena; a way to uncover new insights and understanding 

while placing no controls on the phenomenon being studied 

(Anderson, 1991; Field & Morse, 1985; Munhall, 1989). 

When the researcher seeks qualitative data on the 

lived experience of people, the primary method is that of 

phenomenology. The term phenomenology refers to a 

philosophy, a perspective, and a research approach 

(Anderson, 1991; Field & Morse, 1985; Munhall, 1989). Its 

focus is on the reality of the lived experience of 

individuals in an effort to promote a better understanding 
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of people. The beginnings of the phenomenological movement 

are attributed to the existential philosophers including 

Husserl, Heidegger, and Merleau-Ponty {Anderson, 1991; 

Cohen & Ornery, 1994). They reacted to the objectifying of 

human experiences and behavior by empirical scientists, 

believing that htomans could not be studied in the same 

mechanistic fashion as natural phenomena (Anderson, 1991; 

Field & Morse, 1985; Munhall, 1989). 

The phenomenological approach asstimes that individuals 

actively interpret what they experience, that is, they 

choose their own realities, as opposed to the empirical 

approach which assumes that reality exists independent of 

individuals. The purpose of phenomenological research is 

to describe the lived experience of people. It is an 

exploratory, inductive approach in which the researcher 

attempts to hold no preconceived notions while asking 

participants to describe what it is like to have a given 

experience. The data consist of statements made by the 

participants which are then examined for meanings and 

patterns. The researcher does not reach conclusions but, 

instead, aims for a comprehensive description and meaning 

of the experience as it is lived by the participant (s) 

(Anderson, 1991; Burns & Grove, 1993; Field & Morse, 1985; 

Munhall, 1989). 

The phenomenological methods came into nursing 

research via those who had studied research methods in the 
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social sciences (Morse, 1991). Phenomenology, along with 

other qualitative methods, were suitable for a person-

centered discipline in which problems often could not be 

researched with quantitative methods. The methodology is 

most useful when little is known about a phenomenon and 

further exploration is necessary (Field & Morse, 1985; 

Hinshaw, 1979). Morse states: 

Qualitative inquiry may challenge the status quo 

and may identify new paradigms or directions of 

inquiry. Used alone, qualitative research may 

provide answers or insights into different 

questions so obvious that subsequent research -

the testing - is not necessary. Qualitative 

research in this category may be immediately 

incorporated into practice (1991, p. 20) . 

In addition, phenomenology provides rich descriptions which 

nurses can use to personally better understand a patient's 

experience. 

Understanding of the lived experience of being an 

adolescent with depression can provide information about 

depression from the participants themselves and is 

consistent with the purpose of phenomenological inquiry 

(Field & Morse, 1985; Munhall, 1989). Gathering 

information on the relatively unexplored area of how 

adolescents experience their depression is the focus of 
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this study. Participants' descriptions will be a means to 

reaching a comprehensive description of the disorder. 

Overview of Life-span Development:a 1 Persperrtive 

Any study involving a selected age group needs to 

address developmental capabilities and concerns pertinent 

to that age group. This is especially important when the 

phenomenon being studied has been so intertwined in past 

research with the cognitive and emotional maturity of the 

individual. The framework which will be used in this study 

of adolescent depression is that of life-span development. 

The life-span developmental perspective is a way of 

conceptualizing development which evolved from the work of 

psychologists Baltes, Nesselroade, Reese, Shaie, and others 

in the 1970s (Bengtson & Allen, 1993). It emphasizes the 

potential for change throughout the life course with 

development being the result of influences of persons on 

their environments and vice versa. It assumes that there 

is no one correct route for development nor is there 

necessarily a plateau or decline at any age. Development 

is a process with no end or ideal state. Life-span 

development also embodies the orthogenetic principle which 

states that change proceeds toward increasing complexity 

and increasing hierarchical integration (Bengtson & Allen, 

1993; Lerner, 1986; Reed, P.G., personal communication, 

1994; Sugarman, 1986) . 

Two key propositions of the life-span approach are 
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embeddedness and dynamic interaction. Embeddedness refers 

to the idea that human phenomena exist on multiple levels: 

biological, psychological, social, cultural, and 

historical. Dynamic interaction refers to the continual 

interaction among these levels. Lerner states, "...each 

level may be a product and a producer of the fiinctioning 

and changes at all other levels." (1986, p.143). 

Development is the result of this interaction (Baltes, 

Reese, & Lipsitt, 1980; Bengtson & Allen, 1993; Lerner, 

1986; Sugarman, 1986). 

In adolescence and young adulthood, individuals are 

particularly affected by a person-environment interaction 

pattern known as normative, history-graded influence. 

According to life-span developmental tenets, these are 

intrapersonal and environmental determinants of development 

primarily associated with historical time. They affect 

most members of a given age group and tend to define the 

context for that group. Examples of history-graded 

influences include war, economic hardship, educational 

trends, and role expectations. Individuals who were 

adolescents during the Great Depression, for example, have 

a very different view of economic status than those who 

were adolescents in the 1980s (Lerner, 1986; Sugarman, 

1986) . 

The life-span developmental perspective as applied to 

a study of adolescent depression presents several 
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advantages. First, depression is no longer viewed as just 

a pathological event but more as one of many individual 

pathways of development. Second, depression does not have 

a single cause or antecedent but, rather, is the result of 

person-environment interaction on many levels over time. 

Third, growth and development are constants throughout life 

so that a depressive episode does not constrain or limit 

the individual from other developmental routes. 

Improvement in mood and functioning is a realistic outcome, 

thus adding hope and optimism at a difficult time. 

Finally, with the life-span approach, interventions are 

conceptually broadened beyond traditional pharmacotherapy 

and psychotherapy to include education, preventative 

measures and social interventions. 

The life-span developmental view and the 

phenomenological approach harmonize well as a research 

perspective. Both emphasize the individual's uniqueness in 

experience and in point of view. The holistic, 

multifaceted nature of phenomena are appreciated, a view 

which is also held by the nursing profession. 

Developmental research has often used qualitative methods, 

including phenomenology, in attempting to increase the 

knowledge base. 

Conceptual Framework 

A conceptual framework for this study of depression is 

presented to clarify this researcher's view as well as to 
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bracket beliefs prior to data analysis (Hycner, 1985). It 

is based on the literature and personal experience, and is 

necessarily broad due to the nature of depression as a 

disorder affecting a wide range of individuals. 

Depression is a recognizable pattern of thoughts, 

moods, and behaviors which occur when individuals cannot 

cope with the stresses and changes being placed upon them. 

The pattern of thoughts, moods, and behaviors will be 

discussed more fully in Chapter 2, however, the hallmark of 

the disorder is a negative mood. The pattern is dependent 

on the developmental abilities for the given individual so 

that different patterns, or symptoms, can be seen at 

different levels of development (Cicchetti & Schneider-

Rosen, 1986) . 

Several factors contribute to an individual's 

vulnerability or resilience to depression. There are 

genetic and biologic processes, cognitive processes, 

emotional temperament, and general physical health. These 

are embedded within and interacting with, external factors 

such as family functioning, socioeconomic status, and 

unexpected life events. When internal and/or external 

stressors become greater than the strengths and the ability 

of the mind to process the stressors, depression is one 

result. 

This view accomodates the wide variety of courses 

depression may take from the situational, time-limited 
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depression to the long-term, treatment resistant types. It 

also allows for the effectiveness of a range of treatments. 

Most importantly, it encompasses growth and change on many 

levels. 

Summarv 

Depression in adolescence is a serious mental disorder 

affecting a significant portion of the adolescent 

population. Although research has been ongoing, there 

remain many unanswered questions in regard to the nature of 

adolescent depression and the experience of depression from 

the viewpoint of the adolescent. Depression and its 

symptoms are inextricably linked to the growth and 

development occurring in this age group, and have serious 

consequences not only for the adolescent years but also for 

adulthood. A qualitative, phenomenological approach will 

be used in which adolescents with depression will be asked 

to describe what it is like to live with depression in an 

attempt to provide a base from which to understand this 

experience more fully. A life-span developmental 

perspective, which emphasizes individual uniqueness and 

embeddedness, will be used when exploring adolescent 

depression. The conceptual framework was presented in 

order to bracket this information prior to data analysis. 
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Chapter 2 

Literature Review 

This chapter reviews the literature pertinent to 

adolescent depression. Included are current 

conceptualizations, epidemiological information, 

theoretical approaches, a brief history of depression 

research, relevant developmental issues, manifestations of 

the disorder, and a discussion of variables related to 

adolescent depression. Lastly, assessment and treatment 

issues are addressed. 

Current Conceptualizations 

Depression in the literature is a confusing topic. 

Angold (1988), in his review of adolescent depression 

research, found a variety of conceptualizations of 

depression including descriptions as a fluctuation of 

normal mood, sadness in response to an event, a trait, a 

qualitative and/or quantitative deviation from normal, a 

syndrome, a disorder, a disease, and a haindicap. 

Depressive symptoms are common across the age span. They 

may be transient or long-standing, or linked or unrelated 

to environmental events. A depressed mood may be a part of 

a number of psychiatric and medical disorders, or may not 

be part of a disorder at all (Cantwell, 1990; Carlson & 

Garber, 1986). 

Currently, most clinicians and researchers use the 

criteria in the Diagnostic and Statistical Manual of Mental 
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Disorders, Fourth Edition (DSM-IV) to identify depression 

(APA, 1994) . The DSM-IV describes two kinds of depressive 

disorders: major depression and dysthmia. Major depression 

consists of experiencing at least five of the following 

symptoms nearly every day for a two week period or longer; 

depressed mood, diminished interest or pleasure in almost 

all activities, significant change in weight or appetite, 

insomnia or hypersomnia, psychomotor agitation or 

retardation, fatigue, feelings of worthlessness or guilt, 

diminished ability to concentrate, and recurrent thoughts 

of death or suicide (See Appendix A) . Dysthmia is a 

chronic disturbance involving a depressed mood for at least 

one year in adolescents, with two of the following symptoms 

present more days than not: change in appetite, insomnia or 

hypersomnia, fatigue, low self-esteem, poor concentration 

and feelings of hopelessness. Dysthmia and depression can 

be diagnosed in the same individual with depressive 

episodes superimposed on top of the chronic dysthmia (APA, 

1994). 

Although the definitions appear to be clear, 

diagnosing depression in the clinical setting can often be 

an elusive task. Not all patients exhibit these symptoms, 

a situation especially true of children and adolescents. 

The DSM-IV criteria were based on a core psychopathology 

that was thought to be consistent across all developmental 

stages (Myers & Troutman, 1993). However, adolescents. 
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unlike adults, may present with aggressive behaviors, 

agitation, withdrawal, feelings of boredom, sxibstance 

abuse, conduct disorders, or eating disorders (APA, 1994; 

Kotsopoulos, 1989; Kutcher & Marton, 1989; Sadler, 1991). 

Thus adolescent depression may differ qualitatively from 

that of adults and go unrecognized in these situations. 

As with many psychiatric disorders, exact causes of 

depression are unknown, although several theoretical views 

offer explanations. The psychoanalytic theorists, such as 

Freud, felt that depression was hatred turned inward as an 

attempt to hurt an internalized object, most likely a 

parent. Bowlby added the concept of loss as a predictor, 

after studying children who had lost their mothers 

(Cantwell, 1990; Carlson & Garber, 1986; Lachenmeyer, 

1982). 

Cognitive theory, as proposed by Beck, targeted 

distorted thinking as the problem in depression. Negative 

thoughts about the self and others result in loss of self-

esteem and a negative view of the future and outside world 

(Cicchetti & Schneider-Rosen, 1986; Kovaks & Beck, 1978) . 

Research has provided support for this theory in children 

and adolescents. Cole & Turner (1993) found that cognitive 

thinking errors, such as blaming oneself for all problems, 

and attributional style played a significant role in 

depression in 355 participants. 

Somewhat related to cognitive theory is the learned 
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helplessness approach. This theory proposes that 

depression can result when individuals feel that they have 

no control over life situations. Adolescents are faced 

with numerous new situations such as changes in schools and 

the shifting of friendships at a time when society expects 

that they begin taking more responsibility. They may see 

themselves as unable to cope (-Abramson, Seligman, & 

Teasdale, 1978; Brage, 1995; Lachenmeyer, 1982). 

One final theory is worthy of discussion due to its 

unique view of depression. Little research had been done 

on emotional development as linked with depression, yet 

emotions are core in this disorder. In differential 

emotions theory, formulators Izard & Schwartz (1986) state 

that emotions are motivational and adaptive. They 

postulate that the emotions of depression are the body's 

responses to underlying processes and serve as stimuli to 

promote personal reflection time, motivational behaviors, 

and prosocial behaviors. Therefore this disorder is not 

one of emotions; the emotions are solely a predictable 

response. The cause lies elsewhere, such as in acquired 

cognitive and behavioral capabilities or in biochemical 

abnormalities (Izard & Schwartz, 1986). 

A Brief History of Adolescent Depression Research 

As stated in Chapter 1, depression was thought to be 

non-existent in children and adolescents, with few 

exceptions, until the 1960s. Heavily influenced by 
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Freudian principles, researchers and clinicians felt that a 

fully developed superego was necessary for an individual to 

experience depression. The superego, or conscience, was 

thought to be present but immature in adolescents, 

therefore their values and internal representations of 

phenomena were incompatible with depressive disorders 

(Kotsopoulos, 1989; McCartney, 19-92; Nolan-Hoeksema, 1986; 

Sugar, 1992) . 

As a result, in psychiatric studies done prior to 

1970, depression was not assessed per se. Research focused 

on overall mental or behavioral impairment along with 

concern for measurement of deviant behavior. It is evident 

that depressive symptomatology existed, because variables 

such as sadness, loss of appetite, sleep problems, 

withdrawal, and somatic complaints were discussed. 

However, no coherent picture of depressive disorders 

emerged. In addition, researchers of this era relied 

almost exclusively on reports of parents and teachers 

rather than the subjects themselves, leading to 

questionable validity as well as inaccurate prevalence 

rates (Angold, 1988). 

The first studies specifically addressing depressive 

illness in children and adolescents were the Isle of Wight 

studies done by Rutter and colleagues using the same subjects 

in 1970 and 1976. Over 40% of 13 and 14 year olds reported 
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"...substantial feelings of misery and depression during a 

psychiatric interview,..." (Rutter, 1986, p. 11). However a 

diagnosis of depressive illness was given in only 1.5% of the 

sample. The authors noted that methodological problems likely 

resulted in underdiagnosis. One significant finding was that 

subjects who were symptomatic as children during the first 

study still showed such disturbances at ages 13 and 14 in the 

second study, an indication that long lasting affective problems 

existed in children (Angold, 1988; Rutter, 1986). 

Further studies with adolescents in the 1970s and 

early 1980s included the testing of new instrxjments. 

Albert & Beck used the Beck Depression Inventory (BDI), as 

did Teri and Kaplan et al. while Schoenbach et al. tested 

the Center for Epidemiological Studies Depression Scale 

(CES-D). Although rates of depression found were as high 

as 50%, siabject response rate in these studies was low, 

making results questionable. It was also apparent that 

instruments specifically designed for children were needed, 

thus tools such as the Children's Depression Inventory 

(CDI) were developed and tested (Angold, 1988). 

Another key study done in this time period was the 

Toronto Adolescent Longitudinal Study (Golombek & Marton, 

1992). The data from this research shed further light on 

the nature and prevalence of depression and other 

psychiatric problems in this age group as well as on the 
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nature of ^normal' teens. This study will be discussed 

more fully below. 

In past as well as current research, lack of precision 

in terminology has confounded research efforts; definitions 

of depression still vary, as do methods to measure it. 

Adolescent depression has been described on a continuxim 

from a single symptom to a major, multiple symptom episode 

requiring hospitalization. Comparisons and generalizations 

across studies have been difficult due to these obstacles. 

(Angold, 1988) . Angold, in summarizing the difficulty 

researchers have identifying and describing depression, 

states you only find what you look for" (1988, p. 603) . 

Using criteria, such as those in the DSM-IV, which have 

been based on adult symptomatology have led researchers to 

find only the expected adult syndromes. Current research 

continues to reflect this confusion. 

Pgve3.opmentfll Cgntext 

Developmental issues are key in the confusion over the 

nature of adolescent depression. Early psychological 

theorists such as Bios, Erikson, and Anna Freud looked at 

adolescence as invariably characterized by stress and 

turmoil. Unpredictable behavior and mood swings were 

thought to be normal, due to the increase in sex drive and 

the imbalance among the id, ego, and superego (Lerner, 

198 6; Offer, Ostrov, Howard, & Atkinson, 1990). This did 

much to promote the idea that adolescence was the most 
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problematic period in an individual's life in Western 

cultures. The popular media has perpetuated these beliefs 

by emphasizing negative behaviors such as gang involvement, 

substance sibuse, teen pregnancy, and declining academic 

performance. These turmoil theories led clinicians and 

researchers to view depression as a normal consequence of 

adolescence, thus leading to underdiagnosis of depression 

(Sadler, 1991). 

However, later research has provided evidence that the 

adolescent developmental period may not be so problematic. 

Offer et al. (1990) conducted a large-scale longitudinal 

study of non-patient adolescents and found that 

approximately 80% of the sample functioned well, that is, 

they were generally happy, had no major difficulties among 

themselves and their parents, and were optimistic about 

their futures. Golombek & Marton (1992) further dispelled 

the turmoil hypothesis with their Toronto Adolescent 

Longitudinal Study. After following 59 children from age 

ten through age nineteen, they found that 34% had no 

behavioral problems or affective symptoms throughout the 

teen years. Another 42% functioned well unless challenged 

or stressed, at which time transient personality 

dysfunction occurred. Only 24% appeared to have true 

continuous psychopathological problems throughout the study 

period. This finding indicates that depression, as opposed 

to being a normal part of adolescence, is more likely a 
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true disorder. 

This does not imply that developmental issues should 

be overlooked or minimized; 24% is nearly one fourth, of the 

group. Vast changes do occur in this age group. 

Historically, Freud and other psychoanalytic theorists 

emphasized the awakening of the sex drives and the 

subsequent need for adolescents to reorder their 

personalities around these changes (Lerner, 1986). Erikson 

stressed the need to develop an identity, or way of viewing 

the self, within the social environment. Cognitive 

processes, as described by Piaget, also undergo a change 

with abstract thinking and reasoning abilities replacing 

the concrete thinking of childhood (Lerner, 1986; Sadler, 

1991; Stuart & Sundeen, 1987). 

As these processes occur, it is common to see changes 

in the adolescent's emotions and behavior. In an attempt 

to establish an identity, adolescents may begin disagreeing 

with or defying parents and other authority figures. 

Independence from parental control is desirable yet 

frightening, resulting in a confusing and unpredictable mix 

of adult and childlike ways of approaching problems. 

Appearance and body image take on a new importance with the 

physical growth and sexual maturation occurring (Stuart & 

Sundeen, 1987) . Normality is of great concern and teens 

will often compare themselves to those around them. Peers 

become more influential than parents, providing a source of 
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security and companionship. Self-esteem is fragile during 

a time when here and now thinking and peer pressure are 

powerful (Dusenbury, Khuri, & Millman, 1992; Stuart & 

Sundeen, 1987). 

The Toronto Longitudinal Study (1992) further 

elucidated the maturation process. Based on emotional and 

behavioral characteristics, Golombek & Marton divided 

adolescence into three phases or siib-stages. The period 

from ages twelve to fourteen, early adolescence, was a 

potentially unstable one, characterized by increased 

a n x i e t y  a n d  d e p r e s s i v e  e m o t i o n s  a n d  a  ~ r e d u c t i o n  i n  

their ability to differentiate their thoughts and feelings 

from those of others" (p. 271). Middle adolescence, ages 

fifteen and sixteen, in contrast, was an emotionally stable 

time. Late adolescence, ages seventeen to nineteen, saw a 

re-emergence of anxiety and depressive symptoms thought to 

be due to the stresses of transitioning into adulthood 

(Golombek & Marton, 1992). These findings are significant 

for the study of depression in that symptomatology in the 

first and third sxib-stages may be more influenced by 

developmental changes while problems in the middle sub-

stage are more likely to be true dysfunction. 

Although all current research surveyed is in agreement 

that adolescents can and do suffer depression, debate 

exists as to what degree this developmental stage impacts 

the presentation of the disorder. Strober (1985) compared 



33 

the symptoms of 40 depressed adolescents with those of 

adults and concluded that adolescents did not differ in any 

significant way from adults. Others, including Golombek & 

Kutcher (1990) , believe that some symptoms are isomorphic 

with those of adults while others are different. 

Developmental psychopathologists are responsible for a 

growing school of thought that, though the core disorder 

may be the same, the symptoms and behavior will change with 

age (Carlson & Garber, 1986; Cicchetti & Schneider-Rosen, 

1986). This approach fits most appropriately with the 

conceptual view described in Chapter 1 and is suimnarized by 

Carlson & Garber as follows: 

... from a developmental perspective it is 

unrealistic to expect behavioral isomorphism in 

observed signs and symptoms of depression in 

individuals of different ages and developmental 

levels. That is, there are important differences 

in the developmental progression of children's 

cognitive, linguistic, and socioeconomic 

capacities that will produce differences in their 

interpretation, experience, and expression of 

depressive symptomatology over time (198 6, 

p.402) . 

Manifestations 

The signs and symptoms of depression are worthy of 
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elaboration since there are some notable differences in 

adolescent as opposed to adult presentation. The most 

common manifestations described in the literature are now 

discussed. 

Mood. The hallmark of the depressive disorders is a 

dysphoric mood. There is persistent sadness, loss of 

interest and pleasure in the usual activities, and feelings 

of hopelessness and worthlessness (Brage, 1995; Carlson & 

Kashani, 1988; Myers & Troutman, 1993; Strober, 1985). 

Unlike adults, adolescents may express these feelings as an 

"unhappy restlessness" (Golombek & Kutcher, 1990, p. 450) 

which includes boredom, anger, aggressive outbursts, and 

decreased frustration tolerance. Myers & Troutman (1993) 

state that adolescents exhibit less psychomotor retardation 

or diurnal variability but tend to have more feelings of 

guilt, suicidal ideation, and hypersomnia than adults. 

Kashani, Rosenberg, & Reid (1989), using a sample of 70 

seventeen year olds, found that they felt more tired than 

before, did not care whether they hurt themselves, and saw 

the future as unclear and confusing. Bad dreams were a 

complaint unique to this age group. In a study of female 

adolescent and adult patients, Stehower et. al (1985) found 

that the adolescents had a more externally focused 

symptomatology. Whereas adults exhibited self-dislike, the 

adolescents perceived themselves unacceptable, revolting, 

or unworthy in the eyes of others. 
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The key implication in the literature on mood is that 

adolescent depression may not look like the standard 

definition of depression found in adults in the clinical 

setting. The diagnosis can easily be missed if the 

clinician is not aware of the variety of presentations that 

the depressed mood can take. 

Withdrawal/Social isolation. Often the first sign of 

depression in an adolescent is a withdrawal from family and 

friends. Apathy and loss of interest in activities evolve 

into a pattern of aloneness. The youths may report feeling 

unloved, lonely, or socially unacceptable (Sadler, 1991). 

Golombek & Kutcher (1990) note that a deterioration in 

interpersonal skills may also occur. 

Academic functionina. A worsening of academic 

performance is often associated with depression. An 

inability to concentrate, fatigue, and chronic absenteeism 

are all factors in declining grades (Golombek & Kutcher, 

1990; Sadler, 1991). Kutcher & Marton (1989) found that 

depressed adolescents also completed less schooling than 

their non-depressed counterparts, a situation with lasting 

effects on employment and educational opportunities. 

Comorbid disorders. Myers & Troutman (1993), in their 

review of the literature, discovered that as many as 85% of 

depressed adolescents displayed other psychiatric diagnoses 

concurrently with depression. Anxiety disorders, including 

separation anxiety disorder and post-traumatic stress 
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disorder, were the most common, accounting for about 50% of 

the comorbidity. Stavralcaki & Gaudet (1989) and Kutcher & 

Marton (1989) presented similar findings. Dysthmia, a 

chronic mood disorder, was also frequently present, being 

noted in up to 38% of depressed adolescents (Myers & 

Troutman, 1993). 

Conduct disorders, involving such behaviors as 

physical aggression, stealing, vandalism, and running away 

from home, are present in up to 37% of depressed 

individuals (Myers & Troutman, 1991). Prepubertal boys are 

particularly likely to exhibit these problems although, as 

age increases, the number of girls with the diagnosis also 

increases (Kutcher & Marton, 1989; Myers & Troutman, 1993; 

Sadler, 1991). Sadler notes that, similar to academic 

decline, a chronic pattern may be set if the adolescent 

enters the juvenile justice system and the depression 

remains undiagnosed. 

Eating disorders, including obesity, anorexia nervosa, 

and bulimia, are also associated with depression (Attie, 

Brooks-Gunn, & Peterson, 1990; Brage, 1995; Kutcher, & 

Marton, 1989; Sadler, 1991). Bulimia has a stronger 

association with depression in that affected persons in 

some studies have shown higher rates of svibstance abuse, 

labile mood, suicide attempts, family psychiatric history 

than those with other eating disorders (Attie et al., 

1990; Sadler, 1991). 
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A variety of other associated disorders are worthy of 

brief mention. The beginning symptoms of personality 

disorders, most often the borderline and avoidant types, 

are seen in some depressed individuals. These symptoms 

tend to persist after the depression has resolved (Kutcher 

& Mart on, 1989) . Somatic complaints are more common in 

younger patients, with headaches and abdominal pain 

occurring most often (Sadler, 1991). Depression may be 

seen with developmental disorders such as the attention 

disorders and Tourette's disorder (APA, 1994; Kutcher & 

Marton, 1989). Increased sexual activity, resulting in 

disease transmission and pregnancy, has also been 

associated with depression. Sadler notes that this may be 

a way of seeking attention and love (1991) . Finally, as 

many as 17% of adolescents with chronic medical illnesses 

may be depressed (Myers & Troutman, 1993) . 

Substance abuse. The frequent abuse of alcohol and 

other illegal sxabstances are mentioned by numerous 

researchers (Brage, 1995; Bulcstein, Brent, & Kaminer, 1989; 

Golombek & Kutcher, 1990; Kutcher & Marton, 1989). Stowell 

(1991) found that 72% of his sample of depressed 

adolescents abused alcohol while 64% abused marijuana. 

Cigarette smoking is strongly linked to depression with 

depression scores being strongly correlated with number of 

cigarettes smoked in a study by Covey & Tam (1990) . Kandel 

& Davies (198 6) found that depression in adolescents was a 
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strong predictor of cigarette use in adulthood. Substance 

use is thought to be an attempt to escape depressive 

symptoms through self-medication. It may also be a way to 

attract attention and to feel approved of by peers (Brage, 

1995; Sadler, 1991). Unfortunately, substance abuse is 

associated with more than depression; in addition to 

encounters with the law, illegal substances are often 

implicated in motor vehicle accidents which involve severe 

injuries and fatalities (Sadler, 1991) . 

Suicidality. Suicidal ideation is another hallmark of 

depression. Death may be desired as a way to give up in 

the face of seemingly impossible obstacles and to escape 

emotional pain (APA, 1994). Strober (1985) noted that 70% 

of his adolescent patient sample reported having suicidal 

thoughts. Kutcher & Marton (1989) found that girls were 

three to five percent more likely to attempt suicide than 

boys, whereas boys were three to four percent more likely 

to succeed. Suicide attempts increase in both number and 

level of lethality as age increases (Sadler, 1991). 

Suicide attempts while depressed have been correlated with 

impulsive behavior, personality disturbances, substance 

abuse, and conduct disorders (Kutcher & Marton, 1989). A 

thought-provoking study done by Stivers (1988), involving 

53 adolescents and their parents, showed that adolescents 

may be trying to communicate their feelings to parents who 

are not perceiving them. Using the Parent-Adolescent 
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Communication Inventory (PACI) and the Suicide-Depression 

Inventory, Stivers found that the adolescent PACI scores 

were the highest predictors of depression and suicidality 

while the parents' scores were the lowest predictors. 

Related Factors 

Certain factors are often related to adolescent 

depression, although no causality has been implied in the 

literature. Many of these factors are closely interrelated 

with each other, making discussion of each of them 

individually a somewhat false separation. Clinically, some 

or all of these factors may be intertwined and impacting on 

one adolescent. 

Parental divorce/familv dysfunction. From the life

span developmental perspective, divorce is viewed as a non-

normative event in the life of a child. Coping strategies 

are immature resulting in greater long-term effects (Nolen-

Hoeksema, 1988). Divorce may cause sudden, significant 

changes in the family functioning with loss of the presence 

of a parent, increased conflicts among members, and changes 

in work and income levels. About 50 to 70% of the entire 

youth psychiatric population is made up of children of 

divorce (Nolen-Hoeksema, 1988) . Several researchers state 

that divorce is particularly devastating to adolescents 

(Anable, 1991; Myers & Troutman, 1993; Nolen-Hoeksema, 

1988; Sadler, 1993). There are feelings of anger and 

sadness, decreased self-confidence, deteriorating social 
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skills, substance abuse, and sexual promiscuity, all of 

which can be part of a depressive picture. Remarriage of 

the mother has also been associated with recurrence of 

depression in the children (Nolen-Hoeksema, 1988). The 

effects of divorce are long-standing with consequences 

continuing into adulthood (Anable, 1991; Sadler, 1991) . 

In addition to divorce, other stressors have been 

associated with depression. Poor parenting and problem 

solving skills have been correlated with depression in the 

offspring (Angold, 1988; Myers & Troutman, 1993, Kutcher & 

Marton, 1989). Physically and sexually abusive 

relationships between parents and teenage children 

profoundly affect the emotional states of the victims. 

Half of the reported child abuse cases nationwide involve 

adolescents, many of whom eventually exhibit psychiatric 

disorders (Sadler, 1991) . 

Parental affective disorders. Research into the 

effects of depression on family members is relatively new 

and limited in volume. Most studies have looked at the 

effects of maternal depression only (Schwab, Stephenson, & 

Ice, 1993). However the results generally agree that there 

are profound changes in family functioning in up to 75% of 

affected families, a percentage higher than that seen for 

chronic medical diseases, schizophrenia, and alcoholism 

(Schwab et al., 1993; Wells, Stewart, Hays, Burnham, & 

Rogers, 1989). 
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Predictably, a large number of children with depressed 

mothers show depressive behaviors. Included in the 

literature are attentional problems, anxiety, poor academic 

achievement, depressed mood, suicidal ideation, apathy, 

headaches, conduct disorders, maladaptive explanatory 

styles, and difficulties with relationships. Their peers 

are more likely to rate them as abrasive and unhappy 

(Allen, Aber, & Leadbeater, 1990; Beardslee, 1986; Myers & 

Troutman, 1993; Nolen-Hoeksema, 1988; Reid & Morrison, 

1983; Weintraub, Winter, & Neale, 1986; Weissman, Paykel, & 

Klerman, 1972). Some studies have found diagnosable 

depression in these youths while others have not. Once 

again, this may be due to the lack of clear criteria for 

diagnosing early life-span depression. Nevertheless, 

disturbed functioning was seen in over half of the children 

of depressed mothers in these studies (Allen et al., 1990; 

Myers & Troutman, 1993; Nolen-Hoeksema, 1988; Reid & 

Morrison, 1983; Weintraxib et al., 1986; Weissman, 1983) . 

Weintraub et al., after following children of parents with 

unipolar depression, bipolar depression, and schizophrenia, 

concluded that no singular behavioral pattern characterized 

offspring of affectively ill parents but, rather, a wide 

range of '^deviance" was seen (1986, p. 214) . In a study of 

40 depressed mothers, Weissman (1983) found that 74% of 

their adolescent children had school problems, parental 

conflicts, trouble with the law, substance abuse problems. 
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sexual involvement, and made attempts to run away. The 

mothers appeared less involved in their adolescents' lives 

and expressed less affection and more hostility toward 

them. Weissman felt that actual depression was present in 

these children, although she did not diagnose them as such. 

The role that genetic transmission of depressive disorders 

plays in adolescent depression will be discussed below. 

However, Nolen-Hoeksema (1988) makes the point that 

whatever the genetic components may be, the environment 

that a depressed parent provides '^...can be a source of 

chronic uncontrollability and emotional poverty for 

children" (p. 225). 

Loss/hf»reavf»ment--. In addition to parental divorce, 

loss of a loved one by death or relocation is linked with 

adolescent depression. Brown, Harris, & Bifulco (1986) 

studied 139 women who had suffered a loss of a parent in 

childhood. Death of the mother resulted in a 23% rate of 

depression while separation from the mother yielded a 21% 

rate. Depression was especially prevalent in children who 

had diminished quality of care after the loss. 

Interestingly, death of the father in childhood appeared 

unrelated to depression in these female subjects (Brown et 

al., 198 6). Depression can sometimes be linked to other 

losses. Golombek & Kutcher (1990) note that the loss of a 

girlfriend or boyfriend can be linked to the onset of a 

depressive episode. Sadler (1991) adds disfiguring 
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accidents and life-threatening illness as loss events. 

SocioeconQmic and ethnic factors. Although adolescent 

depression is not limited to any one ethnic or 

socioeconomic group, higher rates of depression are 

associated with poverty and minority status (Angold, 1988; 

Sadler, 1991; Schoenbach, Garrison, & Kaplan, 1984; 

Stavrakaki & Gaudet, 1989). In a study of 384 junior high 

students, Schoenbach et al. (1984) found that the major 

correlates of high depression scores on the CES-D were 

lower socioeconomic status, low academic performance, and 

being African-American. Poverty and racism may be 

stressors for these adolescents leading to a vulnerability 

to depression. 

Gender. All studies surveyed agree that gender is 

linked with both prevalence of depression and the nature of 

the symptomatology. Before puberty, males and females are 

equally affected whereas after puberty, rates for females 

begin to overtake those of males until a 2:1 ratio of 

depressed females to males is reached (APA, 1994; Angold, 

1988; Kandel & Davies, 1986; Kutcher & Marton, 1989; Myers 

& Troutman, 1993; Sadler, 1991; Schoenbach et al., 1984; 

Stavrakaki & Gaudet, 1989). Stavrakaki & Gaudet (1989) 

feel that the divergence of social roles may be the prime 

factor in the gender differences while others favor a more 

biologically based explanation (Rutter, 1986). 

This ratio may be meaningless, however, since criteria 
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for diagnosing adolescent depression have not been 

adequately explored. In a review of the literature, Sadler 

(1991) notes that several studies found that girls scored 

higher on the inwardly directed depressive symptoms such as 

feelings of sadness and cunxiety whereas boys reported 

outwardly focused symptoms such as running away, anger, and 

substance abuse. Sadler (1991) also notes that early 

maturing girls and late maturing boys are particularly 

vulnerable to low self-esteem and sadness due to mis-timing 

of physical processes. Kandel & Davies (1982) investigated 

gender differences in mood scores of over 8000 adolescents 

in their large-scale study of depression. Although girls 

had higher depression scores, the authors felt that the 

boys hid their depression in behavioral problems. Indeed 

when depressive symptoms and conduct disorder symptoms were 

considered, the ratio of males to females was equal. Thus 

further exploration of adolescent depression may lead to 

inclusion of conduct problems as diagnostic criteria. 

Biological factors. Many researchers concur that 

biological factors play a strong role in depression (Brage, 

1995; Kendler, Heath, Martin, & Eaves, 1986; Kutcher & 

Marton, 1989; Myers & Troutman, 1993; Nolen-Hoelcsema, 1988; 

Puig-Antich, 1986; Rutter, 1986; Sadler, 1991; Strober, 

1988). Genetic transmission has been strongly supported by 

several studies (Brage, 1995; Kendler et al., 1986) and is 

evidenced in the high rates of depressive disorders seen 
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within families. Neuroendocrine imbalances involving 

serotonin, norepinephrine, and Cortisol have been found in 

some depressed adolescents but their relationship to 

depression is far from understood (Brage, 1995; Kutcher & 

Marton, 1989; Puig-Antich, 1986). The sleep disruptions 

seen in depression have led some researchers to hypothesize 

a role for circadian rhythm instability in the onset of the 

disorder (Brage, 1995; Kutcher & Marton, 1989). 

Kutcher & Marton (1989) wisely caution that most 

biological studies have been done with adult subjects and 

therefore results should not be extrapolated to youths. 

For example, Cortisol secretion tests and dexamethasone 

suppression tests, often used with adults, have been 

inconclusive in identifying depressed adolescents (Kutcher 

& Marton, 1989) . 

Competence. The ability to generate flexible and 

appropriate responses to events within the self and the 

environment is key to psychological well-being. Research 

has been done with competence, particularly social 

competence, in children and adolescents with conduct 

disorders and depression with the results generally 

supporting the hypothesis that decreased competence is 

associated with increased depressive symptomatology 

(Anable, 1991; Coie & Kupersmidt, 1983; Cole, 1990; Cole, 

1991; Nounsainen, 1992). Cole (1991) has done preliminary 

work on a ^'•competency-based model of depression" in youths 
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in which the greater niimber of peer nominated 

incompetencies a child has, the higher the level of 

depression (p. 181) . 

Self-esteem. In Brage's review of the literature 

(1995) she notes that low self-esteem has a strong 

relationship with depression. In the study done by Kandel 

& Davies (1982), low self-esteem was the variable with the 

strongest relationship to depressed mood among fourteen 

through eighteen year olds. Adolescents often measure 

themselves against their peers in terms of social 

relationships and preferred personality traits (Cicchetti & 

Schneider-Rosen, 1986). Thus, adolescents with qualities 

they see as less desirable may view themselves as less 

worthy than their peers. 

Natural Course of Depression 

Episodes of depression in adolescence have a course 

both similar and different to that of adults. Episodes 

last from two weeks to eighteen months with an average of 

eight to nine months, a more rapid recovery than adults. 

Within one year, 80% have recovered from the depressive 

episode. Length of the illness is related to severity of 

the episode, age of onset, and presence or absence of 

psychosis (Myers & Troutman, 1993; Strober, 1985) . 

Unfortunately, like adults, adolescents have a high 

rate of recurrence of depression and other psychiatric 

disorders. Twenty percent of those with an initial 
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diagnosis of depression will eventually be rediagnosed with 

bipolar illness (Strober, 1985). Over half will experience 

another depressive episode within six years, most often 

within one year (Golombek & Kutcher, 1990; Kutcher & 

Marton, 1989; Myers & Troutman, 1993). A smaller 

percentage will have continued psychiatric problems 

including substance abuse and personality disorders. Risk 

factors for recurrence of depressive episodes include pre

existing dysthymia, inpatient status, psychotic symptoms, 

and a pessimistic explanatory style (Myers & Troutman, 

1993). Kandel & Davies (1986) in their landmark 

longitudinal study of depressive symptoms, found that 

depressed mood in fifteen and sixteen year old public high 

school students was the strongest predictor of depression 

in early adulthood. As adults, depressed adolescents were 

more likely to have a depressed mood, substance abuse 

problems, poor interpersonal relationships, and an 

increased liklihood of psychiatric hospitalizations. 

Assessment of Adolescents with Depressive Disorders 

Nurses in various settings are often first to see and 

suspect depression in an adolescent. But since depression 

is poorly defined, accurate diagnosis is sometimes 

difficult. Appearance, including facial expression and 

style of dress may be a first clue (Sadler, 1991). Careful 

interviews are required, with information needed from the 

adolescent, the parents, and the school if appropriate. 



Key components to be addressed in the information gathering 

process, according to Dulcan (1994) include: Chief 

complaint and reason for referral, history of present 

condition, review of signs and symptoms, developmental 

abilities and concerns, past medical, psychiatric, and 

developmental histories, a physical examination, family and 

social history, and a mental status exam. Sadler (1991) 

stresses direct questioning about suicidal thoughts, plans, 

or attempts as well as use of substances. Adolescents who 

are at risk for harming themselves or others or who are 

exhibiting psychotic symptoms will require emergency 

hospitalization. Those whose insight and judgement are 

less impaired can be treated as outpatients (Sadler, 1991) . 

Kovacs (1986) discusses the developmental 

considerations that impact assessment of adolescents. Like 

younger children, adolescents generally do not see 

themselves initially as the sufferers in the clinical 

setting; problems are blamed on external causes although 

adolescents are sufficiently mature enough to recognize 

connections between internal events and external behaviors. 

Time and good communication with the clinician are required 

for the adolescent to begin taking responsibility for their 

part in the healing process. Kovacs cautions, however, 

that disturbed youths often display immaturities in 

behavioral, emotional, and communicative abilities, thus 

rendering their abilities to trust the clinician and to 
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communicate internal processes more like that of younger 

children (1986). 

Several tools are available for aid in assessment of 

depression. These include the Beck Depression Inventory, 

the Hamilton Rating Scale, and the Center for 

Epidemiological Studies Depression Scales. These tools 

vary in their effectiveness and developmental 

appropriateness leading several researchers to recommend 

their use only in conjunction with and interview (Brage, 

1995; Myers & Troutman, 1993; Sadler, 1991). 

Once initial assessment is complete the overall 

medical diagnosis of depression is given. Within this 

comprehensive term a number of nursing diagnoses can be 

formulated based on the individual's unique problems 

(Brage, 1995). Examples include ineffective individual 

coping, hopelessness, altered self-esteem, and social 

isolation. 

Treatment of Depression in Adolescents 

A large gap in the literature exists regarding the 

effectiveness of various treatment modalities for depressed 

adolescents. Kutcher & Marton (1989) state that no 

properly controlled studies have been done on treatment 

outcomes. Nevertheless, the most commonly used modes, 

based on adult treatment, include psychotherapy and/or 

psychopharmacology. Psychotherapy can be done on an 

individual, family, or group basis (Brage, 1995; Dulcan, 
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1994; Myers & Troutraan, 1993; Sadler, 1991) . 

Individual psychotherapy most commonly involves 

cognitive and behavioral approaches. Cognitive techniques 

actively involve the adolescent in self-monitoring skills 

and the learning of coping skills. Active problem solving 

is encouraged through self-talk and writing assignments 

(Brage, 1995). Behavioral techniques involve developing 

strategies to produce change in the environment and 

therefore encourage change in the adolescent's behavior. 

Activity scheduling, reinforcement for desirable behaviors, 

and modeling are examples. Both approaches can be used on 

an inpatient or outpatient basis (Brage, 1995; Dulcan, 

1994). 

Many researchers concur that the family of the 

adolescent plays a part in the dysfunction necessitating 

family therapy for long term well-being of the youth 

(Brage, 1995; Dulcan, 1994; Matorin & Greenburg, 1992; 

Sadler, 1991; Walsh, 1993). The goals of therapy are to 

develop functional interaction among members and to 

encourage a more nurturant environment for the adolescent. 

Communication and problem solving skills are taught along 

with the offering of information and support (Brage, 1995; 

Dulcan, 1994; Walsh, 1993). 

Group therapy is cinother appropriate and useful 

approach for adolescents. Youths are often more willing to 

reveal their thoughts and feelings to peers than to adults. 
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Because of the external focus of their depression, 

interventions by peers are more powerful them those of 

adult therapists. Groups also offer opportunities to 

observe and practice social skills (Dulcan, 1994). 

In the clinical setting, medication may be prescribed 

for the depressed adolescent although the literature offers 

little support for this therapeutic mode. Few studies have 

been done with children and adolescent participants and 

those that have, show no superiority of the medication over 

placebos (Brage, 1995; Dulcan, 1994; Myers & Troutman, 

1993; Kutcher & Marton, 1989; Ryan, 1992). Ryan (1992) 

attributes this lack of therapeutic response to immature 

neurotransmitter systems and a misunderstanding of what 

depression consists of in youths. 

A few studies have shown encouraging results. The 

traditional tricyclic antidepressants were shown to be 

effective for hospitalized prepubertal children who were 

dexamethasone nonsuppressors in one study (Ryan, 1992). 

Fluoxetine and trazadone, newer antidepressants which are 

much safer and more free of side effects, show promise but 

remain inadequately studied (Dulcan, 1994; Ryan, 1992). 

Treatment resistant depression has shown some improvement 

with the use of the monoamine oxidase inhibitors, however 

the adolescent must adhere to a strict diet which may not 

be realistic in many cases (Dulcan, 1994; Sadler, 1991). 

Dulcan (1994) states that medication use in young 



52 

people must be preceded by careful consideration of risks 

and benefits to a growing individual as well as issues of 

compliance. All research reviewed stresses the importance 

of parental involvement and education in pharmacotherapy 

(Dulcan, 1994; Sadler, 1991). 

Non-academic Literature on Adolescent Depression 

It seems fitting to close this literature review with 

some words from from someone who was depressed as an 

adolescent. In a best-selling memoir, Prozac Nation, 

author Elizabeth Wurtzel (1995) presents a startling 

description of her experience with depression. A child of 

divorce, she describes the onset of her depression at age 

eleven: 

...Slowly, over the years, the data will 

accumulate in your heart and mind, a computer 

program for total negativity will build into your 

system, making life feel more and more 

unbearable. But you won't even notice it coming 

on, thinking it is somehow normal,...then one day 

you realize that your entire life is just awful, 

not worth living,...One morning you wake up 

afraid you are going to live. (pp. 21-22) 

Slowly, she saw the changes in herself as 

reflected in her relationships at school, her falling 

grades, and her lack of motivation; 
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I remember being in a panic one day at school 

when I realized that I could not even fake being 

the old Lizzie anymore. I had indeed 

metamorphosed into this nihilistic, unhappy 

girl...I had not heard the word depression yet, 

and would not for some time after that, but I 

felt something very wrong going on. In fact, I 

felt that I was wrong... (p. 46). 

Ms. Wurtzel relates the struggle she is relentlessly 

engaged in over her years in high school and college. In 

addition to a depressed mood, she abuses both alcohol and 

drugs, makes several suicide attempts, and alienates many 

caring people around her. Most frustrating is the number 

of camp counselors, school personnel, doctors, and nurses 

who did not understand the nature of her complaints. It is 

not until she is in her mid-twenties that she finds 

appropriate treatment including medication and 

psychotherapy. One of her purposes in writing her memoirs 

is to help others to recognize their illnesses and seek 

help (Wurtzel, 1995). 

If Prozac Nation paints a dark picture of health 

professionals' knowledge of adolescent depression, it also 

shows the resiliency of the affected individual. 

Throughout the book, Ms. Wurtzel continues to pursue an 

existence she perceives as normal. Even in suicide 
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attempts she does not fully give up on herself. When help 

is finally there, she finds her path to become a 

productive, involved, caring, and basically content 

individual (Wurtzel, 1995). 

Summary 

This chapter has reviewed the literature on adolescent 

depression. Included was information on conceptualizing 

depression, epidemiology, developmental impacts, 

manifestations of the illness, and variables related to 

depression. Also included were brief excerpts from a 

personal description of depression. Depression is a 

serious illness in the adolescent population and is only 

now starting to be recognized and treated as such. Many 

gaps in the literature exist, the most glaring of which is 

the lack research into the nature of the disorder as it 

occurs in adolescents as well as the lived experience of 

it. 
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Chapter 3 

Methodology 

This chapter will describe the methods used in 

conducting this study. Included are discussions of the 

research design, sample, setting, protection of hioman 

participants, data collection, data analysis, and data 

management. Also included is a discussion of criteria used 

in ensuring trustworthiness in qualitative studies. 

Design and Methodology 

A phenomenological design,was used for this study. 

The phenomenological approach focuses on the phenomenon 

itself as experienced by the individual with, the assumption 

that this experience is valuable and represents reality. 

This method was in keeping with the research question which 

sought to describe the lived the experience of being an 

adolescent with depression (Field & Morse, 1985; Munhall, 

1989) . 

Sample 

Because a broad but small sample was desired, the 

inclusion criteria for participants were also broad. The 

criteria included being between the ages of thirteen and 

eighteen, being in treatment for major depressive disorder 

based on the DSM-IV criteria (see Appendix A), and having 

no serious concomitant conditions. The purposive sample 

included three adolescents, two females, age fourteen, and 

one male, age thirteen. The adolescents were in outpatient 
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treatment at the time of the interview for a diagnosis of 

major depression. They were willing to participate, with 

the understanding that they would be asked to discuss their 

experiences with depression as in-depth as possible. 

Consent was given by their parents as well as their 

therapists. Therapists were aware of their patients' 

participation due to the treatment-relevant nature of the 

information to be revealed. All participants were able to 

communicate clearly in English. Exclusion criteria 

included concomitant conditions such as psychosis, organic 

disorders, thought disorders, and developmental delays, 

none of which the participants had. 

Participants were selected through the outpatient 

programs at Palo Verde Mental Health Services. The parents 

of the identified individuals were contacted by the 

investigator, informed about the nature of the study, and 

asked if their son or daughter could participate. 

Following parental approval, the same procedure was 

followed with the adolescents. The first three families 

contacted agreed to be a part of the study. 

Setting 

Data collection was to occur in a location convenient 

to the subject with privacy and psychological comfort being 

of great importance. Field & Morse (1985) suggest that the 

interviews occur in a ..naturalistic setting, so that the 

context in which the phenomenon occurs is considered to be 
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a part of the phenomenon itself" (p. 11). Although, the 

participants' homes may best fit this description only one 

adolescent was interviewed at home in her bedroom. One 

participant was interviewed in an empty and secluded 

waiting area of a psychiatric facility. These settings 

were both quiet and free of interuptions. The third 

interview took place in a booth at a fast food restaurant. 

Though the location was noisy, the participant seemed 

unaffected by other customers and the interview remained 

private. 

Protection of Human Subjects 

Approval by the Human Subjects Committee was obtained 

(See Appendix B). Since adolescents were involved, 

informed consent was obtained from both participants and 

their parents (See Appendix C). Copies of the consent form 

were given to them to review prior to data collection. 

To ensure confidentiality, audiotapes of the 

interviews were designated by a number code only. They 

were transcribed without names attached, with tapes and 

transcriptions then being stored in a safe place in the 

researcher's home. Any identifying comments were removed. 

The hard copy was placed in a locked file with identifying 

information removed. The only persons with access to the 

raw data were the researcher and the chair of the thesis 

committee. Participants and parents were made aware that 

they could withdraw from the study at any time, however 
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none chose to do so. 

Data Collection Procedures 

All parents and participants were contacted by phone 

prior to the interview. Information about the research and 

the researcher's background were given in order to 

establish a relationship and increase the level of 

understanding of what would occur (Field & Morse, 1985). 

Participants and their parents were encouraged to ask 

questions about the research procedures. Appointments for 

meeting with parents and participants as well as interviews 

were made. 

In order to elicit richer descriptions, the data 

generating statement, '^Tell me as fully as you can, what it 

is like for you to be depressed. Start at the beginning 

and tell me everything you can remember, including 

thoughts, feelings, and actions, as if you were telling me 

the story of your life." was given to each participant at 

least five days prior to the interview (See Appendix D). 

At the time of the data collection, the participants and 

their parents were reminded of the nature of the interview 

and the consent form was reviewed and signed. Further 

questions were answered. Demographic data, including data 

about the diagnosis, were obtained prior to the interviews 

(See Appendix E). 

The audiotaped interviews began with the data 

generating statement. General prompts were given to elicit 
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further comments, such as: **Tell me more about...." or 

'^What was that like for you?" Attempts were made not to 

direct the description in any way (Snow, Zurcher, & 

Sjoberg, 1982). At the end of the interviews, the 

participants were asked if there are further comments they 

would like to share, which they then did. The interviews 

ended when each participant felt he or she had completed 

the information. In addition, field notes were written by 

the researcher as soon as possible after the interview on 

such topics as physical appearance, emotional state, and 

non-verbal communication (Field & Morse, 1985). 

Data Analysis 

The data analysis process was based on the steps 

described by Colaizzi (1978) for the analysis of 

phenomenological data. The first step consisted of 

identifying the researcher's conceptualizations and beliefs 

about depression in adolescents. These were documented in 

Chapter 1 and bracketed in order to facilitate entering the 

world view of the individual being interviewed (Hycner, 

1985) This conceptualization was not referred to during 

data analysis. Next, an ongoing process of listening to 

the audiotapes and reading the transcripts was undertaken 

to promote gaining a sense of the context of each entire 

interview. 

Significant statements or phrases, which appeared to 

express a single meaning, were taken from the interviews. 
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Restatements of these into more general, scientific forms 

followed. Meanings were then formulated for these 

restatements, which attempted to capture, as closely as 

possible, the participants' underlying meamings within the 

contexts of their interviews (See Appendix F). The process 

of deriving the formulated mecinings is illustrated in the 

following examples: 

Example 1. 

Significant Statement: '^Sometimes like...I'11 feel like 
they treat my brother better than they do me." 

Restatement: Sometimes feels like parents treat brother 
better than her. 

Formulated Meaning; Sometimes feels less loved than 
brother. 

Example 2. 
SS; "I really don't get along with my mom very well 
because she's really, really overprotective." 

RS: Does not interact well with mother due to mother's 
overprotectiveness. 

FM: Feels stifled by mother. 

Meanings were grouped as to common themes and, 

subsequently, into clusters of themes that seemed to 

contain a common underlying essence. Clusters were 

organized into more general categories (See Appendix F). 

An example of this process follows: 

Theme Examples: Can't overcome lassitude; Too weary to do 
school work; Felt spent; Wanted to do things but no energy; 
Did not understand why so tired; Tired during day from poor 
sleep. 
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Assigned Theme Cluster: Constantly Fatigued 

Assigned Theme Category: Dispirited Weariness (other 
Theme Clusters included Physical Symptoms, Academic 
Downslide, and Loss of Academic Self-Esteem). 

The next step was to formulate exhaustive descriptions 

of the experiences and their meanings, thus incorporating 

all interview findings. Finally, cui essential common 

structure was formulated for the lived experience of 

depression in adolescents. The exhaustive description, 

according to Colaizzi (1978), represents,"...the 

investigated phenomenon in as unequivocal a statement of 

identification of its fundamental structure as possible." 

(p. 59). The essential structure is a synthesis of data 

presented in the exhaustive description. At many points in 

the entire process, validation occurred with the thesis 

chair. 

Data Management 

Interviews were audiotaped by the researcher and 

transcribed using a word processing program. 

Transcriptions were checked for accuracy by comparison with 

the audiotapes. The researcher used the Microsoft Works 

3.0 word processing program to store and integrate data 

into themes, theme clusters, and categories as well as to 

formulate the exhaustive description and essential 

structure of adolescent depression. All data management 

methods and procedures were documented and data saved to 
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provide an audit trail for the research process (Guba & 

Lincoln, 1989). 

Trustworthiness 

All research methods, including phenomenology, require 

standards by which to assure scientific rigor. The 

traditional concepts of validity and reliability have been 

used in quantitative research but are not as clearly 

applicable to qualitative work. Guba & Lincoln (1989) 

discuss an approach, with parallels in reliability and 

validity, which is more appropriate to this 

phenomenological study, called trustworthiness. 

Trustworthiness includes four criteria which can be applied 

to qualitative research to ensure scientific rigor: 

credibility, transferability, dependability, and 

confirmability (Guba & Lincoln, 1989) . 

Credibility. Paralleling internal validity, the focus 

of credibility is on the match between the participants' 

descriptions with the interpretations of the researcher. 

The first step in meeting this criterion is to record the 

researcher's own perspectives on depression and to update 

this as the study continues, referred to as progressive 

subjectivity by Guba & Lincoln (1989). This process aided 

in setting aside the researcher's reality in order to 

understand the realities of the participants more fully. 

To obtain the most complete descriptions possible, the 

researcher encouraged prolonged engagement and persistent 
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observation (Guba & Lincoln, 1989). This process involved 

spending sufficient time with the participants to establish 

comfortable, safe rapport as well as to obtain as much data 

as possible. 

Sharing the interpretations on the part of the 

researcher also strengthens credibility. Peer debriefing 

(Guba & Lincoln, 1989), the discussion and clarification of 

information with peers and mentors, was done with members 

of the thesis committee. Interpretations of the data were 

also shared with the participants themselves for 

clarification and correction, a process known as member 

checks (Guba & Lincoln, 198 9). Had there been 

discrepencies, the interpretations and the essential 

structure would have been altered to reflect these changes. 

Transferability. Transferability can be thought of as 

similar to external validity or generalizability. To 

achieve this criterion, the researcher will **...provide as 

complete a data base as humanly possible..." so that others 

who read this study will have enough information to apply 

the results as they see fit (Guba & Lincoln, 1989, p. 242). 

Guba & Lincoln (1989) refer to these extensive collections 

as "...thick descriptions..." (p. 241). Descriptions of 

the participants and the settings, and liberal use of 

quotes in the following chapters provide such information. 

Dependability. Dependability concerns the 

"...stability of data over time..." and is comparable to 
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reliability (Cuba & Lincoln, 198 9, p. 242). Meeting this 

criterion implied endeavoring to keep the data collection 

process consistent over time. Colaizzi's steps (1978), 

discussed above, provided an unchanging framework for 

gathering and analyzing data. Ongoing docxamentation 

occurred, including notation of any shifts in 

conceptualization of depression on the part of the 

researcher. A numbering system was used for data to 

facilitate tracking as needed. When added to the data, 

this assures a clear audit trail (Guba & Lincoln, 1989). 

The thesis chair was also regularly consulted on this 

matter. 

Confirmability. This last criterion is a parallel to 

objectivity and concerns .assuring that data, 

interpretations, and outcomes of inquiries are rooted in 

contexts and persons apart from the evaluator and are not 

simply figments of the evaluator's imagination." (Guba & 

Lincoln, 1989, p. 242-243) . Again, careful documentation 

and assistance from the thesis chair assured that this 

criterion was met. 

Summary 

This chapter discussed the phenomenological 

methodology for this study, including information on the 

sample, setting, human subjects protection, data 

collection, analysis, and management procedures, and the 
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standards for scientific rigor. The work of Colaizzi 

(1978) and Guba & Lincoln (1989) provided the structure for 

conduct of this study. 
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Chapter 4 

Analysis of Data and Presentation of Findings 

This chapter describes the findings of this study. A 

description of the sample is followed by the exhaustive 

description and the essential structure of the lived 

experience of depression in adolescents. 

Description of Sample 

The sample consisted of three adolescents who were 

undergoing treatment for depression at the time of the 

interviews. Pseudonyms have been assigned for purposes of 

confidentiality. The descriptions are based on information 

obtained from the participants, their parents, and their 

therapists. 

Tina. Tina was a 14 year old Caucasian girl who spoke 

readily and at length. She was dressed in the currently 

popular disheveled look and wore no make-up. Her eye 

contact was good and she maintained an even temperament 

throughout the interview. Although in good physical health 

at the time, Tina had some residual effects from a 

premature birth. She was legally blind in her left eye due 

to retinopathy and had a soft, hoarse voice due to a 

partial vocal cord paralysis. 

Tina had been undergoing treatment for depression, 

consisting of group therapy and medication, for 

approximately four months although depressive symptoms had 

been ongoing for at least a year. An unsuccessful attempt 
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at slitting her wrists first brought her into psychiatric 

care. Tina's parents had divorced when she was five years 

old and their relationship remained strained and, at times, 

hostile. There was also speculation that Tina had been 

abused by her father, however, Tina has no clear memories 

of this. Despite living in another state, Tina's father 

still exerted a great deal of influence on her and she 

remained very angry at him. When discussing Tina's 

participation in the study, Tina's mother expressed strong 

guilt over not recognizing the symptoms of depression 

sooner. 

Tina lives in Tucson with her mother and 16 year old 

brother where she is attending the eighth grade at a public 

junior high school. 

Jack. Jack was a 13 year old male African-American 

who was receiving individual psychotherapy and medication 

for depression and Attention Deficit Disorder. Tall and 

athletic. Jack was neatly dressed in soccer clothing and 

was well groomed. He spoke softly and hesitantly and with 

little affect through most of the interview, although he 

noticeably brightened when discussing soccer, at which he 

excels. 

Jack had been in and out of therapy for approximately 

four years due to the attention problems; therapy for 

depression began approximately two years ago when his 

parents first separated. His father made a suicide 
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attempt, which prompted a brief reconciliation with Jack's 

mother before a final separation and divorce. Although he 

was on good terms with both parents at the time of the 

interview, he seemed particularly devastated by the 

breaking apart of his family for which he blamed his 

mother. His parents had arranged counseling for him and he 

readily complied. 

Jack lives in Tucson with his mother, who has custody 

of the children. He has two sisters, ages eight and ten, 

and he currently attends eighth grade at a private 

religious school. 

Sandra. Sandra was a 14 year old Hispanic girl from a 

rural community near Tucson. At the time of the interview, 

she was casually but neatly dressed and wore make-up. She 

spoke readily and often emotionally, becoming tearful on 

several occasions. Although she suffered from mild asthma, 

she was in general good health and participated actively in 

school athletics. 

Sandra had been in individual psychotherapy and 

receiving medication for depression for approximately four 

months. Her parents had been having marital problems and 

had discussed divorce. Sandra often fought with both 

parents and was physically aggressive with her 12 year old 

brother. She had been arrested once for a curfew 

violation. Due to outbursts of intense anger, Sandra's 
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mother had arramged a therapist for her and Sandra readily 

complied. 

At the time of the interview, the family was still 

intact. Sandra is a freshman at the local high school. 

E^tiaustive Pescriptign 

The exhaustive description of the experience of 

adolescent depression was a synthesis of themes, theme 

clusters, and theme categories formulated from 753 

significant statements. There were 12 theme categories, 50 

theme clusters, and 303 themes. The identified theme 

categories were: 1) Dispirited Weariness, 2) Emotional 

Homelessness: Sense Of Aloneness, 3) Emotional 

Homelessness: No Safety Where Expected, 4) Constant, 

Unrelenting Anger, 5) Working Through Parental Break-up, 6) 

Caught In The Middle, 7) Spectrum Of Escape From Pain, 8) 

Treatment Variations, 9) Depression Is An Up And Down 

Course, 10) Perspectives On Friendship, 11) Gaining A Sense 

Of Getting Well, and 12) Assessing Progress So Far (See 

Table 1. and Appendix F) . 

The exhaustive description will be discussed by 

category, listing the theme clusters and themes. Direct 

quotes from the data will also be used to aid the 

descriptions. 
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Table 1. 
Theme Categories and Theme Clusters 

Theme Categories Theme Clusters 

Dispirited Weariness 

Emotional Homelessness: 
Sense of Aloneness 

Emotional Homelessness: 
No Safety Where 
Expected 

Constant, Unrelenting 
Anger 

Working Through Parental 
Break-Up 

Constantly Fatigued 
Physical Symptoms 
Academic Downslide 
Loss Of Academic Self-Esteem 

Apartness From Others 
Mourning Loss Of Closeness 
Unexpected Losses 

Constant Threat Of Abuse 
Uncertainty Of Parental 

Support 
Compared Unfavorably With 

Siblings 
Issues Of Trust 

Nature Of Anger 
Manifestations Of Anger 
Seeking The Root Of Anger 
Directed Expression Of Anger 
Costs Of Anger 

Out Of The Blue 
Watching Slow Disintegration 
Grieving 
Aligning With One Parent 

Against Other 
Watching Parents Fail Again 
Seeing The Good Amidst The 

Changes 
Living With Divorce On Hold 

Caught In The Middle Watching Abuse 
Awareness Of Discord 
Tension Takes Personal Toll 

Spectrum Of Escape 
From Pain 

Means Of Temporary Escape 
Losing Stake In Self 
Suicide As Definitive Means 

Of Escape 
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Table 1. (continued) 

Theme Categories Theme Clusters 

Treatment Variations How Therapy Began 
Arranging The Right Therapy 
Individual Therapy As Safe 

Base 
Learning Through Peers: Group 
Therapy 
Medication 
Self Care 

Depression Is An Up 
And Down Course 

Perspectives On Friendship 

Better And Worse 
Medications As A Measure Of 

Ups And Downs 

Friends Not Always Reliable 
Handling Rejection 
Friends As Constants 
Friends As Caretakers 

Feeling Better But Not Yet 
Well 

Measuring Symptomatic 
Improvement 

Acquiring New Skills 
Anger Levels Decreasing 
Feeling Less Tension At Home 
Awareness Of Changes Made 

By Parents 

Assessing Progress So Far Depression Is Hard To Explain 
Still Deciphering Reasons 

For Depression 
Unresolved Issues Remain 

Gaining A Sense Of 
Getting Well 

Theme Category; Dispirited Weariness 

The experience of depression included a global feeling 

of weariness which was manifested in the following: 
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1) Constantly Fatigued, 2) Physical Signs, 3) Academic 

Dovmslide, and 4) Loss Of Academic Self-Esteem. 

Constantly Fatigued. All three participants told of a 

constant fatigue that went beyond physical tiredness. It 

was difficult to overcome this puzzling lassitude in order 

to complete normal activities such as school work and 

spending time with friends. Jack stated, "I just wouldn't 

do anything all day. When we went out for lunch I'd just 

sit around." Insomnia was a component for one participant, 

however the others felt fatigued without complaints of 

sleep disruption. 

Physical Signs. Accompanying the fatigue were 

physical discomforts such as headaches and dizziness. 

Changes in sleep patterns were manifested as unrelenting 

insomnia. Sandra explained, '^And if I'd fall asleep, it 

would be like for an hour and then I'd be up. All the 

time. And then I'd be tired during the day and then I 

wouldn't fall asleep at night." These physical signs had 

not been present before the depression and subsequently 

lessened with treatment. 

Academic Downslide. In conjunction with fatigue came 

a deterioration in academic performance. Falling grades 

were noted by all participants related in part to 

comprehension difficulties that occured with the onset of 

depression. Lack of motivation to complete and hand in 

school work was another factor. "I wouldn't do homework or 
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turn stuff in when it was supposed to be turned in," stated 

Jack. '^And a lot of times I did stuff but I just didn't 

care about it so I never turned it in." 

Loss of Academic Self-Esteem. Even though they knew 

their grades would inevitably fall due to incomplete work, 

the participants were nevertheless ashcimed of the 

deterioration and expressed criticism of themselves. 

would be, like, down on myself because I was getting bad 

grades," said Tina. All had been good students previous to 

depression and were aware that they had the capabilities to 

get good grades, yet weariness was difficult to overcome. 

Participants knew that their parents and family 

members were aware of the academic deterioration leading to 

feelings of inadequacy. One participant lied to save face 

in the eyes of her parents. Sandra stated, '^And if they 

asked if I did my homework, I'd say, ^Yes, I did' but I 

really didn't. I don't know...just liked to get them off 

my back." 

Theme Category: Emotional Homelessness: Sense Of Alonenpss 

All participants spoke of an emotional *homelessness' 

characterized by an emotional emptiness, an absence of 

affection for themselves and others, and an inability to 

perceive affection from others. Included were discussions 

of actual losses of, or changes in, relationships with 

others, and subsequent mourning. Theme Clusters included: 

1) Apartness From Others, 2) Mourning Loss Of Closeness, 
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and 3) Unexpected Losses. 

Apartness From Others. During their depressions, 

participants felt a distinct separateness from others and 

often chose solitude over being with others. Tina stated, 

"...you're just, just a homebody amd I mean, some people 

are homebodies, but, I mean, like, you just stay at home 

all the time." Part of this feeling of aloneness was an 

awareness of being different than others and a subsequent 

reluctance to appear unusual in the eyes of peers. '^If I 

could talk to them (friends) I would but I just didn't feel 

like I could talk to them," stated Sandra. '^They would keep 

on going, ^You're weird' or something." Dismissal of 

symptoms as unimportant by parents led to increasing 

emotional distance. One participant expressed a deep sense 

of not being cared about by anyone. Tina explained, "When 

you're depressed you feel like you don't, like, have 

anybody." 

Mourning Loss Of Closeness. Participants expressed 

their awareness that their relationships with family 

members had been better at one time and seemed sad that 

these relationships had changed. Where there had been 

comfortable companionship with siblings and parents, there 

was only minimal conversation alternating with outright 

hostility. 

Participants expressed self-blame and puzzlement at 

these changes. Sandra: "We (she and father) used to be. 
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like, close. Like we used to do a bunch of sports together 

but now, urti...I don't know..." One participant had not felt 

close to her brother since childhood and missed this 

companionship. 

Unexpectg»d Losses. Two participants experienced 

sudden changes in close relationships prior to the onset of 

depression. '*Some of my old friends had gone on, gone on, 

like they were in different schools," stated Tina. ^^So I 

was making new friends but I wasn't really connecting with 

them as well as I would with my old friends. So I was, 

like, kind of bummed out about that." One participant 

experienced the separation of his parents, followed by a 

suicide attempt on the part of his father, which 

necessitated a period of hospitalization. Jack explained, 

'^It was really hard. Um, I don't know.. .Because he was 

getting help for a couple of weeks and we'd only come to 

see him every once in awhile." 

Theme Category; Emotional Homelessness: No Safety Where 

Expegted 

Emotional homelessness also encompassed a feeling of 

unworthiness of the regard of others, particularly family 

members. The one place that should have offered safety and 

unconditional regard, the home, did not provide this. 

Theme Clusters include: 1)Constant Threat Of Abuse, 

2) Uncertainty Of Parental Support, 3) Compared Unfavorably 

With Siblings, and 4) Issues Of Trust. 
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Constant Threat Of Abuse. For one participant abuse 

by a parent, in the forms of verbal and possibly physical 

abuse, was a pervasive, long standing factor in emotional 

homelessness. '"He (father) mentally and probably 

physically abused me so there was that. And I was having 

anger toward him that I could never figure why," explained 

Tina. Her memories were not clear on actual events but she 

did recall spankings as a '^normal" event. Relief came in 

the form of geographical distance from her father and the 

intervention of her stepmother. Yet her anger remained 

strong and she blamed him for her depression. 

Uncertainty Of Parental Support. Emotional support 

and nurturance from parents was an uncertainty for all 

participants, but was discussed at greatest length by one 

participant. Tina stated, '^She's told me about all the 

stuff that parents tell you about, you know, but we never 

really talked like...I would never really come to her and 

talk about stuff like...about important stuff." 

Betrayal of confidence by one parent to another 

further eroded the relationship. Tina, who revealed the 

negative feelings toward her father, explained, **My mom 

told him (father) about, like, everything that I've ever, 

like, told her...We were, like, getting better and then she 

told him and then I, I didn't think that I could trust her 

any more." 

Compared Unfavorably To Sibling. The perception that 
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their siblings were more highly regarded and received more 

affection than the participants did were a part of 

emotional homelessness. was always being compared to my 

brother," stated Tina. My mom would, like, say, ^Well, 

Bryan didn't have as much, trouble as, as you'^re having. 

You know, you should be doing well. Bryan did well in this 

class.'" Not only were the siblings resented, the 

participants felt less loved by their parents. Sandra 

explained, '^They always say, love you' and things, that 

stuff you know, to him, but not to me. I really hate 

that...And with him they'd do all this other stuff. And 

all they do with me is fight I" 

Issues Of Trust. Two participants felt that their 

parents did not trust them to safely go out with friends 

and obey the rules. Previous disobediant behavior played a 

role in parents' decisions. "*1 got along with them fine 

before and then, like, I don't know, like they didn't trust 

me for awhile," related Sandra. '*They don't trust me any 

more because I snuck out, like, without telling them and 

stuff." Another reason expressed for parental distrust was 

overprotectiveness and the inability to trust one's 

friends. This was viewed as lack of personal trust in the 

participant. Tina stated, **My point is my judgment. If 

she trusts me, she should trust my judgment in someone's 

character. And if she can't do that, she doesn't have 

trust in me." Emotional stability of the participants was 
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also a determinant of trust shown by parents. 

Thgme r.ateaorv: Constant. Dnrelf>nt:incr Anger 

Anger was an incredibly strong, uncontrollable, and 

persistent experience for all participants. It was the 

most frequently discussed symptom of depression and the one 

by which all three measured the waxing cind waning of their 

disorder. Anger was directed at others in a sometimes 

dangerous manner and resulted in unexpected personal, 

familial, and societal costs. Theme Clusters in this 

category include: 1) Nature Of Anger, 2) Manifestations Of 

Anger, 3) Root Of Anger, 4) Directed Expression Of Anger, 

and 5) Costs Of Anger. 

Nature Of Anger. The participants described anger as 

being constant, easily triggered, explosive, and rapidly 

escalating. would always just stay mad. I couldn't 

stop being mad." Sandra explained. Jack stated, ^''Like if 

the slightest thing went wrong and, like, I'd think cubout 

like, I just wanted to like, hit the person or something, 

like if they did something to me." 

Manifestations Of Anaer. The way in which anger was 

expressed varied with the participant and the concurrent 

events. Shouting at parents was a frequent occurance. 

Sandra explained, **Just everything, every little thing 

would get me so mad I would just yell at them 

(family)...And I'd say, like, really bad stuff to them." 

Irritability and an inability to get along with anyone were 
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described. 

Two participauits expressed their anger physically on 

both objects and other people. Tina stated, ^Like, I 

would tip over chairs and stuff. Like, just throw, like 

something I just brought and just throw it at her (mother) , 

like maybe a pen or something." Sandra explained, '^Oh, I 

just like, hate him (brother) so much. And we get into 

fights and I'd give him big old bruises and stuff because 

I'd just beat the crap out of him because he'd get me mad." 

Seeking The Root Of Anaer. Speculation as to the 

reasons for the intense anger were not deeply explored by 

the participants, although they had come upon some ideas as 

they worked to decipher this uncontrollable emotion. Long 

standing issues with an abusive father were blamed as well 

as constant family turmoil. 

Directed Expression Of Anger. Anger was directed most 

often at the family in the form of argximents with one or 

more members. Tina explained, '^But now his (brother's) 

place of always fighting has been replaced by my mom. So 

now I'm always fighting with my mom." Teachers were also 

targets for anger, as Jack explains, '^Like when the 

teachers were telling me something I'd talk back to them. 

Or I'd get mad at them and I would like, just like, like 

say really smart stuff back to them." Sandra was aware 

that her anger and aggression was misplaced on her younger 

brother. "^And he (brother) was like, the only one I could 
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hit because I'd get mad too and plus I'd be mad at my 

parents so...I'd get twice as mad at him and hit him twice 

as hard." 

Costs Of Anger. All participants paid a price for 

their anger, whether that price was internal or external. 

These consequences varied greatly as did awareness of them 

on the part of each individual. Deterioration of family 

relationships, punishment by parents, and the guilt at 

having caused others pain were primary costs. Also among 

them were fears that present anger was a precursor to 

becoming an abusive parent. ^*My dad has a really bad 

temper and that's where I think I get that from. From 

him," stated Tina. "And so I'm hopefully not going to be 

abusive with my kids. Hopefully I won't do that." 

Anger led to impulsive acts, some of which had very 

serious consequences. Describing her arrest, Sandra said, 

'^And one time, like, I got so mad at them (parents) , like, 

I didn't care and I snuck out with my friends and I got 

caught by the cops because of curfew." Anger interfered 

with school work and thus was a factor in deteriorating 

grades. ^^And I got in trouble a lot of the time..." said 

Jack. '"And, um, a lot of it was just talking when I wasn't 

supposed to. Um, so then I wouldn't know what we were 

supposed to be doing so I wouldn't get work done." One 

participant stated that her parents took actions to control 

her anger in the form of psychotherapy and medication. 
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Theme Category: Working Through Parental Break-up 

Although sample selection was not based on parental 

marital status, all participants had parents who were 

divorced or were having significant marital problems. 

Divorce was a major topic of discussion in all three 

interviews and coping with it seemed to take on a pattern. 

Theme Clusters include: 1) Out Of The Blue, 2) Watching 

Slow Disintegration, 3) Grieving, 4) Aligning With One 

Parent Against Other, 5) Watching Parents Fail Again, 

6) Seeing The Good Amidst The Changes, cind 7) Living With 

Divorce On Hold. 

Out Of The Blue. Shock and surprise were felt at the 

time of the actual event of separation or announcement of 

impending divorce. The details remain vivid even with the 

passage of years. Tina said, "But it was like nine o'clock 

at night and he (father) usually came home by six. And so, 

me and my brother were really, really worried." Even with 

the awareness that parents were arguing frequently, the 

announcement had an element of surprise. Sandra stated, 

"And then me and my dad got in this really big fight. I 

don't know. Then they said they were going to get a 

divorce." 

Watching Slow Disintegration. Though a sudden event 

was painful, witnessing a slower course of events was no 

less so. Describing the ups and downs as his parents first 

reconciled and then finally separated. Jack said, "And my 
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parents got back together. And things were going good for 

awhile. And then, I guess everything just went downhill 

again. I don't know why." 

Grieving. All participants discussed the personal 

aftermath that their parents' decisions caused. Sadness, 

anger, and bewilderment were the primary emotions and were 

still unresolved regardless of the passage of time. 

Tina, still feeling angry and cheated by her father's 

actions eight years ago, stated, '*^So they decided that they 

were going to separate but then he (father) just called. 

He didn't even, like talk to us in person about it." The 

level of understanding appeared tied to age at the time of 

the divorce. Tina stated angrily, ""I was, like five. I'm 

not going to understand that he's going to live with these 

friends." Part of the anger at not understanding came in 

the form of advice to adults, cautioning them to remain 

married until their children are older. 

The separation of parents meant profound changes in 

daily family life. The family no longer attended events 

together. The loss of this united parental support could 

not be replaced by separate support from each parent. 

"They used to be together most of the time like for soccer 

tournaments and everything," said Jack, '*But now, they'll 

both go but just won't be, won't be together." 

Aligning With One Parent Against Other. All 

participants sided with one parent to some extent during 
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troubled times which was expressed through criticism of the 

other parent. The maligned parent was seen as controlling 

and belligerent, sometimes unworthy of marriage to the 

mistreated parent. Blame for the marital problems was 

placed on the vilified parent. Jack stated, '*But she's 

(mother) the one who wanted the separation. And so before, 

I wasn't getting along with her too well. I had, like, a 

lot of anger with her." 

The parent with whom the participants aligned was seen 

as a victim of the other parent's wrongful behavior. They 

were aware of the anguish suffered by the victim, who was 

perceived as powerless. Tina said, ^''Like, even though 

they're divorced now, um, I think that he still has like, a 

power over her. Like, the power to hurt her still." 

Financial status was one way that one parent could 

victimize the other. Tina explained, ^My mom doesn't make 

as much money as my dad. He'll say, *Well I pay for this 

and this for the kids so I should have more of a say than 

you do.'" 

Watching Parents Fail Again. Witnessing a parent's 

remarriage after the divorce allowed a new perspective on 

that parent's behavior in another relationship. Commenting 

on her father's remarriage, Tina stated, ''And I think that 

my, my dad and my stepmother are going to get divorced. I 

truly believe that because there's...You can only put up 

with someone like that to a certain extent." Tina was also 
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an unwilling witness to the physical abuse of her 

stepmother by her father, leading her to speculate on her 

mother's treatment during the marriage. 

Seeing The Good Amidst The Changes. The two 

participants whose parents had already divorced were able 

to find some pleasurable moments during the difficult 

times. Siblings banded together, forming comfortable 

relationships and routines. Fights and squabbles occurred 

but were seen as minor. Responsibilities at home 

increased, calling forth new skills such as caring for 

younger siblings. Jack saw himself as an interpreter for 

his sisters. ^^They're having problems with this too, with 

my parents splitting up. And so, I help them with that and 

try and take care of them as much as I can." With time and 

effort came the realization that parents were benefitting 

from being apart, leading to a hopeful outlook for the 

future. Jack explained, guess there's been good times 

and bad times in this... They'll both be happier. And I 

know my sisters and I will learn to live with it. So I 

think everything will end up being pretty well." 

Living With Divorce On Hold. One participant's 

parents had not come to a final decision on divorce, but 

instead were attempting to solve their problems and had 

openly told the participant this, somewhat easing her 

fears. "They're going to work things out and try their 

best and everything, said Sandra, "And now I know, I know 
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that they're trying to work things out so I'm not always 

wondering what is going to happen now." 

Theme Categgry; Cauaht in The Middle 

All participants described episodes where they 

witnesses to parental discord but unaware of actions they 

could take on behalf of a parent or themselves. This left 

them in tense, no-win situations. The Theme Clusters in 

this category include: 1) Watching Abuse, 2) Awareness Of 

Discord, and 3) Tension Takes Personal Toll. 

Watching Abuse. One participant was aware that her 

father verbally abused, if not physically abused, her 

mother. '^I don't know if he ever hit my mom but he was, 

like, always real mean to her," stated Tina. Aware of her 

mother's suffering, Tina thought she deserved professional 

help. 

Awareness Of Discord. All participants were aware of 

the ongoing arguments in their parents' relationships, even 

when parents tried to hide them. Even at a young age, 

participants were aware of discord. '"And I always remember 

my mom and dad fighting when I was really little," recalled 

Tina, ^*Like, I always remember them fighting late at night 

and I could never sleep because they were fighting all the 

time." Escalation of the frequency of parental 

disagreements above the usual was also an ominous signal. 

Tension Takes Personal Toll. Living with warring 

parents at any point in the divorce process created an 
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anxiety within the participants which manifested itself in 

several ways. Physical symptoms such as headaches and 

sleep problems increased. Anger at parents sometimes 

resulted in joining in the arguments. There was a sense of 

being unable to prevent fights despite attempts to do so. 

Sandra felt a constant tension. ''^Every day I was, like, 

wonder what's going to happen? I wonder who's going to 

leave?'" Jack felt incapable of pleasing either parent. 

"And then you don't want to, like, take one person's side 

but...If like, like if my mom asks me to go over there with 

her but I'm with my dad, I don't want to make him feel 

bad," explained Jack, ...And then if I don't go with my 

mom or I leave my dad then they feel that I'm really 

picking sides or picking favorites or whatever." 

Theme Csteggry; Spectrum Of Escape Frgm Pain 

All participants had moments when they sought escape 

from family or their own inner distress. Modes of escape 

appeared to fall along a spectrum with harmless temporary 

escapes at one end and potentially permanent ones at the 

other. Theme Clusters include: 1) Means Of Temporary 

Escape, 2) Losing Stake In Self, and 3) Suicide As 

Definitive Meams Of Escape. 

Means Of Temporary Escape. There were a number of 

ways for participants to obtain some sanctuary as well as 

stay clear of interactions with family. Finding sanctuary 

seemed more important than the nature of the sanctuary. 
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Sports involvement was used to stay away from home as long 

and as often as possible. Going to friends' homes solely 

to be away was also effective. Ssuidra explained, was at 

my friend's house for awhile, like just trying to get away 

from everybody? And that, like, helped, because, like, I 

wasn't thinking about everything." While at home, family 

interaction could be avoided by staying in one's room. 

Losing Stake In Self. Escaping from pain began with 

desperation and a desire to stop the pain despite the cost. 

Impulsive, heedless behavioral patterns were one result. 

Sandra, no longer caring what befell her, said, **I'd just 

like, tell the room off but, I didn't really care if they 

wanted to talk to me because I was so mad still." Sandra 

left one evening without her parents' knowledge and was 

stopped by the police for curfew violation. This event had 

little meaning to Sandra at the time. ^^And, I don't know, 

I wasn't even scared, explained Sandra, wasn't, I didn't 

care because, like, I was already in a lot of trouble so I 

really didn't care if I got in more troxible. So like, I 

didn't care about anything." 

All participants described low points where exiting 

the situation in some way appeared to be the best option. 

The extent to which they carried out these plans varied. 

Dropping out of school was one consideration, although not 

carried out. Passive death was another recurring thought. 

^^Sometimes I would just want to die but I wouldn't, like, 
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want to Jcill myself because, I don't know," said Sandra. 

Finally there was consideration of suicide. Tina described 

her thoughts. ''*And it was just like, I didn't feel good 

physically and I didn't feel good mentally.. .You know, 

like, I don't really have a place to lead a productive life 

so let's just end it or something like that." 

Suicide As Definitive Means Of Escape. Permanent 

escape through suicide was the extreme end of the spectrum. 

One participant had a plan for suicide which she attempted 

to carry out one morning after her mother left for work. 

Although the triggers for the event were confusing, the 

plan was easily put into action. Tina carefully described 

the details as if she were observing herself. ^^So I 

decided I was going to slit my wrists. I had just like, 

begun to do it. That's why it's not a real big scar...And 

I had a razor in my hands and I was bleeding." 

The wish to end her suffering through death was 

balanced with a desire to be spared from completing the 

act. Although Tina took serious actions she also left 

clues for her mother. She explained, ^^So my mom called the 

house to make sure I wasn't home. Because she shouldn't 

have gotten a busy...just the phone ringing, not a busy 

signal. But I took the phone off the hook." When Tina's 

mother arrived home, Tina was in the act of cutting her 

wrist, yet readily let her mother in. "And...because I had 

chained the door and she was, like she was banging on the 
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door so I finally opened it and then she took it (razor) 

from me." 

The aborted attempt led to serious realization of the 

consequences of such an act. Shock and lack of 

explanations were followed by emergency measures, with 

which she reluctantly complied. A trip to the emergency 

department was arranged with the understanding that it was 

to be kept private from Tina's father. "I didn't want to 

go," recalls Tina, '"My mom dragged me there. And I also 

had to make it quite clear that I did not want my dad to 

know. And so she promised me that she would not tell him 

and so we went to (the hospital)." 

Theme Category; Treatment variations 

At some point each participant began receiving 

professional help for their depressions which included a 

variety of treatments. Theme Clusters include: 1) How 

Therapy Began, 2) Arranging The Right Therapy, 3) 

Individual Therapy As Safe Base, 4) Learning Through Peers: 

Group Therapy, 5) Medication, and 6) Self Care. 

How Therapy Began. Two participants recognized their 

desire to feel better in addition to hearing from others 

how their behavior had changed. didn't like the way...I 

was, like, always sad, didn't want to do anything or I was 

mad," said Sandra. Jack who complied with the therapy that 

his parents arranged, stated, '^I'd just sit around and not 

want to do anything so they, like, talked to someone and 
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got me into counseling." A serious emergency, such as a 

suicide attempt, was a final way of entering therapy. 

Arranging The Right Therapy. Arranging therapy suited 

to each participant involved selecting which type, how 

often, and which therapist. Determinants of the right 

therapist included liking him/her, parental approval, and 

someone suitable for children and adolescents. Other key 

roles the therapist played were medication manager, guide 

to the right therapy, and someone comfortable to be with. 

Sandra explained, don't know, we just started talking 

like about all the problems and stuff. I don't know. .. (My 

mother) got, like, one who deals with children. And I just 

started talking to her." 

Individual Therapy As Safe Base. Individual 

psychotherapy was a positive experience for all 

participants. The setting allowed for an unedited release 

of thoughts and feelings without fear of repercussions. 

One participant felt that the therapist was the only person 

she could confide in. ^It's like, like, at the beginning 

it (anger) was all balled up inside me," said Sandra. '^But 

then like, when I started to see (therapist) I could talk 

to her and a lot of it would come out." As the 

participants perceived relief, appointments with the 

therapist became a desirable constant. 

Learning Through Pgers; Group Therapy. Group 
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psychotherapy, where the members are of similar age and 

have similar diagnoses, can provide an open caring 

environment in which one no longer feels as alone or 

ashamed. Tina, for whom group therapy became a necessary 

constant, stated, '*You don't feel as bad because there's 

other people that, like, go through, go through the same 

things as you. I mean for whatever reason they're basically 

there for depression." Differences among the members were 

also important and provided an opportunity to learn. 

"Everybody is depressed for a different reason," explained 

Tina, "Some of the reasons, like, tie into each other, like 

everybody's reasons. But, nobody, like, nobody has, like, 

the same exact reasons." 

Medication. Medication was prescribed for all three 

participants although only one discussed it to any extent. 

The topics included types of medication, the reasons for 

medication, such as satisfying parental wishes or not 

really knowing why, and complying with therapist 

recommendations. Seeing the benefits of medications. Jack 

said, "I would do good in school and then I would come home 

and my parents wouldn't be upset because they, like, got a 

call from the teacher or whatever." 

Self Care. All participants had ways in which they 

attempted to ease the symptoms of depression. Soothing the 

self, keeping busy, and maintaining a routine despite 
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emotions were helpful. Sandra recalled, just wanted to 

be left alone. I would just, I would just come in here 

(her room) and listen to the radio and that's it." Staying 

home from school when depressive symptoms became too 

intense was another intervention, which one participant 

differentiated from ^ditching', something she never did. 

Having an activity to focus on and a somewhere to go 

eased symptoms. Jack stated, **Well, it's (soccer) like, my 

favorite sport so I play a lot. Um, like, that helps me a 

lot with being depressed because I get to go out there and 

work off all my bad energy and everything." 

Thgtpe Catgggry; Depression Is An UP And Down Course 

Waxing and waning of symptoms during the course of the 

depression was noted by the participants. Monitoring these 

ups and downs through symptoms and noting changes in 

medications was one way of keeping track of progression. 

The Theme Clusters in this category are 1) Better And Worse 

and 2) Medications As A Measure Of Ups And Downs. 

Better And Worse. Symptoms, particularly anger, 

weariness, and falling grades were useful as a gauge of 

well-being. Jack described his ups and downs and how they 

affected his perceptions of daily events. ''^Things kind of 

got better for awhile and it just got worse again, recalled 

Jack, think just, like, how I feel. And, like, if I 

feel good then everything is fine but if I don't then not 

that many things go too well." 
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Medications As A Measure Of OPS And Downs. Noting any 

changes in medications such as beginning or discontinuing 

medications, raising dosages, and adding new medications 

were significant milestones for one participant. 

started getting depressed again when I was still on the 

medication... And, ah, she gave me medicine for the 

attention deficit disorder and for depression," explained 

Jack, ^^And then it still didn't work... I came back and 

they, like, raised the dosage on the medicine and then I 

started doing well in school." 

Theme Categgcy; Perspectives On Friendship 

Friends have a strong influence on the day to day 

lives of most adolescents and the three participants were 

no exception. The role that friends played in depression, 

however, was quite variable. Painful rejection was a vivid 

experience for one while another had friends who supported 

and cared for him during the worst times. One 

participant's friends did not play a large role in 

depression to either extent. Nevertheless, friends were a 

key part of all three discussions. The Theme Clusters 

include: 1) Friends Not Always Reliable, 2) Handling 

Rejection, 3) Friends As Constants, and 4) Friends As 

Caretakers. 

Friends Not Always Reliable. Loss of friends was tied 

with the onset of depressive symptoms for one participant. 

Details of rejection, such as the scene, the unmet 
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expectations, the sudden defection of a friend, and the 

subsequent exclusion by other friends, were carefully 

described. Having watched another girl fill her place with 

her old friend, Tina recalled, '^She (old friend) would 

always sit with her other friend, Kristen, on the bus and 

she would...she would...just always talk to Kristen. So I 

was like, being replaced by Kristen." Continued exclusion 

served to accentuate feelings of lonliness and humiliation. 

Tina described a class field trip during which she was 

ostracized by nearly everyone. She discussed the details 

of the trip, the room arrangements, and being humiliated in 

front of others. She explained, '^The only person that 

really talked to me was Anastasia. So that was like, 

really awkward. I don't know. I just didn't really talk 

to anybody about the trip." 

Handling Rejection. Means of handling rejection 

included keeping silent about anger and shame, and avoiding 

former friends while still staying near. Confrontation was 

not a viable choice, as Tina explains, "I always felt like 

confronting her about it but, you know, I've never been, 

like, an aggressive type of person. And so, you know, I 

never really confronted her about it." 

Friends As Cnncstants. At the other end of the 

spectrum, friends were also described as numerous, 

constant, and loyal through the depression. The 

participants found it important to express that they had 
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solid friendships outside of school. Jack recalled, ^^But 

for the most part, I get along with nxost of lay friends. I 

have quite a few of them. And they're usually the ones, 

they're usually the ones who notice first when something's 

wrong." 

Friends As Caretakers. Friends could also serve 

valuable roles as caretakers and supporters who understood 

the situation, stayed near during trying times, and whose 

companionship eased depressive symptoms. **They talk to me 

about it and just see what, what's wrong, stated Jack, ^^And 

I guess that kind of helps because I get it, like, out of 

me. Um, and they'll, like, ask me to go somewhere so I can 

just like get away from home or whatever." 

Theme Category; Gaining a sense Of Getting Well 

At some point after therapy was initiated, each 

participant began to notice an easing of symptoms and an 

awareness of positive changes in themselves and their 

families. Theme Clusters include: 1) Feeling Better But 

Not Yet Well, 2) Measuring Symptomatic Improvement, 

3) Acquiring New Skills, 4) Anger Levels Decreasing, 5) 

Feeling Less Tension At Home, and 6) Awareness Of Changes 

Made By Parents. 

Feeling Better But Not Yet Well. Each participant 

expressed the opinion that they were getting better but did 

not yet consider themselves well. One participant felt 

that the period of therapy had been too short for her to be 
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well. Tina said, feel better but not, like, completely-

better because I, I've only been better for like, like 

almost four months. So I feel better but not, like, 

totally." 

Mpasurina Svmptomat:! r: Tmprovement. Getting better 

meant a lessening of depressive symptoms. All participants 

noticed the abating of some symptoms, such as headaches, as 

well as the return of the aJaility to take pleasure in 

accomplishments, going to school, and being with friends. 

Improvement could be measured through the return and 

strengthening of friendships, as Tina discovered, ^^It's 

(friendship) not really a problem because Kristen stopped 

being shallow so I'm friends with her and Robin stopped 

being mad at me for no good reason." 

Pride and a return of energy was obvious, although not 

directly discussed, when participants discussed sports 

accomplishments. '"My team goes to a lot of out of town 

tournaments and we travel a lot just for fun sometimes, 

stated Jack, **My soccer team, we got second in state." 

Another measure of improvement was a decrease in 

frequency of therapist appointments. Tina explained, ^^And 

I go, right now, once a month to (psychiatrist for 

medication). And, like, after this next month, I'm only 

going to go like every few months." 

Accfuirina New Skills. The participants described 

learning to manage their anger through reining it in if 
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necessary, expressing it in alternative ways, and releasing 

it in the safety of the therapeutic setting. "And I try 

and find ways to get my suiger out so that I'm not so 

grouchy and everything," said Jack. Use of these skills 

meant relief. ^"So it's like it's (anger) not all balled up 

inside me anymore. Because like, I go and see (therapist) 

like every two weeks and so I let it out a lot," explained 

Sandra. Substituting confrontation of parents in the 

therapeutic setting for arguing at home when discussing 

contentious issues was another beneficial skill. 

Anger Levels Decreasincr. As previously discussed, 

anger was the most frequently described symptom of 

depression. The waning of this strong and uncontrollable 

emotion was a sign of getting better. The participants 

felt less angry and noted decreases in the frequency of 

arguments with family members. The physical expression 

also disappeared. Sandra said, '^We (she and brother) 

rarely physically fight. We just like, yell at each other 

a lot and call each other names... Sometimes we get along." 

Feeling Less Tension At Home. All participants 

discussed feeling more positive about their home 

situations. Feeling trusted, working at expressing more 

affection and less frequent fighting made home a more 

comfortable place to be. '^A lot of it is if like, if 
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I...because if I like, treat them, like, with respect then 

they'11 treat me with respect and let me do things. So I 

think that's fair," explained Sandra. The participants 

were aware that problems still existed but they had less of 

a destabilizing impact. 

Awareness Of Chancres Madf» Bv Parents. Parents had 

made some changes in their behavior throughout the course 

of depression, of which the participants were aware. 

Parents were allowing more freedom in terms of going out 

with friends and were staying out of arguments. 

Participants noticed a halt to comparisons with siblings. 

Jack noted his father's recovery and continued counseling 

after the suicide attempt as efforts toward change. 

Themg Category; Assessing Progress So Far 

With an awareness of returning wellness came a process 

of taking stock of the situation. Participants tried to 

explain and decipher their depression experience as well as 

identify unresolved issues within themselves and with 

others. Theme Clusters include: 1) Depression Is Hard To 

Explain, 2) Still Deciphering Reasons For Depression, and 

3) Unresolved Issues Remain. 

Depression Is Hard To Explain. The experience of 

depression left the participants looking for words to 

quantify and describe this nebulous disorder. '^And you 

just, like, like to be by yourself a lot and you're kind of 

a loner. And...I don't really know how to explain it...," 
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said Tina. Quantifying the length of illness and making 

analogies were attempted. Tina felt that one could not 

understand depression without having been depressed, 

stating, don't really think that you can explain it to 

somebody if they don't...like if they haven't experienced 

it or someone they're really close to hasn't experienced 

it." Jack summarized the experience as "It's, it's been 

like, really hard, just having to deal with all of this." 

Still Deciphering Reasons For Depression. Trying to 

ascertain the causes for their depressions was an exercise 

in knowing yet now knowing. Specific events, such as 

divorce, or people, such as parents or friends, were blamed 

but there remained a sense of mystery about why they 

personally suffered this experience. Sandra said, '^Because 

most of it was just like my parents and my brother. That 

was like about it. I don't know (what caused it). I have 

no idea." Tina's statements agreed, don't really 

know, like, why, like what triggered everything. But it's 

just basically all this stuff made me tired." 

Unresolved Issues Remain. The easing of depression 

did not imply the end of problems. The participants 

expressed their wishes for respect and trust on behalf of 

their parents as well as less arguing. (What needs to 

happen is) like, my parents finally deciding that they're 

going to stay together, said Sandra, "^And then that we 

don't fight so that I get better (tearfully). Because I 
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hate always fighting." A need to speak with others about 

past actions was expressed as well as ways to assuage 

guilt. 

Essential Structure 

The essential structure of a phenomenon is a 

compilation and synthesis of the data presented in the 

exhaustive description. The essential structure uses 

common elements of the exhaustive description in an attempt 

to present the phenomenon as it is experienced. 

The experience of depression for the adolescent is the 

enduring of an unexpected constellation of symptoms, 

emotions, and life course changes. There is an internal 

component as well as a familial/societal component. 

Depression includes a strong perception of aloneness, 

an emotional homelessness, wherein the adolescent senses 

diminished closeness to others as well as a need to 

segregate from others. A sense of mourning accompanies the 

loss of closeness as well as the perception that one is no 

longer supported or trusted by family members. There may 

be actual losses of close relationships through parental 

separation, abuse by a parent, and rejection by friends. A 

concurrent dispirited weariness exists which goes beyond 

physical fatigue to include loss of motivation to see 

friends, do school work, and invest in the self. There may 

be physical symptoms such as headaches or sleep cycle 

changes. Academic performance declines which encompasses 
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guilt and lowered self-esteem. 

Anger is a pervasive and unrelenting constituent of 

the constellation. Constant, uncontrollable, and easily 

triggered, it rapidly escalates and can become explosive. 

Its spectrxim of mcinifestations spans an irritability and 

inability to get along with others to verbal and physical 

outbursts of aggression. The root of the anger is not 

always understood but may be related to unresolved issues 

with parents or constant family discord. Anger is most 

often expressed at those closest to the adolescent: the 

parents and siblings. Anger may be targeted onto a weaker 

member of the family or on outsiders such as teachers. 

Reactions on the part of parents include a dislike of angry 

behavior and taking measures to stop it. Anger is not 

without its costs; The adolescents are aware that they 

suffer parental, academic, and legal sanctions, as well as 

guilty feelings and further breakdown of familial 

relationships. 

The adolescent is inextricably embedded within the 

larger context of the family so that personal and family 

events are tightly bound. Thus adolescent depression and 

witnessing the divorce of parents are highly intertwined 

experiences. Whether the separation was sudden, slow or 

imminent, the adolescent mourns the loss of family 

integrity as well as anger at one or both parents. There 

may be an aligning with the parent who is perceived as the 
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victim against the other parent, at whom anger and blame is 

directed. The adolescent is at once a witness to and a 

victim of ongoing parental discord, abuse, and manipulation 

of one another. Tension takes a personal toll in an 

increase of depressive symptoms. With time, the adolescent 

may begin to see some benefits of the divorce, however the 

pain remains a stronger experience. 

The experience of depression may be so arduous that 

the adolescent begins to search for any escape. 

Impulsivity, heedlessness, and disregard for others 

increases. Temporary sanctuary may be found with friends 

or relatives, or through activities. More permanent escape 

may be considered through death either by wishing for a 

passive demise or by actively planning suicide. Succeeding 

at suicide may be closely tied with the desire to be 

discovered before completion of the attempt, so that clues 

are left. 

Therapy for depression begins when recognition of the 

need for help occurs, either by the adolescent and/or the 

family or through a health care provider. This decision 

can be based on a specific cluster of symptoms or a 

triggering event. A variety of therapies exist, among 

which the therapist, parents, and the adolescent will make 

a selection. The adolescent may also incorporate his/her 

own methods for self care. 

Even with therapy, depression waxes and wanes. The 
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adolescent may be aware of variations in symptoms and 

changes in medication. These may become a measure of 

progression and regression. 

Friends have a role in the experience of depression, 

however the nature of that role is highly variable. 

Friends may be a sources of pain through their rejections, 

providers of sanctuary, or strong sources of support and 

help. 

As depression abates, the adolescent becomes aware of 

positive changes through lessening symptoms, new abilities 

to manage symptoms, a decrease in frequency and intensity 

of angry outbursts, and a feeling of lessening tension when 

at home. There may be an awareness of changes on behalf of 

their parents. Despite the differences, there is an 

awareness of not yet being well, but a sense of getting 

better. 

Part of the experience of depression is an assessment, 

or taking stock, of where one is. The adolescent looks for 

adequate descriptors for the experience and tries to 

decipher the reasons for becoming depressed. An awareness 

exists of unresolved issues and desires, most often 

relating to improved relationships with significant others. 

Svmipary 

This chapter discussed the results obtained in this 

study. The characteristics of the sample of three 

adolescents were described, followed by an exhaustive 
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description of the data by Theme Categories. The essential 

structure of the lived experience of adolescent depression 

was formulated and included the internal experiences and 

the familial/societal components. 
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Chapter 5 

Discussion and Implications of the Findings 

This chapter begins with a review of the findings in 

relationship to the conceptual framework described in 

Chapter 1 and to the literature review from Chapter 2. A 

brief discussion of the methodologic limitations follows. 

Implications for nursing research and practice are also 

included. 

Conceptual Framework Review 

As stated in the conceptual framework in Chapter 1, 

depression is a pattern of thoughts, moods, and behaviors 

which occur when an individual cannot process and/or cope 

with the stresses and changes being placed upon him/her. 

The hallmark of depression, negative mood, was present in 

all participants. Although some symptoms were similar to 

those in adults, notable differences, such as intense 

anger, were present in the adolescents. This lends support 

to the theory that developmental levels play a role in the 

expression of the disorder. 

The stresses which may have been involved in the onset 

of depression according to the framework were not easily 

assessed in the participants. It was not possible to 

measure genetic or biologic vulnerabilities. Thinking 

styles and emotional temperament were not within the scope 

of the study. In contrast, external stressors were evident 

in the data collected, for example, divorce, rejection. 
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abuse, and school difficulties, which would support the 

framework and might have been factors in depression. 

Similarly strengths, which are important in healing 

from depression as well as preventing it, were evident in 

the data. The participants had parents who arranged and 

supported psychotherapy and friends who provided sanctuary 

and stability. Again, internal resources were not able to 

be measured but would be added strengths. 

The recovery of the participants supports the idea 

that the mental processing of events can be altered through 

adding external resources, such as therapy, and promoting 

internal resources, such as using medication to ease 

symptoms, 

Comparison of Findings With thP» Literature 

The findings of this study support and illustrate many 

of the features of depression described in the literature 

review while some results lead to more questions. A review 

of the manifestations of the disorder and varicibles related 

to the disorder will be given followed by a more general 

discussion of developmental and diagnostic issues. 

Manifestations. The presence of a dysphoric mood, a 

hallmark of depression, was supported by the findings. 

There was a loss of interest and pleasure in activities, 

boredom, suicidal ideation, and feelings of worthlessness 

(Brage, 1995; Carlson & Kashani, 1988; Myers & Troutman, 

1993; Strober, 1985). Especially prevalent were complaints 
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and descriptions of fatigue, consistent with, the findings 

of Kashani et. al (1989) . A pattern of withdrawal, social 

isolation, and academic deterioration was also seen 

(Golombek & Kutcher, 1990; Sadler, 1991). Participants, 

however, did not directly complain of or discuss sadness or 

crying as a part of their experiences, a topic frequently 

discussed in the literature. Conversely, anger and 

aggression, a large component of the depression experience 

in this study, was only briefly touched on in the 

literature on manifestations (Golombek & Kutcher, 1990). 

Myers & Troutman (1993), in their review of the 

literature, found that as many as 85% of depressed 

adolescents displayed other psychiatric diagnoses 

concurrently with depression. In this study, only one 

participant had a comorbid disorder. Attention Deficit 

Disorder, however currently undiagnosed somatic complaints 

and conduct problems were evident in the interviews with 

all participants. In addition, substance abuse, which is 

frequently described in the literature in connection with 

depression (Brage, 1995; Bukstein et al., 1989, Golombek & 

Kutcher, 1990; Kutcher & Marton, 1989), was not apparent in 

this sample although each adolescent was asked directly 

about substance use. This may have been due to the 

relatively young ages of the participants and/or the 

reluctance to reveal illicit activities. 
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A suicide attempt had been made by only one of the 

participants, yet all expressed thoughts of escaping from 

pain through death or exiting the situation, a finding 

supported in the literature (APA, 1994; Strober, 1985). 

The participant who made the attempt also left clues to 

assist her mother in finding her before completion. 

Sending messages for help is supported in the work of 

Stivers (1988). 

Related Factors. Perhaps the most prominent factor 

discussed in the literature is the presence of family 

dysfunction (Anable, 1991; Myers & Troutman, 1993; Nolen-

Hoeksema, 1988; Sadler, 1993). Here, the findings of this 

study are strongly supported in the literature. Divorce, 

constant parental discord, poor parenting skills, and abuse 

all left their marks on the participants. The experience 

of living within this environment was a large part of their 

discussions of depression. 

Loss of significant others to death or relocation is 

linked with adolescent depression in the literature (Brown 

et al., 1986, Golombek & Kutcher 1990). None of the 

participants in this study had lost a family member, yet 

one had lost friends through school changes and another 

nearly lost his father through suicide. Sadler (1991) 

discussed disfigurement as a loss which may play a role in 

depression. One participant did have a permanently hoarse, 

quiet voice and nystagmus as a result of a premature birth 
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which may have contributed to the onset of her disorder. 

According to several research studies, higher rates of 

depression are linked with poverty, minority status, and 

female gender. (Angold, 1988; Kandel & Davies, 1986; Myers 

& Troutman, 1993; Sadler, 1991; Schoenbach et al., 1984; 

Stavrakaki & Gaudet, 1989) . The findings of this study 

were not of the nature to agree or disagree with this 

research, mainly due to small sample size and the nature of 

the research question. In addition, although each 

participant, by chance, was of a different ethnic 

background (one Caucasian, one Hispanic, one African-

American) , all participants were from a middle class 

background thus providing them with similar socioeconomic 

environments. Similarly, gender differences in the 

experience of depression cannot be extrapolated from this 

study. Although the male participant tended to measure his 

level of depression through external means (medication 

levels, academic performance, etc.) while the females 

discussed emotions more readily, all of their experiences 

with depression were at once unique yet similar, clouding 

any prominent gender differences. 

Low self-esteem was noted in Brage's review of the 

literature (1995) and in the work of Kandel & Davies (1982) 

as having a strong relationship with depression. Some of 

this study's findings are supported while some prompted 

more questions. Lowered self-esteem was evident in guilt 
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over academic deterioration and the loss of friends through 

rejection, yet each participant exhibited pride in various 

achievements and skills. Thus lowered self-esteem did not 

appear to be a global experience but more of a patchy one, 

limited to just certain areas of the self-image. Whether 

this was due to the nature of adolescent depression or to 

the effects of ongoing therapy cannot be ascertained from 

this study. 

Course and Treatment of Depression. The course of the 

disorder and the treatment received by each participant 

were consistent with findings in the literature (Brage, 

1995; Dulcan, 1994; Myers & Troutman, 1993; Sadler, 1991; 

Strober, 1985) . Each was receiving some form of 

psychotherapy and felt that it was helpful. Family 

involvement in the therapy, strongly stressed in the 

literature, was apparent. Despite lack of research 

(Dulcan, 1994; Ryan, 1992), all three participants were 

receiving antidepressant medication, specifically the 

selective serotonin re-uptake inhibitors (SSRIs). 

Developmental and Diagnostic Concerns 

One of the major areas of inquiry in the study of 

adolescent depression is the nature of this disorder in 

this particular age group. Chapter 2 discussed the 

questionable use of adult-based diagnostic criteria for 

children and adolescents, and the closely related 

developmental issues. The findings of this study added 
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support for continued inquiry. 

The DSM-IV criteria for major depression (See Appendix 

A) are used by clinicians in the diagnosis of adolescents, 

yet remain controversial for this purpose (APA, 1994; Myers 

& Troutman, 1993). The findings of this study concurred 

that some of these adult-based criteria fit adolescents 

while differing with other criteria. The participants 

described irritability, diminished pleasure and interest in 

activities, fatigue, sleep changes, and thoughts of death, 

all of which are included in the DSM-IV criteria. In 

contrast, anger and aggression, not listed, were major 

components of depression for the participants while frank 

sadness, listed in the DSM-IV, was not. The described 

sense of emotional homelessness seemed to be qualitatively 

different than solely low self-esteem and feelings of 

worthlessness, and appeared related to the adolescent's 

continued reliance and dependence on parents, issues not 

discussed in the diagnosis of adolescents. Also not 

mentioned in the DSM-IV is academic deterioration. 

The findings of this study also support the continued 

inquiry into the interaction of development and 

psychopathology. Some of the issues discussed by the 

participants could not clearly be categorized as solely 

depression-related or development-related. The desire for 

increased trust on the part of parents, for example, was 

part of the depressive experience yet is also discussed as 
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part of expected adolescent development (Lerner, 1986; 

Sadler, 1991; Stuart & Sundeen, 1987). Unpredictable 

behavior and mood swings, thought to be normal adolescent 

behaviors by psychoanalytic theorists (Lerner, 1986; Offer 

et al., 1990), were certainly part of the depression 

experience for the participants. The findings of the 

Toronto Longitudinal Study (Golombek & Marton, 1992) 

indicated that early adolescence, ages twelve to fourteen, 

may be a particularly unstable substage where true disorder 

is clouded by changes such as puberty and leaving 

elementary school. 

In sxammary, the findings of this study are most 

closely supported by the research of Golombek & Kutcher 

(1990), Carlson & Garber (1986), and Cicchetti & Schneider-

Rosen (1986). Their work promotes the hypothesis that some 

symptoms of depression are isomorphic across the age span 

while others differ with age and developmental level. 

Developmental progression in linguistic, cognitive, and 

emotional capabilities will likely produce differences in 

the manifestations of depression (Carlson & Garber, 1986). 

Implications for Clinical Practice 

Although the findings of phenomenological research are 

not intended to be generalized, they may be useful in 

specific settings in clinical practice and in increasing 

the awareness of the phenomenon. The following suggestions 

mainly focus on education and assessment and will not 
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address psychotherapeutic methods since this was not the 

focus of this study. 

Because rates of depression appear to be increasing, 

putting adolescents at greater risk (Myers & Troutman, 

1993), the first responsibility of nurses is to educate 

themselves about this disorder. This is especially true 

for those who have frequent contact with adolescents in 

settings such as schools, pediatric and psychiatric 

settings, and emergency departments. Nurses need to be 

aware that depression may not present as sadness, but as 

anger, fatigue, aloneness, or falling grades. The nature 

of friendships and types of activities the adolescent is 

involved in may provide clues to depression. Patterns of 

behavior which indicate little regard for the self or the 

natural consequences should also alert the nurse to 

depression. The adolescent coping with family dysfunction 

or loss of significant others may be more vulnerable, thus 

needing more thorough assessment and care. 

Depression is not endured alone but occurs within the 

context of the family. Parents and, to some extent 

siblings, are necessary in both assessment and treatment of 

the adolescent. In the case of divorce, parents and 

children may need special guidance during the process. The 

participants were aware of their parents' marital problems 

even when parents tried to keep discussions and decisions 

private. One participant felt relief from uncertainty when 
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her mother finally discussed divorce openly. Parents may 

need assistance in interacting with their teenage children 

and in seeking professional assistance when needed. 

The experiences of the participants also implied that 

parents need to respect their children as people. Two of 

the participants felt that their opinions meant nothing to 

their parents. Trust and freedom were problem areas. 

Nurses can assist families in learning communication 

skills. Parents whose anger and abusiveness preclude 

appropriate interactions need therapy of their own. 

Finding the right therapist and type of therapy was 

important to the participants. Therapy became a desirable 

experience in part due to the characteristics of the 

therapist. Nurses can provide information to adolescents 

and their families on types of therapy and therapists and 

assist them in making arrangements. The medications they 

took were of interest to the participants, although one did 

not understand the reasons for taking them. Medication 

education should be conducted with both parents and 

adolescents. Part of recovering is knowing that getting 

well is a slow, up and down course so that worsening 

symptoms do not imply failure on the part of the 

adolescent. 

Anger was a constant and, at times, uncontrollable 

emotion for the participants as well as a measure of how 

depressed they felt. Part of recognizing improvement was 
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through lessening of the anger coupled with the ability to 

express anger constructively. Although psychotherapy 

addresses this emotion, nurses can compliment the 

therapist's interventions. Anger management skills can be 

reinforced and modeled. Adolescents can be assisted in 

finding appropriate outlets for intense emotions, such as 

athletic activities. Nurses can listen to angry complaints 

and assist in problem solving. Parents, too, need help in 

understanding and working with this volatile emotion in 

their children. 

Perhaps the most important roles for the nurse are in 

prevention and advocacy. Two of the participants claimed 

to have had symptoms of depression a year or more before 

they received treatment. The mother of one participant 

stated that she hoped that the information from this study 

would help others know when their children needed help; she 

was unaware of her daughter's condition until she found her 

daughter cutting her wrists. Certainly the recognition of 

potential problems by a nurse, physician, teacher, or 

parent could have resulted in an illness of shorter 

duration and less intensity. Nurses can and need to serve 

as advocates and educators in increasing awareness of 

depression in adolescents. 

Methodological Concerns and Limitations 

The phenomenological approach was a design well suited 

to the research question. It allowed for the obtaining of 
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data without restraints which may have limited descriptions 

of depression. The guidelines for the analysis of 

phenomenological data adapted from Colaizzi (1978) provided 

a useful, consistent method of analysis. The procedures 

for meeting the four criteria for trustworthiness -

credibility, transferability, dependability, and 

confirmability - were followed closely, as described in 

Chapter 3 (Guba & Lincoln, 1989). 

One limitation of this study is the nature of the 

sample. The first three potential participants all agreed 

to be interviewed. By happenstance, all were within the 

early adolescent age range, from ages twelve to fourteen, 

despite information about the study being given to 

adolescents of various ages. Whether this was due to a 

preponderance of early adolescents in therapy at the time 

of recruitment, a stronger willingness on the part of this 

age group to participate, or a higher rate of depression in 

this subgroup is not known. Nevertheless, this essential 

structure may not reflect the experiences of middle and 

older adolescents. 

Another limitation is the possible witholding of data 

on the part of the participants resulting in an incomplete 

essential structure of depression. The adolescents may 

have been reluctant to tell the researcher about certain 

features of their depressions due to embarrassment or lack 

of established acquaintance with the researcher. Fear of 
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repercussions may have also have played a role in such 

topics as suicide attempts, physical aggression toward 

others, and use of illegal substances. However, the 

researcher attempted to obtain the fullest descriptions 

possible under the circximstances. 

Implications for Future Research 

The nature of depression in adolescents remains a 

relatively unexplored area. This study needs replication 

and the addition of research of other designs to further 

define depression in this age group. 

One specific topic addressed in this study was anger. 

Intense anger appeared to be a symptom of depression, yet 

could have been part of the expected behavior in 

adolescents as theorized by some researchers (Lerner, 198 Sc

offer et al., 1990). Would anger be a large part of the 

depression experience in older adolescents or in young 

children? What is its relationship to depression? 

Although each participant experienced identifiable 

external stressors which may have led to depression, their 

siblings, with the same stressors, did not suffer the 

disorder. Resiliency and vulnerability to depression are 

large topics awaiting exploration. 

The variables related to depression in the literature 

also open up new research questions. The divorce process 

was obviously a large portion of the experience of 

depression for these participants. Each family was at a 
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different point in the process yet each participant 

devastatingly affected. The role of divorce needs further 

clarification. Other family issues such as constant 

discord and abuse of children and spouses need similar 

exploration. 

Personal variables such as gender, cultural 

background, and social competence had some impact on 

depression. It was not possible to clearly assess the 

differences between the male and female subjects in this 

study, however there was some support for differences. The 

two female siibjects tended to discuss their emotions more 

openly while the male subject described his depression in 

terms of symptoms and medications. As stated previously, 

no inferences could be made based on cultural background, 

thus making this an area of interest for research. 

Finally, friends were important to the participants despite 

the nature of their roles. The affect of friends on 

resiliency and vulnerability to depression is another area 

awaiting further study. 

There are also research questions in areas ony briefly 

touched on in this study. For example, information on the 

effectiveness of various treatment modes is incomplete. 

Are there effective methods for easing adolescents through 

the divorce process? Can interventions in the schools be 

helpful in treatment and prevention? Participation in 

athletics played a role in getting well but what type of 
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role? 

In siommary, adolescent depression is a broad topic 

awaiting research of all types. The first step is to 

define it more clearly and to learn to recognize it. 

Increased knowledge of this disorder will enhance the 

quality of life for adolescents now and in their future as 

adults. 

Summary 

This chapter reviewed the results of this study in 

relationship to the conceptual model of depression and the 

literature review. The conceptual model was supported by 

the findings. Many findings in the literature were 

supported by this study with a few notable exceptions. The 

adolescents in this study expressed strong feelings of 

anger, a topic minimally explored in the literature. 

Instead, the literature frequently included discussions of 

sadness, an emotion not identified by the participants. 

Clinical implications and methodological limitations were 

discussed. Implications for future research include the 

need for further definition of adolescent depression and 

exploration of the variables involved. 
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Diagnostic and Statistical Manual of Mental Disorders 
(Fourth Edition) 

CRITERIA FOR MAJOR DEPRESSIVE EPISODE 

A. Five (or more) of the following symptoms have been 
present during the same 2-weelc period and represent a 
change from previous functioning; at least one of the 
symptoms is either (1) depressed mood or (2) loss of 
interest or pleasure. 

(1) depressed mood most of the day, nearly every day, as 
indicated by either subjective report (e.g., feels sad or 
empty) or observation made by others (e.g. appears 
tearful). Not«: In children and adolescents, can be 
irritable mood. 

(2) markedly diminished interest or pleasure in all, or 
almost all, activities most of the day, nearly every day 
(as indicated by either subjective account or observation 
made by others) 

(3) significant weight loss when not dieting or weight gain 
(e.g., a change of more than 5% of body weight in a month), 
or decrease or increase in appetite nearly every day. 
Note; In children, consider failure to make expected weight 
gains. 

(4) insomnia or hypersomnia nearly every day 

(5) psychomotor agitation or retardation nearly every day 
(observable by others, not merely sxibjective feelings of 
restlessness or being slowed down) 

(6) fatigue or loss of energy nearly every day 

(7) feelings of worthlessness or excessive or inappropriate 
guilt (which may be delusional) nearly every day (not 
merely self-reproach or guilt about being sick) 

(8) diminished ability to think or concentrate, or 
indecisiveness, nearly every day (either by sxibjective 
account or as observed by others) 

(9) recurrent thoughts of death (not just fear of dying) , 
recurrent suicidal ideation without a specific plan, or a 
suicide attempt or a specific plan for committing suicide 

B. The symptoms do not meet criteria for a Mixed Episode. 

C. The symptoms cause clinically significant distress or 
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impairment in social, occupational, or other important 
areas of functioning. 

D. The symptoms are not due to the direct physiological 
effects of a substance (e.g., a drug of abuse, a 
medication) or a general medical condition (e.g., 
hypothyroidism). 

E. The symptoms are not better accounted for by 
Bereavement, i.e., after the loss of a loved one, the 
symptoms persist for longer than 2 months or are 
characterized by marked functional impairment, morbid 
preoccupation with worthlessness, suicidal ideation, 
psychotic symptoms, or psychomotor retardation. 

Appendix A: Criteria for Major Depressive Episode 
Adapted from American Psychiatric 
Association (1994). 
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THE UrJivERsnY OF 

Arizona. 
I liim.in StiHjtt HEALTH SCIENCES CENTER 

23 July 1996 

Terri J. Farmer, R.N., B.S. 
c/b Joan E. Haase. Ph.D. 
College of Nursing 
PO BOX 210203 

RE:  use #96-110 TI IE ESSENTIAL STRUCTURE OF THE LIVED EXPERIENCE 
OF DEPRESSION IN ADOLESCENTS 

Dear Ms. Fanner: 

We received your 4 July 1996 letter and accompanying revised consent forms for the 
above referenced project. All of the conditions as .set out in our 25 June 1996 letter to you 
Iiave been met. Therefore, full Committee approval for this subjects-at-risk project is 
granted effective 23 July 1996 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the University of 
Arizona has a current assurance of compliance, number N-I233, which is on file with the 
Department of Health and Human Services and covers this activity. 

Approval i.s granted with the understanding that no further changes or addtions will be 
made either to the procedures followed or to the consent form(s) used (copies of which 
we have on file) without the knowledge and approval of the Human Sujbects Committee 
and your College or Departmental Review Committee. Any research related physical or 
psychological harm to any subject must also be reported to each committee. 

A university policy requires that all signed subject consent forms be kept in a permanent 
file in an area designated for that purpose by the Department Head or comparable 
authority. This will assure their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for some reason. 

Sincerely yours, 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD-.rs 

cc: Departmental/College Review Committee 

ir.22 F M.iITI 
Ari^i'n.i S"T?( 

(=;2n) h2f-f->T2\ 
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pocp \wdc BefjaiHoraC Ileqtifi 
P r o f e s s i o n a C  A s s o c i a t i o n  

26f»5 Vortfi Craycrnft Road (520) 322 4«5n 
P.O. Fpx 40090 Tiuston, ArUona »5717-0090 

M,iy22. 1906 

Ifimuin Suhjcrlx Cnmmiltee 
University nf Arizona 
Tiirsnn, Arizona 

Tn Wlu'nt It May Concern: 

Terri Farmer. R.N. has the permi.s.sinnof the Executive Committee to interview selected adnle.'icent patients 
for her research work. 

•  '  »•  f  •  i •  I  'ttt I t  r  r . .n l»t  xr  r» .  «f  r  II  •  ••f .  |  filV •  I  J ,  Thl l  •  ICrvIn Hf D.  •  l l«r»T O \ (  r» 

ttnpvard Fox, PhD. 

t.tirry Crnnin,M.I). 

>eta-Krei.Her, M.P. 

x »  r*  •  *» ' •  -n % r i  •  t t r r  M<»*ff t l r tufr .  f l ' tV •  A M l>-  •  V \ f  f i  
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PARENTAL/LEGAL GUARDIAN CONSENT FORM FOR THE STUDY OF 
THE EXPERIENCE OF DEPRESSION IN ADOLESCENTS 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND 
OF HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. 
SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN 
THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND RISKS 
OF MY SON'S, DAUGHTER'S OR LEGAL DEPENDENT'S PARTICIPATION 
AND CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE 
AND INFORMED MANNER. 

PURPOSE 
I am being asked to give permission for my minor son, 

daughter, or legal dependent to participate in the above-
titled research project. The purpose of this project is to 
provide a description of the experience of what it is like 
for an adolescent to experience depression. 

SELECTION CRITERIA 
My son, daughter, or legal dependent is being invited 

to participate because he or she has the diagnosis of major 
depression, is currently undergoing outpatient treatment, 
is aged between 13 and 18 years, and is able and willing to 
participate. 

PROCEDURE 
If I agree to let my son, daughter, or legal dependent 

participate in this study, I understand that the procedure 
will be an audiotaped interview. I understand that he or 
she will be asked to tell his or her experience with 
depression in as full detail as possible. 

RISKS 
Risks may include unpleasant memories related to 

depression or feelings of sadness or anger. I understand 
that the interview process will be as supportive as 
possible. 

BENEFITS 
I understand that there are no known benefits from the 

participation of my son, daughter, or legal dependent. 
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CONFIDENTIALITY 
No identifying names or comments will be on the 

audiotapes or the transcribed material. The audiotapes 
will be kept in a secure, locked place in the primary 
investigator's home and may be used at a later time for 
secondary analysis. Terri Farmer, R.N.; Joan Haase, R.N., 
Ph.D.; and authorized nursing personnel may have access to 
the information. A small study group of graduate nursing 
students may review portions of the transcriptions only, 
with identifying information removed, as part of a class. 

I understand that should my son/daughter/legal 
dependent report behaviors or actions of an illegal, 
abusive, or immoral nature done either by or to him/her, 
the investigator will be obligated to inform the therapist 
of my son/daughter/legal guardian. Should my son/daughter/ 
legal dependent express current suicidal wishes or plans, 
the investigator will notify the therapist immediately and 
will assist in obtaining care for my son/daughter/legal 
dependent. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
There are no costs for participation. I understand 

that my son, daughter, or legal dependent will be paid 
$10.00 for participation in this study. 

LIABILITY 
I understand that side effects or harm are possible in 

any research program despite the use of high standards of 
care and could occur through no fault of mine or the 
investigator involved. Known side effects have been 
described in this consent form. However, unforseeable harm 
also may occur and require care. I understand that money 
for research-related side effects or harm, or for wages or 
time lost, is not available. I do not give up my legal 
rights by signing this form. Necessary emergency medical 
care will be provided without cost. I can obtain further 
information from Terri J. Farmer, R.N., B.S.N, at 626-6175. 
If I have questions concerning my rights as parent/legal 
guardian of a research subject, I may call the Human 
Siabjects Committee office at 626-6721. Additional 
information/questions concerning liability (other than 
covered above) must be discussed with the Principal 
Investigator. 
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AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO 
ME AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I 
MAY ASK QUESTIONS AT ANY TIME AND THAT MY SON, DAUGHTER, OR 
LEGAL DEPENDENT IS FREE TO WITHDEIAW FROM THE PROJECT AT ANY 
TIME WITHOUT CAUSING BAD FEELINGS OR AFFECTING HIS OR HER 
MEDICAL CARE. MY SON'S, DAUGHTER'S, OR LEGAL DEPENDENT'S 
PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR FOR REASONS THAT WOULD BE EXPLAINED. NEW 
INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY WHICH 
MAY AFFECT HIS OR HER WILLINGNESS TO CONTINUE IN THIS 
RESEARCH PROJECT WILL BE GIVEN TO ME AS IT BECOMES 
AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM WILL BE 
FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE 
WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATOR, TERRI 
FARMER, R.N., OR AUTHORIZED REPRESENTATIVE OF THE NURSING 
DEPARTMENT. I UNDERSTAND THAT I DO NOT GIVE UP ANY OF MY 
LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS SIGNED 
CONSENT FORM WILL BE GIVEN TO ME. 

Parent/Legal Guardian Date 

INVESTIGATOR'S AFFIDAVIT 
I have carefully explained to the parent the nature of 

the above project. I hereby certify that to the best of my 
knowledge the person who is signing this consent form 
understands clearly the nature, demands, benefits, and 
risks involved in his/her participation and his/her 
signature is legally valid. A medical problem or language 
or educational barrier has not precluded this 
understanding. 

Signature of Investigator Date 
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ASSENT FORM FOR THE STUDY OF 
THE EXPERIENCE OF DEPRESSION IN ADOLESCENTS 

I agree to voluntarily participate in a study that 
involves interviewing adolescents currently undergoing 
outpatient treatment for depression. The purpose of this 
study is to describe that everyday experience of what it is 
like for an adolescent to experience depression. 

I will meet with Terri Farmer, R.N., at a time and 
place convenient to me. I will talk about what it is like 
to have depression. I understand the interview will be 
audiotaped and then transcribed. All information I provide 
will be kept confidential. However, should I discuss 
actions or behaviors that are of an illegal, abusive, or 
immoral nature done either by me or to me, Terri Farmer, 
R.N. will be obligated to share this information with my 
therapist. Should I express current wishes or plans of 
suicide, my therapist will be called immediately, and Terri 
Farmer, R.N. will assist in getting me the appropriate 
care. Although information about the audiotape may be 
discussed with Joan Haase, R.N., Ph.D., or other authorized 
nursing personnel at the University of Arizona College of 
Nursing, my identity will not be known. The audiotapes, 
without identifying information, will be kept in a file 
cabinet in a secure, locked place. 

Risks related to my involvement in this study may 
include unpleasant memories related to depression or 
feelings of sadness or anger. I understand that the 
interview process will be as supportive as possible. There 
are no known benefits to participation in this study. 

I can ask questions at any time and may refuse to 
answer any questions I wish. I may withdraw from the study 
at any time without ill feelings. I understand that 
whether or not I participate in this study, my treatment 
will not be affected. 

Participant's Signature Date 
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Terri J. Farmer, R.N. Date 
Principal Investigator 
University of Arizona College of Nursing 
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RESEARCH QUESTION 

FOR ADOLESCENT DEPRESSION PHENOMENOLOGICAL STUDY 

Tell me as fully as you can, what it is like for you to be 
depressed. Start at the beginning and tell me everything 
you can remember, including your thoughts, feelings, and 
actions, as if you were telling me the story about your 
life. 
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DEMOGRAPHIC DATA FORM 

FOR ADOLESCENT DEPRESSION PHENOMENOLOGICAL STUDY 

Date: Time: 

Age: Sex: Location of interview: 

Who lives at home (familial positions): 

DSM-IV Diagnoses: 

Length of illness: Length of treatment: 

Modes of Treatment: 
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CHART REVIEW FORM 

FOR ADOLESCENT DEPRESSION PHENOMENOLOGICAL STUDY 

Date: 
DSM-IV Diagnoses: Axis I: 

II: 
III: 
rv: 
V: 

History of Current Illness: 

Past Psychiatric and Psychosocial History: 

Past Medical History: 
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Theme Category 

Dispirited Weariness 

Theme Clusters 

Constantly Fatigued 

Physical Symptoms 

Academic Downslide 

Loss 0£ Academic 
Self-Esteem 

Themes 

Can't Overcome Lassitude 1.313, 2.46, 
2.47, 2.60, 3.46 

Too Weary To Do School Work 1.216, 1.222 
Felt Spent 2.63, 2.153, 2.154, 3.12 
Wanted To Do Things But No Energy 3.14 
Did Not Understand Why So Tired 3.13 
Tired During Day From Poor Sleep 3.132 

Onset of Frequent Headaches 3.26, 3.170, 
3.175 

Hospitalized For Headaches 3.158, 3.159, 
3.168, 3.169 

No Physical Cause Found 3.172, 3.173 
Unrelenting Insomnia 3.126, 3.127, 3.128, 

3.130, 3.131 
Tired But No Relief 3.120, 3.121, 3.122, 

3.129, 3.133 
Hoping For Daylight 3.135 
Numb Shoulders 3.170 
Dizziness 3.171 

Noted Falling Grades 1.217, 2.5, 2.20, 
3.70, 3.71 

Comprehension Difficulties 1.9, 1.10 
No Drive To Do Work 1.222, 2.41, 2.42, 

2.43, 2.44, 2.45, 3.68, 3.178, 
3.181, 3.183 

Down On Self For Bad Grades 1.218, 3.182 
Smart Enough Yet Not Doing The Work 

1.214, 1.215, 1.220 
Felt Resentment Of Others 1.11, 1.12 

CO 
00 



Emotional Homelessneaa: Apartness From Others 
Sense Of Aloneness 

Mourning Loss Of 
Closeness 

Unexpected Losses 

Emotional Homelessness: Constant Threat Of 

Ashamed Before Mom 1,219, 1.220, 1.221, 
1 . 2 2 2  

Lied To Cover Undone Work 3.179, 3.180 

Being A Loner 1.315 
Desire To Stay Home 1.311, 1.312 
Lost Desire To See Friends 3.27, 3.43 
Needed To Insulate Self From World 3.44, 

3.105 
Prefered Solitude 1.314, 3.124 
Needed Relief From Family 3.125 
No One Understood 3.136 
Couldn't Talk To Anyone 3.24, 3.25, 

3.140, 3.152, 3.153 
Feared Being Different 3.137, 3.154, 

3.155 
No Sense Of Belonging 1.209, 1.331 

Used To Get Along With Family 3.72, 3.76, 
3.107 

Fights Were Short-Lived 3.73, 3.74, 3.75 
Miss Closeness With Dad 3.256, 3.257, 

3.258 
No Closeness With Sibling 1,124, 1.125, 

1.126 

Good Friends Moved On 1.4, 1.39, 2.71 
Not Connecting With New Friends 1.5, 

1.38, 1.40, 1.41, 2.72, 2.73, 2.74 
Sudden Burden Of Dad's Suicide Attempt 

2.3, 2.101 
Separated From Dad 2.101, 2.102, 2.103 

Dad's Threats 1.7, 1.33, 1.35 



No Safety Where 
Expected 

Abuse 

Uncertainty Of Parental 
Support 

Compared Unfavorably 
With Siblings 

Issues Of Trust 

Constant, Unrelenting Nature Of Anger 

Haunted By Memories 1,19, 1.20, 1.42 
Recalls 'Normal' Spanking 1.36, 1,37 
Cannot Recall Actual Hitting 1.32, 1.34 
Intermittently Relieved Of Abuse 1,21, 

1,23 
Stepmother Intervened 1.25, 1.27, 1,26, 

1,29 
Stepmother's Presence Delayed Depression A 
Few Years Longer 1,24, 1.26, 1.30 

Never Got Along Well 1,64 
Cannot Share Deeply 1,65, 1.66, 1,67 
Mixed Messages 1.63 
Mom Has No Confidence In Her 1,48, 1.49, 

1.61, 1.62 
Cannot Trust Mom After Her Betrayal 

1.304, 1.305, 1.306, 1.307 
Mom's Support Uncertain 1.309 
Unfavorably Compared To Sibling 1.43, 

1.44, 1.45, 1.46, 1.47 
Affection Reserved For Sibling 3.217, 

3.218, 3.222 
Sibling Treated Better 3.220 
Resentment Toward Sibling 3.119, 3,221 

Cannot Go With Friends 1,50, 1,51, 1.52, 
1.53, 1.54, 1.55, 1.56, 3.76, 3.83 

Claims To Trust But Doesn't Show It 1.57 
1.63 

Mom Does Not Trust Others 1,58, 1,59, 
1.60 

Constantly Present 2,29, 3,1, 3,3, 3.41, 



Anger 

Manifestations Of Anger 

Seeking The Root 

Of Anger 

Directed Expression 
Of Anger 

3.47, 3.66, 3.67, 3.206, 3.210 
Easily Triggered 2.35, 2.36, 2.48, 2.49, 

2.134, 2.135 
Explosive 3.31, 3.63, 3.65 
Intensity Escalates Easily and Quickly 

3.34, 3.101, 3.103, 3.109 

Yelling/Shouting 1.196, 3.30 
Physical Acts Toward People 3.190, 3.191, 

3.192, 3.200 
Physical Acts Toward Objects 1.194, 

1.199, 1.200 
Hurling Insults 3.38 
Unable To Get Along With Anyone 3.188, 

3.186 
Irritablility 2.27, 2.59 
Unresolved Issues With Parents 1.264, 

1.265 
Long Standing Anger At Abusive Father 

1.8 
Father's Belligerent Attitude 3.105, 

3.109 
Constant Family Fights 3.214, 3.215, 

3.216 
Don't Know Why 3.2 

Hatred Toward Brother 3.195, 3.189 
Brother As Scapegoat 3.191, 3.192, 

3.194, 3.196, 3.197, 3.198 
Constant Fights With Family 3.4, 3.5 
Disrespectful To Teachers 2.21, 2.37, 

2,38, 2.39, 2.40 
Constant Fights With Mom 1.129, 1.130 
Just Angry At Whole Family 3.213 



Costs Of Anger 

Working Through Parental Out Of The Blue 
Break-up 

Watching Slow 
Disintegration 

Grieving 

Will I Be Abusive? 1.202,1.203, 1.204 
Arrested By Police 3.7 
Emotionally Exhausted 3.43 
Cannot Accept Peace Offers 3.61, 3.62, 

3.63, 3.64 
Blinded To Others' Problems 3.100 
Guilt 1.226, 3.73, 3.74 
Retaliation By Others 3.33 
Parents Requested Medication 3.39, 3.40 
Fights With Dad Cause Parental Fights 

3.107, 3.110, 3.111 
Conduct Interferes With School Work 1.13, 
2.21, 2.37, 2.40, 2.41 
Parents React 3.11, 3.36 

Who Was There 1.267, 1.268, 3.87 
Watching The Clock 1.267, 1.268 
No Warning Signs 3.96, 3.97, 3.238 
Announced After Argument 3.87, 3.88 
Dad Just Didn't Come Home 1,266, 1.267, 

1.268, 1.269, 1.270 

Temporary Reconciliation 2.7, 2.8 
Reconciliation Brought Hope 2.105, 2.106 
Downhill Again 2.107 
Split For Last Time 2.2, 2.24, 2.107 

Long Period Of Upset 3.89, 3.90, 3.91 
Unresolved Anger 1.265 
Cheated Out Of Goodbyes 1.270, 1.271 
Arduous Course 2.120, 2.121 
Loss Of United Parental Support 2.117, 

2.118, 2.119 
Mourning Loss Of Family 2.89, 2.90, 

2.127 
Don't Marry If You Fight 1.280, 1.281 



Aligning With One Parent 
Against Other 

Watching Parents 
Fail Again 

Seeing The Good Amidst 

Don't Divorce Until Kids Are Older 1,282, 
1.283, 1.284, 1.285, 1.286 

Too Young To Understand Changes 1.272, 
1.273, 1.274, 1.275, 1.276, 1.277, 

Dad Should Have Known Better 1.278, 1.279 
Why Didn't It Work? 2.108 

Dad Is Belligerent & Obnoxious 1.233, 
1.234, 3.112, 3.113 

Dad Must Control Everyone 1.235, 1.260 

Dad Has To Be Right 3.102, 3.107, 3.109 
3.117, 3.118 

Dad Not Worthy Of Wife 1.231, 1.232 
Still Makes Mom Cry 1.245, 1.246 
Power To Manipulate Mom 1.227, 1.228 

1.229, 1.230 
Mom la Victim Of Dad's Wrath 1.239, 1.240 

1.241, 1.242 
Aware Of Mom's Anguish 1.236 
Always Want To Be With Dad 2.95, 2.96, 

2.97 
Divorce Is Mom's Fault 2.91, 2.92, 2.93, 

2.94 
Using Financial Status As Power 1.237, 

1.238 
Blaming Mom For Unexpected Expenses 

1.242, 1.243, 1.244 

Stepmom Destined To Leave Him 1.247, 
1.248, 1.249 

Dad And Stepmom Argue 1.255, 1.256 
Dad Physically Abusing Stepmom 1.252, 

1.257, 1.258 
Witness To The Details 1.253, 1.254 
Wish To Confront Dad 1.250, 1.251 

Interpreter For Siblings 2.110 



The Changes 

Living With Divorce 
On Hold 

Caught In The Middle Watching Abuse 

Awareness Of Discord 

Tension Takes Personal 
Toll 

Surrogate Parent 2.85, 2.86, 2.87, 2,88 
Siblings Band Together 2.109 
Parents Happier Apart 2.124 
Occasional Family Togetherness 2,122, 

2.123 
Hopeful And Accepting 2,125, 2.126 
Get Along Well With Siblings 1,119, 

1,127, 2.113 

Comfortable Patterns 2.114, 2.115, 2.116 

Fighting Over Silly Things 1.120, 1.121, 
1.122, 1.123, 1.128, 2.112 

Talking Openly 3.228, 3,229 
Aware Of Parents Efforts 3.95, 3.230, 

3.231, 3.232 
More Insight, Less Tension 3,227, 3,236 

Mom Had No Say 1.261 
Dad Was Mean To Mom 1.259 
Dad May Have Hit Mom 1.259 
Mom Needs Help For What She Suffered 

1.225, 1.226, 3.16 

Overheard Arguments 2.129 
Recalls Arguments When Younger 1.262 
Escalation Of Fights 3.85, 3.86, 3.98, 

3.99 

Physical Symptoms 1.263, 3.174, 3.176, 
3.177 

Increase In Headaches 3.174, 3.176 
Joining In The Fights 3.100, 3.101 
Caught In The Middle Of Constant Fights 

2.128, 2.129, 3.85 
Can't Please Them Both 2.130, 2.131, 

2.132, 2.133 



spectrum Of Escape Means Of Temporary 
From Pain Escape 

Losing Stake In Self 

Suicide As Definitive 
Means Of Escape 

Helplessly Watching And Wondering 3.233, 
3.234, 3,234, 3.237 

Wanting To Escape Arguments 3.32, 3.40, 
3.49 

Finding Ways To Stay Away 3.164, 3.165, 
3.166, 3.167 

Going With Friends Just To Be Away 3.125, 
3.240, 3.241, 3.242 

Staying Away Through Sports Involvement 
3.162, 3,163 

Staying Clear While Home 3.79 
Just Wanting Sanctuary Anywhere 3.92, 

3,93, 3.94, 3.151 

No Fear Of Punishment 3.59, 3.60, 3.104 
Impulsivity Increases 3.10, 3.50, 3.52, 

3.54 
Leaving Without Permission 3.51, 3.53, 

3.55 
Not Bothered By Arrest By Police 3.7, 

3.9, 3.56, 3.57 
Anger Blunts Fear 3.8, 3.58, 3.59 
Disregard For Feelings Of Others 3.65 
Felt Unwell Physically & Mentally 1.134, 

1.135, 1.136 
Had Previous Thoughts Of Suicide 1.207 
Had No Place Here 1.139, 1.208, 1.209 
Still Confused About Actual Trigger 

1.210, 1.211 
Pondering Dropping Out 2.50, 2.51 
Thoughts Of Death 3.149, 3.150 

Putting Plan Into Action 1.131, 1.132, 
1.133, 1.137, 1.138, 1.140, 1.141 

Physical Details 1.142, 1.148, 1.149, 

1.151, 1.152 
Wanting To Succeed Vs. Wanting To Be Found 



Treatment Variations How Therapy Began 

Arranging The Right 
Therapy 

Individual Therapy 
As Safe Base 

1.143, 1.144, 1,145, 1.146, 1.147, 
1.148, 1.149, 1.153, 1.156 

Allowing Mom To Step In 1.150, 1,155, 
1.156, 1,157, 1,158, 1,161, 1.162 

Facing Reality Of Suicide Attempt 1.154, 
1.159, 1.160, 1,165, 1.166 

Bargaining Care For Confidentiality 
1.167, 1.168, 1,169 

ER Care 1.163, 1,164, 1,170 
Arranging Therapy 1,171, 1,172, 1.173, 

1,174 

Recognized Need To Feel Better 2,65, 
3.143, 3,145 

Parents/Relatives Remarked On Changes 
2,62, 3.138, 3.139, 3.140, 3,141 

Chose To Comply With Parent-Arranged 
Treatment 2.64, 3,17, 3,18, 3.20, 
3.142, 3,144 

Brought To Hospital Through Suicide 
Attempt 1,171, 1.172, 1.173, 1,174 

What Type 1.178, 1.179 
How Often 1.177, 1,178, 1,180, 1,182, 

1.183 
Do I Like Therapist? 1.175, 3.147 
Parental Approval 1,176, 1.187 
Uniquely Suited To Kids 3,20 
Medication Manager 2.18 
Therapist As Guide To Right Therapy 

1.184, 1.185, 1.186 
Comfortable To Be With 3.19 

An Unedited Release 3.19, 3.21, 3.22, 
3.23, 3.207, 3.208, 3.209, 3.210, 
3.211, 3.212 



Learning Through Peers: 
Group Therapy 

Medication 

Self Care 

Depression Is An Up 
And Down Course 

Better And Worse 

A Necessary Constant 3.28, 3,29, 3,146 
Felt Helped 2.12, 2.13, 3.29 
Therapist Was Only One 3.148 

Caring, Open Environment 1.212, 1.213, 
1.101, 1.108 

No Longer Alone And Ashamed 1,190, 1,191, 
1,192 

A Necessary Constant 1.181, 1.185 
Different Roads To Same Place 1.323, 

1.324, 1.325, 1.328, 1.329, 1.330 
My Reasons Uniquely Mine 1,326, 1.327 

Don't Know Why 3,41 
To Satisfy Parents Wishes 2.56, 3.40 
Con^lying With Therapist Recommendation 

2.14, 2.18, 2.52 
Types Of Medications 2.55, 2.57 

Soothing Self 3.45, 3.119, 3.123, 3.134 
Keeping Busy Helps 3.93, 3,94, 3.162 
Don't Change Routine Despite Emotions 

2.152 
Staying Home Is Not Ditching 1.318, 

1.319, 1.320, 1,321, 1,322 
Having A Focus 2.141, 2.148, 2,149, 

2.150 
A Place To Go 2.143, 2.144, 2.145 

Increased Symptoms 2.134, 2.135, 2.136, 
2.139, 2.140, 2.153 

Not Usual Self 2.61 
Up And Down 2.65, 2.66 
Still Depressed Sometimes 2.58 



Medications As A Measure 
Of Ups And Downs 

Perspectives On Friends Not Always 
Friendship ' Reliable 

Handling Rejection 

Feelings Determine How Day Goes 2.67, 
2.68, 2.69 

Academic Improvement Temporary 2.23, 2.20 
Temporarily Stopped Therapy 2.11 
Need Help Again 2.9, 2.10, 2.17 
Back On Meds 2.14 
Depressed Even On Medication 2.16, 2.19 
Medications Help In Getting Better 2.53, 

2.54 
Easing Depressive Symptoms 2.57 
Higher Doses Needed 2.22 
Adding Another Medication 2.18 
Helping School Performance 2.15, 2.23, 

2.55, 2.56 

Setting The Scene 1.69, 1.70, 1.71, 1.72 
Anticipated Intensified Friendship 1.73, 

1.74, 1.75 
Unexpected Anger 1.76, 1.77, 1,78, 1.80 
Reasons For Anger 1.79, 1.94 
Others Join The Exclusion 1.92, 1.93 
Friendship Did Not Happen 1.84, 1.85, 

1.86, 1.87, 1.88 
Replaced By Another 1.88, 1.89 
Details Of Trip 1.95, 1.96, 1.98, 1.99, 

1.100, 1.101, 1.102 
Exclusion Continues 1.97, 1.105, 1.106, 

1.107, 1.108, 1.109, 1.110, 1.111 
Good Trip Ruined By Humiliation 1.103, 

1.104, 1.116, 1.117, 1.118 

Keeping Anger Within 1.90, 1.91 
Avoiding Ex-Friend Vs. Staying Near 

1.81, 1.82, 1.83 
Keeping Silent 1.112, 1.113, 1,114, 

1.115 



Friends As Constants 

Friends As Caretakers 

Gaining h Sense Of Feeling Better 
Getting Well But Not Yet Well 

Measuring Symptomatic 
Improvement 

Acquiring New Skills 

Long-standing Friendships 3.239, 3.242 
Having Lots Of Friends 2.70, 2.72, 2.75 

2.76 
Having Friends Outside Of School 1.291, 

1.292, 2.151 
Friends Stuck By During Depression 3.42, 

3.69, 3.178 

Friends Understand Situation 2,79 
Friends Take Care Of Him When Down 2.77 

2.80, 2.81, 2.82, 2.83 
Being With Friends Eases Depression 

2.143, 2.144 

Better But Different 2.26 
Not Yet But Getting There 1.298, 1.300, 

3.29, 3.81, 3.249, 3.250 
Too Short To Feel Well Yet 1.299 
I'm Doing Pretty Well 1.193 

Only Occasional Headaches 3.248 
Feeling Urge To Get Out More 3.77, 3.78 
Enjoying School 3.156, 3.157 
Pride In Accomplishments 2.145, 2.146, 

2.147 
Enjoying Sports At School 3.160, 3.161 
Friendships Feel Solid Again 1.288, 

1.289, 1.290, 1.293 
Need Less Appointments 1.183 

Can Rein Anger In Sometimes 2.31, 2.32, 
2.33, 2.34 

Safe Alternatives For Expression 2.30, 
2.142 

Expressing Anger To Therapist 3.207, 
3.211 



Anger Levels Decreasing 

Feeling Less Tension 
At Home 

Awareness Of Changes Made 
By Parents 

Assessing Progress So Far Depression Is Hard 
To Explain 

Therapeutic Confrontation Replaces Arguing 
3.208, 3.209, 3.223 

Feeling Less Angry Now 3,212, 3.210 
Don't Know Why 2.205 
Decreased Anger As Therapy Continues 

3.212 
Less Arguments With Family Members 3.201, 

3.202, 3.203, 3.204, 3.254, 3.255, 
3.259, 3.260, 3.261, 3.262 

Physical Expression Gone 1.195, 1.196, 
1.197, 1.198, 1.201, 3.201, 3.202, 
3.203, 3.204 

Mutual Trust With Parents 3.245, 3.246, 
3.247 • 

Feeling Trusted Again 3.84 
House Rules Are Fair 3.243, 3.244, 3.245 

3.246 
Working Together At More Affection 3.224, 

3.225, 3.226 
Home Is Better Than It Was 3.82 
Less Fighting 3.254, 3.255 
Problems There But Less Impact 1.294, 

1.295, 1.296, 1.297 
Home Is Better Since Divorce 2.84 

No Comparisons With Siblings 1.224, 
3.224, 3.225, 3.226 

Mom Stays Out Of Arguments 3.263 
Dad Better After Suicide Attempt 2.98, 

2.99, 2.100, 2.104 
Allowing More Freedom 3.80 

Can't Understand If You Haven't Been There 
1.212, 1.317 

Measuring Length 1.1, 2.1 
Long, Wearisome Course 2.120 



still Deciphering Reasons 
For Depression 

Unresolved Issues Remain 

Hard To Explain It 1.310, 1.316 
Depression Is Being Alone 1.314, 1.315, 

1.331, 1.332, 1.333 
Getting Better Takes Time 1.299 

No Close Friends 1.2, 1.4, 1.5, 1.39 
Was a Loner 1.3 
Parents Divorced 2.2 
Dad Attempted Suicide 2.3, 2,4 
Abused by Dad 1.6, 1.7 
School Was Hard 1.9, 1.10, 1.13, 1.14 
New School Environment 1.14 
Unresolved Anger at Dad 1.8 
Everything Made Me Tired 1.10 
All These Things Happened Together 1.15 
Don't Really Know Why 1.17, 3,15, 3.266 
Problems With Parents, Sibs 3.264, 3.265 

Would Like To Be Trusted 1.301, 1.302 
Would Like To Confront Dad 1.303 
Would Like Parents To Stay. Together 3.251 
No Fighting So Can Get Better 3.252, 

3.253 
Want Respect From Dad 3.114," 3.115, 3.116 
More Reciprocal Trust & Support Needed 

1.308 
Continuing Guilt 1.226 

(ji 
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