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The relations between family support, family conflict, and adolescent depressive 
symptomatology were examined longitudinally in a sample of 231 female and 189 male 
adolescents and their mothers. Structural equation models revealed that less supportive 
and more conflictual family environments were associated with greater depressive 
symptomatology both concurrently and prospectively over a 1-year period. Conversely, 
adolescent depressive symptomatology did not predict deterioration in family 
relationships. Depressive symptomatology and, to a greater extent, family characteristics 
showed high levels of stability over the 1-year period. Counter to our expectations, the 
relations between family variables and depressive symptomatology were similar for boys 
and girls. The results suggest that the quality of family interactions is relevant for 
understanding the development of depressive symptoms in adolescents.  
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It has become increasingly evident that depressive symptomatology in adolescents is 
related to the quality of their family relationships. The most widely reported finding in 
this regard is that depression is inversely related to the level of support, attachment, and 
approval adolescents experience in the family environment. This finding has been 
replicated in both community (e.g., Avison & McAlpine, 1992; Garrison, Jackson, 
Marsteller, McKeown, & Addy, 1990; Hops, Lewinsohn, Andrews, & Roberts, 1990; 
Kandel & Davies, 1982; McFarlane, Bellissimo, Norman, & Lange, 1994) and clinical 
samples (e.g., Armsden, McCauley, Greenberg, Burke, & Mitchell, 1990; Barrera & 
Garrison-Jones, 1992; Prange et al., 1992). Similarly, depression has also been found to 
be associated with parent and adolescent reports of conflictual family interactions in both 
affectively ill (Fendrich, Warner, & Weissman, 1990; Stark, Humphrey, Crook, & Lewis, 
1990) and community samples (Cole & McPherson, 1993; Forehand et al., 1988; Hops et 
al., 1990).  

There is reason to believe, moreover, that the associations between family environment 
and depressive symptomatology may vary as a function of adolescent gender (Kavanagh 
& Hops, 1994). Though adolescence is a time of heightened interest in peers and 
increasing separation from family, girls gain independence from their families more 
slowly (Huston & Alvarez, 1990). Girls have both more disclosing (Noller, 1994) and 
more conflictual (Montemayor, 1982) relationships with their parents and receive closer 
monitoring of their activities (Huston & Alvarez, 1990). This lesser independence may 
render the family a more salient context for girls and predict girls' greater sensitivity to 
the quality of family relationships. Additionally, several researchers have noted that girls 
are more oriented to and invested in interpersonal relationships than are boys (e.g., 



Gilligan, 1982; Jones & Costin, 1995; Wong & Csikszentmihalyi, 1991), and it has been 
suggested that the greater centrality of interpersonal concerns may increase adolescent 
girls' vulnerability to depression (Hops, 1995; Leadbeater, Blatt, & Quinlan, 1995). In 
fact, several investigations have found that the inverse association between depressive 
symptomatology and the presence of cohesive and supportive family relationships is 
stronger for girls than boys (Avison & McAlpine, 1992; Rubin et al., 1992; Slavin & 
Rainer, 1990; Windle, 1992).  

Although identifying family variables associated with depression is an important step, a 
significant methodological and conceptual concern can be raised regarding the cross-
sectional design and unidirectional framework that has characterized the majority of work 
to date. The reliance on cross-sectional approaches has resulted in a body of data from 
which we cannot determine whether adverse family relationships are antecedents, 
correlates, or consequences of depressive symptomatology. Furthermore, even within the 
prospective studies available (e.g., Sanford et al, 1995; Slavin & Rainer, 1990; Windle, 
1992), few investigators have directly tested the possibility that negative family relations 
may develop consequent to depressive symptoms.  

It is notable that, in the adult literature, the 
relationship between depression and family 
variables has been examined bidirectionally. 
That is, researchers have attended to both the 

increased vulnerability to depression associated with adverse family situations, 
particularly marital conflict, as well as to the negative impact that living with a depressed 
person has on those in the family environment (Barnett & Gotlib, 1988; Gotlib & 
Hammen, 1992). Therefore, we have fairly sophisticated models that enable us to think 
about the relationships between family environment and depressive symptomatology as 
they develop over time. The child and adolescent literature, on the other hand, presents a 
more static, and thus, a less informative picture. As noted, there has been very limited 
attention to the bidirectional nature of the parent-child relationship and, particularly, the 
impact that child qualities may have on family interactions. It is likely that this state of 
affairs in part reflects a continuing bias in our models of families, such that we view 
parents as active agents of socialization and children as recipients of parental influence. 
Although the idea of child influences on parenting is hardly new (e.g., Bell, 1968), it 
appears that researchers may continue to be guided by intuitive models and as noted by 
Burbach and Borduin (1986) assume parental behaviors operate in a unidirectional 
fashion to place children at risk for depressive disorders.  

This bias notwithstanding, there is good reason to examine the prospective relations 
between early depressive symptomatology and later disturbances in family relations as 
well as those between early family relations and later depressive symptomatology. In 
addition to the evidence that depressed adults negatively impact those with whom they 
interact closely (e.g., Coyne et al., 1987), preliminary evidence suggests that depressed 
youths elicit distressed reactions from their mothers (Sheeber & Sorensen, 1997) as well 
as from unfamiliar adults (Mullins, Peterson, Wonderlich, & Reaven, 1986). Furthermore, 
it appears that depressed youth may demonstrate disruptions in social behaviors that 



render it more difficult for them to develop and maintain satisfying social relationships 
(Bell-Dolan, Reaven, & Peterson, 1993; Rubin & Mills, 1988; Strauss, Forehand, Frame, 
& Smith, 1984). Thus it is worth examining whether adolescents' depressive 
symptomatology may have a negative impact on their family environments. This 
possibility was demonstrated by Slavin and Rainer (1990), who noted that, in a 
community sample of adolescent girls, depressive symptomatology predicted decrements 
in family support over an 8-month period.  

On the other hand, initial longitudinal studies suggest that negative family interactions 
may be relatively stable over time and render children and adolescents more vulnerable to 
depression. For example, Hops et al., (1990) reported that teenagers' negative perceptions 
of their family environments were a stable characteristic of those prone to higher levels of 
depressive symptomatology. Similarly, Windle (1992) reported that low family support 
was a prospective predictor of depressive symptomatology in adolescent girls. In a 
clinical sample, Puig-Antich and colleagues (1985) demonstrated that mothers' 
perceptions of adverse family relations continued after the depressive episodes of the 
children in their sample remitted. Finally, there is data to suggest that aspects of the 
parent-child relationship, such as response to maternal discipline, quality of relationship 
with father, and levels of emotional expressiveness (Asarnow, Goldstein, Thompson, & 
Guthrie, 1993; Sanford et al., 1995), as well as the overall quality of the family 
environment (McCauley et al., 1993), may predict the course of depressive episodes in 
clinically depressed children.  

An additional concern regarding the literature available to date is the over-reliance on 
self-report data which makes it difficult to rule out the possibility that observed 
associations have been inflated by source variance. The reports regarding the 
supportiveness of the family environment are particularly striking in this regard because 
the adolescents have often been the sole reporters of both mood and family variables. It is 
difficult to discern, therefore, the extent to which reports are accurate descriptions of the 
family environment or reflections of a negative response set consistent with a depressive 
state. Though the few studies of family cohesion and acceptance that make use of parent 
reports or observational data have yielded consistent results (e.g., Cole & McPherson, 
1993; Fauber, Forehand, Thomas & Wierson, 1990), additional research using multiple 
informants and methods is clearly needed. This is particularly the case as reported 
elevations in parent-child conflict have not been reliably demonstrated in observational 
studies (Dadds, Sanders, Morrison, & Rebgetz, 1992; Sanders, Dadds, Johnston, & Cash, 
1992). Moreover, multimethod studies are particularly needed in the adolescent age range 
as nearly all observational studies have been conducted in families with prepubertal 
children.  

The primary objective of this study was to examine the relations between family 
functioning and adolescent depression over time so as to address questions regarding the 
prospective nature of the observed associations. Our investigation focused on the 
variables of family support and family conflict as these are the family characteristics that 
have been most widely examined in cross-sectional studies. Because adverse family 
relations may be more predictive of depressive symptomatology for girls than for boys, 



we used a multisample approach to examine whether the associations between family 
characteristics and depression differed as a function of adolescent gender. Finally, in 
order to reduce problems of bias and variance inflation associated with single respondent 
measures (e.g., Patterson, 1993), we used teen- and mother-report instruments as well as 
behavioral observations to build multisource, multimethod constructs of the family 
functioning variables.  

Though it could be argued that conflict and support represent opposite ends on a single 
dimension of family functioning, we chose to treat them as distinct for a number of 
reasons. First, other researchers have noted that individuals with whom adolescents have 
intimate relations may be sources of both support and conflict and that these two 
dimensions of the relationships may have distinct effects on adolescents' psychological 
well-being (e.g., Barrera, Chassin, & Rogosch, 1993). Second, as summarized by Barnett 
and Gotlib (1988), longitudinal investigations of the relationship between marital 
adjustment and depression suggest that differentiating between support and conflict may 
result in more specific information regarding the association between family relationships 
and depression. Finally, observational studies have been more consistent in 
demonstrating a relative absence of supportive and facilitative behavior in families of 
depressed children and adolescents (Messer & Gross, 1995; Sheeber & Sorensen, 1997) 
than in demonstrating elevations in overtly aggressive or conflictual behavior (Dadds et 
al., 1992; Sanders et al., 1992; Sheeber & Sorensen, 1997).  

METHOD  

Participants  

A community sample of 421 adolescents (231 girls and 189 boys) and their mothers 
participated in a 2-year longitudinal investigation of social and familial factors relevant to 
adolescent adjustment. At the Year 1 assessment, the adolescents ranged in age from 14 
to 20 years (M = 16.71, SD = 1.33). The sample was primarily middle class and nearly all 
of the participants were white (93%). Approximately 3% of the mothers had not finished 
high school, 21% had graduated from high school, 42% had some college education, 22% 
had graduated from college, and 11% had received graduate training. As described below, 
the economic and racial characteristics of the sample were generally representative of the 
schools and county from which the sample was drawn.  

Only families who participated in each of two annual assessments were included in this 
report. Thus, 179 families who participated only in the first assessment were excluded. 
Participants who discontinued after the first assessment were similar to those who 
continued with regard to both demographic variables and their scores on the family and 
depression measures. Though significant between-group differences emerged for 
adolescent age and maternal education, the mean value of the differences were quite 
small (mean age 16.89 vs. 16.63 years; mean education 4.95 vs. 5.15, on a 7-point scale 
where a value of 5 denotes some college). Thus, though the Time 2 sample was smaller 
than the Time 1 sample, it does not appear that attrition negatively impacted the 
representativeness of the sample.  



Procedures  

Recruitment. Adolescents participating in this investigation were a subset of those who 
took part in the Oregon Adolescent Depression Project (OADP), a school-based 
epidemiological study of adolescent depression (Lewinsohn, Hops, Roberts, Seeley, & 
Andrews, 1993). Adolescents in the OADP were randomly sampled from the high school 
populations of five school districts in western Oregon. Letters describing the study were 
mailed to each family and followed by phone calls from the research staff. The 
participation rate for this initial study was 61%; participating families were largely 
representative of those in the communities from which they were recruited with regard to 
demographic characteristics (see Lewinsohn et al., 1993).  

Following completion of tasks for the epidemiological study, 1,165 of the families were 
invited to participate in this related study on adolescent adjustment; as before, a two-stage 
recruitment consisting of letters and follow-up phone calls was employed. Approximately 
60% (n = 716) of families contacted agreed to participate.(3) No significant differences 
were found between participant and nonparticipant families on demographic variables, 
adolescent self-reported depression, or adolescent psychiatric disorders as assessed in the 
epidemiological study. These findings suggest that the sample was representative of the 
larger community. A more detailed account of recruitment procedures can be found in 
Hops and Seeley (1992).  

Assessment. The assessment was conducted in two stages which occurred an average of 
35 days apart. Initially, adolescents completed a battery of self-report instruments. During 
the second meeting, parents completed self-report instruments and participated in two 10-
min problem-solving interactions (PSIs) with their adolescents that were videotaped for 
later coding. Topics for the interactions were identified based on parent and teen 
responses on the Issues Checklist (IC; Robin & Weiss, 1980), a list of 44 topics about 
which teens and parents frequently disagree. The topics chosen were those that both the 
adolescent and the parent identified as being areas of recent conflict for them. Families 
were asked to discuss and try to resolve each of the topics.  

Parents and adolescents were each paid $20 for their participation. because of a high 
cancellation/no-show rate, a $5 bonus was added for participants who showed up for their 
first scheduled appointment. Both stages of the assessment were repeated 1 year later. 
The subset of measures relevant to this report are described below.  

Measures  

Constructs were created to measure family support, family conflict, and adolescent 
depression. As described below, each of the family constructs was comprised of parent- 
and adolescent-report variables, as well as behavioral observations derived from the PSIs. 
The Adolescent Depression construct was comprised solely of adolescent-report variables. 
Parent-report measures of depression were not included because agreement between 
parent and adolescent reports of depression tend to be very low (Kazdin, 1988) and 
adolescents have more direct access to information regarding their depressive moods and 



behaviors. Additionally, because our observational data were derived from the family 
problem-solving interactions, we did not include observed dysphoric behavior in the 
Adolescent Depression construct. As behavior displayed in the course of the interaction is 
impacted by others' behavior during the interaction, observed dysphoric behavior would 
in part reflect the quality of family interactions. Therefore, we excluded observed 
dysphoric behavior so as not to artificially inflate associations between depression and 
family interactions.  

Depression. Adolescent depression was assessed via the Beck Depression Inventory (BDI; 
Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), the Center for Epidemiological 
Studies - Depression Scale (CES-D; Radloff, 1977), and a four-item scale measuring the 
occurrence of suicidal ideation (Andrews, Lewinsohn, Hops, & Roberts, 1993). For 
detailed information regarding the development and psychometric characteristics of these 
scales, see Andrews et al., (1993). The alpha coefficient for the depression construct 
was .79 at Time 1 and .81 at Time 2.  

Family Environment. The self-report instruments comprising the Family Support 
construct were mother and adolescent reports on a five-item abbreviated version of the 
Cohesion subscale of the Family Environment Scale (Moos & Moos, 1981) and 
adolescent reports on a six-item scale of maternal support derived from the Parent 
Attitude Research Instrument (PARI; Schaefer, 1965) and the Conflict Behavior 
Questionnaire (CBQ; Prinz, Foster, Kent, & O'Leary, 1979). The Family Conflict 
construct included adolescent reports on a five-item maternal conflict scale derived from 
the CBQ and the PARI as well as mother and adolescent reports of the number of areas of 
disagreement on the Issues Checklist (Robin & Weiss, 1980) that generated angry or 
heated discussions in the last month. The psychometric characteristics of these 
abbreviated scales were similar to those of the original measures; more detailed 
information is available in Andrews et al. (1993).  

To provide indicators from behavioral observations for the constructs, the PSIs were 
videotaped and coded in real time with the Living in Familial Environments coding 
system (LIFE; Hops, Biglan, Tolman, Arthur, & Longoria, 1995). Two composite codes, 
derived from individual affect and content codes, were used in the present investigation. 
Facilitative behavior, which includes statements that conveyed approval or served to 
maintain the conversation, as well as those said with happy or caring affect, were 
included in the Family Support construct. Aggressive behavior, which includes 
statements said with irritable affect or which expressed disapproval, threat, or argument 
were a component of the Family Conflict construct. The observational variables included 
in the Family Support and Family Conflict constructs were defined as the total proportion 
of time spent by mother and adolescent in facilitative and aggressive behavior, 
respectively. Kappa for the facilitative and aggressive codes were .80 and .67, 
respectively (Hops & Seeley, 1992). Detailed information regarding the development and 
psychometric characteristics of LIFE coding system is presented in Hops, Davis, and 
Longoria (1995). The alpha coefficient for the Family Support construct was .56 at Time 
1 and .52 at Time 2. Alpha coefficients for the conflict construct were .70 and .68 at 
Times 1 and 2, respectively.  



Though as discussed earlier, there were conceptual reasons for believing that family 
support and conflict would represent distinct variables that could differentially predict 
adolescent depression, we nonetheless examined the association between the two 
constructs as assessed in this investigation. The correlation between the Family Support 
and Family Conflict constructs was r = -.745, t = -16.366 (SE = .046), indicating that, as 
would be expected, the constructs were not entirely independent. Nonetheless, as 
approximately 44% of the variance was not explained by shared factors, it does not 
appear that the two constructs represent opposite ends on a single dimension. Therefore, 
the two constructs were treated as distinct variables in the subsequent analyses.  

RESULTS  

Analytic Approach  

Structural equation models were used to examine the relationship between adolescent 
depression and both family support and family conflict across time. Separate models 
were constructed for the Family Support and Family Conflict factors. The first stage of 
the analysis consisted of confirmatory factor analysis to develop factors that reliably 
measured the latent constructs of family support, family conflict, and adolescent 
depression; this was done separately for the support and conflict models. Each of the 
models was confirmed within Years 1 and 2 by gender. The second stage of the analysis 
consisted of the development of structural paths between family variables and 
adolescents' depression cross-sectionally and across time. A multisample approach was 
used to assess whether a single model could accurately fit the data for both boys and girls; 
this approach tested the assumption that all parameter estimates of interest are equal 
across gender.  

Measurement Models  

The standardized factor loadings for the family support and family conflict models at 
Time 1 are provided by gender as well as for the combined sample in Table 1.(4) 
Descriptive statistics for each variable are provided by gender in Table II. The factor 
loadings for the latent depression construct were relatively high in both models. The 
loadings of the observed variables on the latent constructs were strong with the exception 
of facilitative behavior on the Family Support construct. Facilitative behavior was 
nonetheless retained in the model because the inclusion of behavioral indicators was 
considered to be an important component of the design, the loading was significant, and, 
as discussed below, the overall fit of the measurement model to the data was sufficient. 
Although the chi square for both the support, [[Chi].sup.2](13, N = 421) = 28.65, p [less 
than] .01, and conflict, [[Chi].sup.2](13, N = 421) = 24.39, p [less than] .05, models were 
significant, as expected given the large sample size, the non-normed fit index (NNFI) and 
the comparative fit index (CFI) were both above .95, indicating that the models provided 
a good fit to the data (see Table I).(5)  

 



 
Table II. Time 1 Descriptive Statistics by Gender(a) 
  
                                          Girls           Boys 
Variable                               Mean    SD      Mean    SD 
  
Depression 
CES-D                                 17.92   11.17   15.40   9.80 
BDI                                    7.04    7.61    6.23   6.96 
Suicide                                4.80    1.94    4.94   1.83 
  
Support 
Cohesion - teen report                 3.63    1.76    3.52   1.74 
Cohesion - mother report               4.25    1.23    4.07   1.48 
Mother's support - teen report(b)      -.69    3.93    -.35   3.41 
Facilitative behavior                   .27     .09     .26    .09 
  
Conflict 
Hot topics -teen report                3.81    4.12    3.35   3.97 
Hot topics - mother report             2.45    3.68    2.95   3.71 
Conflict - teen report(b)              -.21    3.34     .02   3.26 
Aggressive behavior                     .11     .09     .10    .07 
  
a CES-D = Center for Epidemiological Studies - Depression Scale; BDI 
= Beck Depression Inventory. 
  
b As these scales were comprised of items with different metrics, 
scores are linear composites of standardized items. 

Structural Models  

The structural relationships between the latent 
constructs were examined next. The first 
model examined the relation between 
Adolescent Depression and Family Support . 
Both Time 1 latent variables were allowed to 
predict the Time 2 variables. Repeated-

measures' error variances were allowed to covary as well. Additionally, the Adolescent 
Depression and Family Support constructs were allowed to covary within each time. As 
described above, the model was tested in a multiple-sample analysis, such that all of the 
parameters were initially constrained to be equal across gender. However, several of the 
gender equality constraints on loadings of the observed variables on their respective 
constructs, as well as error variances and covariances, were released because the 
Lagrange Multiplier test (Bentler, 1989) indicated that doing so would significantly 
reduce the chi square. Loadings that subsequently differed by gender are indicated in Fig. 
1. The results of the Lagrange Multiplier test (Bentler, 1989) did not indicate that the 
model would be improved by releasing constraints on the structural paths; thus, these 
constraints were retained.  

Although the chi square for the resulting model was significant, [[Chi].sup.2](165, N = 
421) = 229.71, p [less than] .001, the fit indices revealed a good fit of the model to the 
data (NNFI = .96; CFI = .97). The model accounted for 30% of the variance in Time 2 



Adolescent Depression and 56% of the variance in Time 2 Family Support. Unless 
otherwise indicated, all of the paths in Fig. 1 were significant at p [less than] .05.  

The results indicated moderate stability in Adolescent Depression and high stability in 
Family Support across the 1-year time period. The cross-sectional relationship between 
Adolescent Depression and Family Support was moderate and stable across the 2 years. 
With the autoregressive paths and cross-sectional relations in the model, Time 1 Family 
support made a small, negative contribution to Time 2 Adolescent Depression. However, 
Time 1 Adolescent Depression was not significantly predictive of Time 2 Family Support.  

The same analytic approach was used to examine the structural relations between Family 
Conflict and Adolescent depression . As before, the Lagrange test indicated that the 
model would be improved by releasing gender equality constraints on several loadings of 
observed variables on the latent constructs; loadings that differed by gender are indicated 
in Fig. 2. Again, there was no indication that constraints on the structural path should be 
released. The chi square for the model was [[Chi].sup.2](161, N = 421) = 230.68, p [less 
than] .001. The fit indices revealed a good fit of the model to the data (NNFI = .98; CFI 
= .99). The model accounted for 30% of the variance in Time 2 Adolescent Depression 
and 48% of the variance in Family Conflict.  

As is evident in Fig. 2, the results were similar to those presented for the family Support 
Data. Family Conflict was very stable and the correlation between Adolescent Depression 
and Family Conflict was moderate and stable across time. With the autoregressive paths 
and cross-sectional relations in the model, Time 1 Family Conflict made a small, positive 
contribution to the prediction of Time 2 Adolescent Depression. However, Time 1 
Adolescent Depression was not predictive of Time 2 Family Conflict.  

DISCUSSION  

Consistent with past research, the results of the present investigation indicate that the 
quality of family relationships is related to depressive symptomatology in community 
adolescents. Interestingly, though we considered it advantageous to examine support and 
conflict as distinct variables, they appeared to be similarly related to depression. Less 
supportive and more conflictual family environments were associated with greater 
depressive symptomatology both concurrently and prospectively over a 1-year period. 
Though the amount of variance in Time 2 Adolescent Depression predicted by Time 1 
family characteristics was small, it is important to keep in mind that the inclusion of both 
cross-sectional and autoregressive effects rendered this a very conservative test; this was 
particularly the case given the large cross-sectional covariances and the stability of 
Adolescent Depression and family characteristics. It is notable, therefore, that despite the 
stability in depressive symptomatology, ongoing family relationships made additional 
contributions to the adolescents' depressive symptomatology at Time 2. Thus, the 
longitudinal data strongly suggest a causal influence of family relationships on 
depression. These results are congruent with findings from clinical studies in which the 
quality of parent-adolescent interactions have been shown to predict the clinical course of 
depressive disorders (Asarnow et al., 1993; Sanford et al., 1995).  



Depressive symptomatology, on the other hand, did not appear to predict deterioration in 
family relationships over the 1-year period. Both Family Support and Family Conflict 
were remarkably stable over the 1-year period. Though the moderate stability in 
Adolescent Depression allowed the ongoing influence of family relations, family 
characteristics., which were more stable, were uninfluenced by changes in adolescent 
depressive symptomatology. Thus, there was no evidence in the current study that 
disruptions in family relationships were reactive to depressive behavior on the part of the 
adolescent. These results are similar to those obtained based on adolescent self-report 
data (Hops et al., 1990) in which teenagers' negative perceptions of their family 
environments were found to be a stable characteristic of those prone to higher levels of 
depressive symptoms. Of course, it needs to be noted that these results apply within the 
range of family disruption and depressive symptomatology observed in this community 
sample. It is possible that depressive behaviors of clinical severity may noticeably impact 
family functioning. It is also possible that despite the considerable stability in family 
environment, adolescent depressive symptomatology may have short-term effects on 
family interactions that would not have been detected in annual assessments. These 
possibilities remain considerations to be addressed in future research. Finally, given that, 
in each of the models, both cross-lag effects are small, we would be inclined to consider 
this pattern of results to be tentative pending replication.  

We also examined the possibility of gender 
differences in the relations between family 
characteristics and adolescent depressive 

symptomatology. Though we anticipated that the relations might be stronger for girls 
than for boys, this was not the case. Factor loadings of several observed variables on their 
respective constructs varied by gender, but the structural paths were equivalent, 
indicating that girls and boys benefited similarly from supportive and nonconflictual 
family relationships. It may be worth noting that earlier investigations in which gender 
differences were reported (Avison & McAlpine, 1992; Rubin et al., 1992; Slavin & 
Rainer, 1990; Windle, 1992) differed from the current investigation in their reliance on 
self-report data. Thus it is possible that, though girls' perceptions of the supportiveness of 
their home environments is more closely related to their depressive symptomatology than 
are boys' perceptions, the actual quality of family interactions, as assessed with a 
multisource construct, impacts boys and girls similarly. Alternatively, as suggested by 
Gore and colleagues (Gore, Aseltine, & Colten, 1993), it is feasible that only a subset of 
girls who are particularly oriented toward interpersonal relations will demonstrate a 
heightened vulnerability to adverse family circumstances. Unfortunately, this hypothesis 
could not be assessed in this investigation. It is also possible that boys' greater 
independence from the family does not lessen the relationship between family 
characteristics and depression. Inherent in the argument that boys' greater independence 
would serve to moderate the association is the idea that positive peer relationships would 
protect adolescent boys from adverse family relations. However, the literature on the 
relationship between peer support and depression is much less consistent than that 
between family characteristics and depression (e.g., Barrera et al., 1993). Thus, the 
quality of family relations may be as salient for boys as for girls, despite boys' greater 
independence.  





Several potential limitations of our design need 
to be acknowledged. First, approximately 30% of our sample was lost to attrition between 
Time 1 and Time 2. As attrition is often a function of nonrandom participant 
characteristics, it has the potential to reduce the variability in the data set as well as to 
limit the generalizability of the results. However, it should be noted that we did not 
discern any substantive between group differences between participants who attrited and 
those who continued. Thus, we expect that the results were not strongly influenced by 
attrition. A second limitation was the absence of sibling or father data in our constructs. 
Thus the results speak most directly to mother-adolescent relations and their perceptions 
of the family environment; a more comprehensive assessment that included these 
respondents would be a beneficial direction for future research. An additional limitation 
arises as a function of examining the influence of family support and family conflict in 
separate models. This approach was necessary given the conservative nature of the 
longitudinal cross-lag model and the moderate overlap of the two constructs. 
Unfortunately, a consequence of this approach is that we cannot assess the unique versus 
shared effects of the two family environment constructs. Finally, the nature of the sample 
posed additional limitations. Because the sample was fairly homogeneous with regard to 
racial/ethnic characteristics, it will be important to assess whether comparable 
associations emerge in more heterogeneous samples. Additionally, the use of a 
community sample of adolescents necessitates that generalizations to families of 
clinically depressed adolescents be made cautiously. This may be particularly the case 
with regard to the finding that adolescent depression did not relate prospectively to 
disruption in family functioning. Though other researchers working with clinical 
populations have noted a prospective association between family functioning and 
depressive behavior, to our knowledge, the impact of clinically significant depressive 
behavior on family relations has not been examined longitudinally. It will thus be 
important to reexamine the prospective relationship between depression and family 
environment in adolescents with clinically significant depressive episodes as well as to 
examine more short-term prospective relations.  

Despite these limitations, this investigation provides additional evidence that family 
relationships are relevant to the onset and maintenance of depression in adolescents. An 
important component of this investigation was the use of multisource constructs to assess 
family support and conflict. This :reduced the likelihood that the observed associations 
between family environment characteristics and depression were inflated by source 
variance. Relatedly, the inclusion of behavioral data in the constructs increases our 
confidence that the results were due, at least in part, to actual differences in family 
behavior and not solely to family members' perceptions which are vulnerable to 
depressive biases in recall.  

Taken in conjunction with the other literature reviewed, the results of the current 
investigations may also have implications for clinical practice. In particular, the evidence 
that family characteristics have a prospective association with depression suggests that 
interventions aimed at reducing family members' conflictual behaviors and increasing 
their supportive behaviors may be effective in ameliorating or preventing depressive 



symptomatology. Additionally, although as noted above, it will be important to replicate 
the absence of a prospective relation between adolescent depression and subsequent 
family functioning in a clinical population, the current findings suggest that adverse 
family characteristics are remarkably stable across time and are not reactive to levels of 
depressive symptomatology. Thus, it appears that interventions targeting depressive 
symptomatology may effect improved affective functioning without generating secondary 
improvements in family functioning. This suggests that, when family relations are of 
concern, they will need to be a direct target of intervention.  
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