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Objective: Adolescent depressive symptoms are associated with difficult family
relationships. Family systems and interpersonal theories of depression suggest that this
association could reflect a circular process in which symptoms and family functioning affect
each other over time. Few longitudinal studies have tested this hypothesis, and the results
of these studies have been equivocal. In this study, we examine reciprocal prospective
associations in early adolescence between depressive symptoms and 2 important aspects
of parent—child relationships: communication and conflict.

Methods: Participants were 3862 students who annually filled out self-reports. Path
analysis was used to examine prospective associations between depressive symptoms and
perceived communication and conflict with parents from the age of 12 to 13 and 14 to 15
years. Independence of these associations was assessed by controlling for family context
(parental separation and family socioeconomic status) and adolescent behaviour problems
(delinquent behaviours and substance use). Sex differences were evaluated with multiple
group analysis.

Results: Reciprocal prospective associations were found between depressive
symptoms and perceived conflict with parents, but not between depressive symptoms
and communication with parents. Depressive symptoms were found to predict poorer
communication with parents over time, but communication was not predictive of lower
depressive symptoms in subsequent years. All paths were sex-invariant and independent
from family context and behaviour problems.

Conclusion: This study highlights the importance of considering the potential impact of
adolescent symptomatology on parent—child relationships and suggests that reciprocity
may characterize the association between depressive symptoms and negative aspects
of parent—child relationships. The role of adolescent perceptions in the interplay between
depressive symptoms and family relationships remains to be clarified.

Associations prospectives réciproques entre les symptomes
dépressifs et la relation percue avec les parents au début de
I’adolescence

Objectif : Les symptomes dépressifs des adolescents sont associés a des relations
familiales difficiles. Les systemes familiaux et les théories interpersonnelles de la
dépression suggerent que cette association pourrait refléter un processus circulaire dans
lequel les symptémes et le fonctionnement familial exercent une influence les uns sur les
autres avec le temps. Peu d’études longitudinales ont vérifié cette hypothése, et elles ont
conclu a des résultats équivoques. Dans cette étude, nous examinons les associations
prospectives réciproques du début de I'adolescence entre les symptdmes dépressifs et 2
aspects importants des relations parent—enfant : la communication et le conflit.

Méthodes : Les participants étaient 3862 éléves qui remplissaient chaque année une auto-
évaluation. L'analyse des pistes causales a servi a examiner les associations prospectives
entre les symptdmes dépressifs et la communication et le conflit pergus avec les parents,

The Canadian Journal of Psychiatry, Vol 58, No 3, March 2013 ¥ 169



Original Research

de 12 a 13 ans et de 14 a 15 ans. L'indépendance de ces associations a été évaluée en
contrdlant le contexte familial (séparation parentale et statut socioéconomique familial) et
les probléemes de comportement de I'adolescent (comportements délinquants et utilisation
de substances). Les différences selon le sexe ont été évaluées par une analyse de groupes

multiples.

Résultats : Des associations prospectives réciproques ont été observées entre les
symptomes dépressifs et le conflit pergu avec les parents, mais non entre les symptémes
dépressifs et la communication avec les parents. Les symptdmes dépressifs prédisaient
une communication médiocre avec les parents avec le temps, mais la communication ne
prédisait pas de symptémes dépressifs plus faibles dans les années subséquentes. Toutes
les pistes ne variaient pas selon le sexe et étaient indépendantes du contexte familial et
des problémes de comportement.

Conclusion : Cette étude souligne I'importance de tenir compte de I'effet potentiel de la
symptomatologie adolescente sur les relations parent—enfant, et suggére que la réciprocité
peut caractériser I'association entre les symptdmes dépressifs et les aspects négatifs des
relations parent—enfant. Le réle des perceptions des adolescents dans I'interaction entre les
symptdmes dépressifs et les relations familiales demeure a préciser.

dolescent depression is a disorder occurring within the

context of interpersonal relationships.!? Adolescents
with depression tend to experience various types of relational
impairments, which often involve family members.>*
Studies using direct observations, parent reports, and
self-reports have consistently shown that depressive
symptoms in adolescents are associated with lower positive
aspects of relationship with parents, such as support and
communication, as well as increased negative aspects, such
as conflict.”® However, the directionality and nature of the
associations among different aspects of family relationships
and depressive symptoms remain unclear. A better
understanding of the way(s) in which family relationships
relate to adolescent depressive symptomatology is central
to the development of effective family-centred prevention
strategies.?

Most prospective studies to date have examined whether
difficult parent—child relationships predict the development
of depressive symptoms over time.>!! However, theoretical
frameworks, such as family systems!'!'? and interpersonal '3
theories of depression, suggest reciprocal rather than
unidirectional relationship models, in which depressive
symptoms and interpersonal dysfunctions exacerbate each
other over time. Relationship difficulties with parents may
increase the risk of developing depressive symptoms by
interfering with adolescents’ sociobehavioural functioning,

Abbreviations
CES-D
CFlI Comparative Fit Index

Center for Epidemiologic Studies Depression Scale

FIML full information maximum likelihood
ISEI International Socioeconomic Index

MASPAQ Mesures de I'adaptation sociale et personnelle pour les
adolescents Québécois

NANS  New Approaches, New Solutions
RMSEA root mean square error of approximation
SES socioeconomic status

TLI Tucker-Lewis Index
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Clinical Implications

» Depressive symptomatology and conflicting parent—
child interactions may exacerbate each other in early
adolescence.

* Depressive symptomatology may also contribute to
diminish positive exchanges between adolescents and
their parents over time.

* These processes are found in both adolescent boys and
girls.

Limitations

» Self-report data do not allow us to rule out potential
cognitive biases in the way adolescents report
relationships with their parents.

» Relationship with mothers and fathers were not
considered separately.

« Attrition may influence associations, although missing
data were taken into account using a modern maximum
likelihood technique.

emotion regulation abilities, and cognitions regarding
themselves and others.>* Conversely, depressive symptoms
may elicit negative responses from parents because
adolescents with more severe depression tend to rely on
maladaptive interpersonal strategies, such as excessive
demands for, and resistance to, reassurance,! and act in
ways that generate stress in their interactions with their
parents."* Once established, these feedback processes
may serve to maintain or exacerbate both symptoms and
relational difficulties over time.

Despite these compelling theoretical grounds, only a handful
of studies have tested the existence of these feedback
processes by looking simultaneously and longitudinally
at family relationship effects on depressive symptoms and
symptoms effects on family relationships. Further, these
studies have produced mixed evidence. A recent study
found mutual associations between depressive symptoms
and relationship with parents over time."> However, other
studies have only found predictions of depressive symptoms
by parent—child relationship,>!¢ predictions of parent—child
relationship by depressive symptoms,!” or no association
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in either direction.”® These equivocal results may be due
to several factors, including methodological variations
pertaining to samples, developmental period of assessment,
and measures. However, a more substantive reason is that
associations may vary according to specific aspects of
family relationship. For example, reciprocal associations
were found between depressive symptoms and a general
index of the quality of relationship with parents,'® but not
with more specific aspects of family relationship, such as
parental support.>1618

Here we expand the literature on this issue by examining
whether adolescent depressive symptoms relate in the same
way to positive and negative dimensions of relationship
with parents. Positive and negative dimensions of family
relationship have been discussed as qualitatively distinct
constructs, rather than opposite ends of a single continuum,
and may have different implications for adolescent
functioning.’ One investigation in a sample of mid-to-late
adolescents of wide-ranging ages (14 to 20 years) found
both supportive and conflicting aspects of relationship with
parents to predict depressive symptoms, but not the reverse.®
To our knowledge, no similar investigation exists regarding
developmentally specific patterns in early adolescence, at
a time when associations between depressive symptoms
and relationship difficulties in the family appear to be
particularly strong” and may be exacerbated by the
transition into middle school.?

Independence From Potential Confounders
Compared with the issue of directionality, independence
from confounders has received limited attention. However,
depressive symptoms and poor family relationships may
be correlated without any causal link between the 2. For
instance, symptoms and poor relationships may result from
an adverse family environment.?2!

In addition, adolescents with depression often have
behaviour problems, such as externalizing and substance
use,*? and these problems have also been linked to
detrimental cycles involving relationships with parents.?*?
As such, behaviour problems could actually account for
patterns of reciprocity between depressive symptoms and
family relationships. Most studies have failed to rule out the
contribution of these potential confounders.

Sex Differences

The interpersonal mechanisms involved in the development
of depressive symptoms and disorders may differ between
adolescent boys and girls.>?* Girls have been suggested
to have a greater interpersonal orientation and higher
sensitivity to relational difficulties than boys, as well as
to respond to these difficulties using more depressogenic
strategies, such as rumination.’’?® Further, depressive
symptoms have also been suggested to be more damaging
for interpersonal relationships in girls than in boys. The
interpersonal deficits that often accompany depression
(for example, excessive reassurance seeking) may be more
prevalent and met with lower acceptance in girls than in
boys, causing more impairment in relational patterns over
time.?® As such, sex could be a key potential modulator of
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the transactions between depressive symptoms and parent—
child relationships.

Our Study

This study examined prospective associations between
depressive symptoms and 2 aspects of perceived parent—
child relationships (positive communication and conflict
with parents) during 3 consecutive years of early
adolescence. Based on interpersonal and family systems
theories of depression,'>!* we expected to find reciprocal
associations between depressive symptoms and parent—
child relationships rather than unidirectional relationship
effects or symptoms effects. We tested whether these
associations were independent from potential familial and
behavioural confounders and explored the existence of sex
differences.

Method

Participants

Participants were a cohort of students who took part
in the evaluation of the NANS program, a large-scale
governmental initiative aimed at preventing student drop
out in secondary schools of disadvantaged areas.” This
longitudinal data set includes French-speaking students
from low SES secondary schools across the province of
Quebec who filled out self-report questionnaires each spring
between 2003 and 2005. Our sample included all students
from the first NANS program cohort who were living with
at least 1 biological parent, who were aged 12 or 13 years in
2003 (Wave 1, Grade 7), and who had available data on the
3 main study constructs (n = 3862). The sample was mostly
Caucasian (88.8%) and about equally represented by sex
(53.9% females). Follow-up information (Waves 2 and 3,
2004 and 2005, respectively) provided by participants was
also used. Loss at follow-up on outcome measures was 26%
to 27% in Wave 2 and 33% to 34% in Wave 3. Missing
data on control variables ranged from 0% to 11.4%.
Informed consent was obtained from all study participants,
and all data collection procedures were approved by the
Institutional Review Board of the Université de Montréal.

Measures

Depressive  Symptoms. Depressive symptoms were
measured each wave with the CES-D.*° This 20-item scale
(o0 =0.90) assesses how a person felt or behaved in the past
week and has been validated for use with adolescents.’!

Perceived Communication and Conflict With Parents.
Perceived positive communication and conflict with parents
were measured at each wave using the MASPAQ,*? a self-
report questionnaire. The 7-item communication scale (o =
0.86) includes items such as, “Do you talk with your parents
about your thoughts and feelings?”” and “When your parents
ask things of you, do they explain why?” (Answers ranged
from “never” to “often.”) The 3-item conflict scale (a0 =
0.75) includes items such as, “Do you have arguments with
your parents?” and “Do you disagree with your parents?”
(Answers ranged from “never” to “continuously.”)
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Potential Confounders. Two types of potential confounders
were considered: family context, which was assessed by
family structure (0 = intact, 1 = non-intact); and parental
SES, which was assessed with the ISEIL** Behaviour
problems were considered by measures of delinquent
behaviours (16-item scale, oo = 0.94) and substance use (4-
item scale, o = 0.75) from the MASPAQ.*

Analytic Strategy. We used path analysis to examine the
associations between depressive symptoms and perceived
conflict and communication with parents over the first 3
years of high school. We specified a model including stability
paths over time for each construct, contemporaneous
correlations between the 3 constructs in each grade, and
prospective paths over 1 year between depressive symptoms
and perceived communication with parents, as well as
between depressive symptoms and perceived conflict with
parents. Model fit was assessed with the CFI, the TLI, and
the RMSEA.3* Models were considered to fit acceptably
with values of 0.90 or greater for the CFI and the TLI and
lower than 0.08 for the RMSEA.*

Independence from confounders was assessed by re-
estimating the model controlling for indicators of family
context (family structure and parental SES) and behaviour
problems (delinquent behaviours and substance use). We
used 2 complementary adjustment strategies, in which
behaviour problems were treated respectively as fixed and
time-varying covariates. The fixed model was designed to
control for initial individual and familial characteristics of
participants that could better account for concurrent and
subsequent associations between depressive symptoms and
family relationships. The time-varying model was designed
to consider the possibility that observed family processes
involving depressive symptoms may actually result from
rival processes involving behaviour problems and family
relationships.?*%

Sex differences were evaluated with multiple group
analysis. A model in which all paths and correlations were
constrained to be equal for the 2 sexes was compared with a
series of models in which 1 parameter was left to be freely
estimated for boys and girls using chi-square difference
tests. This was repeated for all model parameters.

Attrition in the NANS program sample was mostly a
result of participants being absent from school on the day
when questionnaires were administered and of participants
having moved to another school or having dropped out of
school.? As can be seen in online eAppendix A, people who
had missing data in Waves 2 and (or) 3 had higher scores
than did those who participated in all waves on several risk
factors in Wave 1 (including initial depressive symptoms);
this indicates that attrition was not completely at random.
Missing data were considered as part of maximum
likelihood FIML model estimation, which can reduce bias
associated with differential attrition.’® We also replicated
analyses using listwise deletion of missing data. Estimates
were similar in listwise and FIML analyses, suggesting
that findings were robust with respect to the treatment of
missing data.
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Results

Descriptive Statistics

Table 1 presents the means and standard deviations
of depressive symptoms, perceived communication
with parents, and perceived conflict with parents from
Wave 1 to Wave 3, as well as the bivariate correlations
between these constructs. Consistent with most studies
on adolescent depression,’’ girls tended to report higher
average depressive symptoms than did boys. Girls also
tended to report higher conflict and poorer communication
with parents than did boys. The main study constructs were
significantly correlated at all time points, with higher 1-year
lag correlations than 2-year lag correlations.

Associations Between Depressive Symptoms and Perceived
Family Communication and Conflict. We first examined
the associations between depressive symptoms and
perceived family relationship with parents in the full
sample. We specified a model with bidirectional adjacent-
year prospective paths between depressive symptoms and
perceived communicationandbetween depressive symptoms
and conflict with parents; the model was embedded within
a structure of stability paths for each construct and cross-
sectional correlations between constructs. Figure 1 depicts
the results. As can be seen, model fit was acceptable on all
indices. All constructs were correlated within each year.
The examination of prospective paths shows that depressive
symptoms were predictive of both positive and negative
aspects of parent—child relationships over time. Indeed,
depressive symptoms predicted increases in perceived
conflict and decreases in perceived communication with
parents from Wave 1 to Wave 2, as well as from Wave 2
to Wave 3. However, only perceived conflict with parents
was predictive of subsequent depressive symptoms. This
was the case from Wave 1 to Wave 2 and from Wave 2 to
Wave 3. Perceived communication with parents did not
predict subsequent depressive symptoms at any wave. All
prospective associations between constructs were modest
and considerably lower than cross-sectional correlations.

Independence From Family Context and Behaviour
Problems. Next, we tested whether model paths remained
statistically significant when controlling for family context
(family structure and family SES) and behaviour problems
(delinquent behaviours and substance use). We used 2
different adjustment strategies: 1 with fixed covariates and
1 with time-varying covariates. In the first model, only
control subjects in Grade 7 were considered and allowed
to predict depressive symptoms, perceived communication,
and perceived conflict with parents concurrently. In the
second model, delinquent behaviours and substance
use were included as time-varying covariates linked to
depressive symptoms and perceived family relationships
concurrently and prospectively in Waves 1, 2, and 3. The
latter strategy was used to account not only for the initial
behaviour problems of adolescents, but also for potential
rival feedback processes linking behaviour problems and
family relationships over time.*** All significant paths in
the overall model remained statistically significant in the 2
adjustment strategies. Details of these models can be found
in online eAppendix B.
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Sex Differences. Sex differences were examined with

multiple group analyses. Results of this examination are al8 88~ o o N o=
shown in parentheses in Figure 1. No sex difference was NS 2 2 c o o o o o
found in the prospective associations linking depressive
symptoms with perceived communication and conflict with clo o o

. Sl L& ¥ ¥ ¥ 2 0o
parents. However, contemporaneous correlations between 2ld © o 2 c?). g | = %
constructs were found to be generally higher in girls than T
in boys. This was the case for the correlation between
depressive symptoms and perceivrad conflict in grade; 7 c % % % % % % % § %
and 8, as well as for the correlation between depressive ® A A O NN NN
symptoms and perceived communication in Grade 7.
Stability paths for perceived communication and conflict o
over time also tended to be higher for girls than for boys. © E
Discussion
In this study, we examined prospective associations between - Y 2
depressive symptoms and perceived communication and SIS
conflict with parents during 3 consecutive years in early
adolescence. Based on family systems and interpersonal ° % g
theories of depression,"!" we expected to find reciprocal © gl % S

associations between symptoms and positive and negative
aspects of parent—adolescent relationship over time. Despite

strong theoretical grounds, current evidence of reciprocity o] ¢
: . . . w [rs) 3

between depressive symptoms and family relationships is 999

modest and inconsistent.*!>!8 Previous research suggests

that findings may vary depending on how parent—child © T

relationships are measured and which relational aspects or ~ = 2233
imensi i - 5S%99

dimensions are specifically considered.

Consistent with our hypothesis, we found depressive © o o

symptoms and perceived conflict with parents to predict ® S92 S 3B

rTT @

each other. Conflict may influence the development
of depressive symptoms by acting as an interpersonal
stressor*® or by causing the internalization of negative
self-views and loss of perceived control in relationships.?
Depressive symptoms, conversely, may influence conflict
with parents because adolescents with depression tend to
have interpersonal patterns that elicit negative reactions
from their surroundings, such as excessive reassurance
seeking.! Over time, a vicious cycle may be established:
as adolescents with depression seek more and more
interpersonal support to ease their emotional distress, their
efforts may paradoxically result in increased relational
conflict, which may further contribute to their affective
symptoms by confirming the negative cognitions they hold
about themselves and others.! This mechanism may foster
early maintenance and exacerbation of mood disturbances
over time.

2
0.44
-0.18
—-0.30
-0.19
0.30
0.38
0.24

1
0.49
0.36
—-0.28
-0.21
-0.17
0.38
0.28
0.22

We did not find support for a similar reciprocal
model regarding depressive symptoms and positive
communication with parents. Depressive symptoms were
predictive of poorer communication at every time point, but
better communication did not anticipate lower depressive
symptoms in subsequent years. The latter result contrasts
with those from previous investigations focusing on
parental support, another characteristic of positive parent—
child relationships.®!® These studies have found parental
support to predict lower depressive symptoms over time,
but not the reverse prediction from depressive symptoms
to lower parental support. The discrepancy between these

Table 1 Correlations, means, and standard deviations for the main study constructs

4. Perceived communication with parents (Wave 1)
5. Perceived communication with parents (Wave 2)
6. Perceived communication with parents (Wave 3)
All correlations are statistically significant at P < 0.001

7. Perceived conflict with parents (Wave 1)
8. Perceived conflict with parents (Wave 2)
9. Perceived conflict with parents (Wave 3)

1. Depressive symptoms (Wave 1)
2. Depressive symptoms (Wave 2)
3. Depressive symptoms (Wave 3)

Variable
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Figure 1 Path model describing the overall and sex-specific associations linking depressive symptoms with
perceived communication and conflict with parents in the first 3 years of secondary school

Wave 1 (ages 12 to 13) Wave 2 (ages 13 to 14) Wave 3 (ages 14 to 15)
(0.51/0.40)
. 0.47° . a .
Perceived Perceived 0.37 Perceived
conflict conflict conflict
A . A b A
037/035) 0.10 0.27/0.21) 0.05
. : 0.26°
0.37° a
. (0136 /-0.32) 0.28 (-0.40 /-0.27)
~0.35 033 ~0.34°
il 0.11* v 0.07° v
Depressive 0.45° Depressive 0.33° Depressive
symptoms symptoms symptoms
A y 3
(=0.30 / —0.24)
-0.29 -0.27°
-0.24*
(0.49/0.38) —009* (0.41/0.32)
il 0.44° v 0.38° ~0.06° il
Perceived Perceived Perceived
communication communication communication

2P <0.001; ®P<0.01
Model fit: CF1 0.993, TLI 0.981, RMSEA 0.03

Coefficients in parentheses indicate sex differences: boys / girls

Paths not shown: Wave 1 depressive symptoms to Wave 3 depressive symptoms: 0.172; Wave 1 conflict to Wave 3 conflict: 0.20?;

Wave 1 communication to Wave 3 communication: 0.222

findings and our results could be related to the specific
meaning of communication in early adolescence. Indeed,
young adolescents normatively move away from their
parents and increase their involvement with peers.** Most
will retain a good underlying relationship with their
parents, and more distant communication alone may not be
associated with the development of emotional problems.
Conversely, depressive symptoms appear to contribute to
an erosion of positive communication with parents over
time. This mechanism may not have direct implications for
the development of further depressive symptoms, but may
be relevant for other aspects of adjustment, such as school
and behavioural functioning.

Importantly, all prospective associations between depressive
symptoms and perceived relationship with parents were
independent from family context and behaviour problems
of adolescents. This suggests that the processes observed in
our study do not simply represent an artifact of important
confounding contextual or individual difficulties that often
accompany youth depressive symptomatology.*? Our
analysis of potential confounders, including consideration
of dynamic rival processes involving time-varying
behaviour problems,!®** contributes new knowledge to
the literature on the interpersonal processes of adolescent
depression. Compared with other areas of developmental
psychopathology, studies on this topic often bestow a
limited focus on issues of potential confounding.
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Consistent with theoretical suggestions,**’?® the contemp-
oraneous associations between depressive symptoms and
perceived relationship with parents tended to be stronger
in females than in males. However, all prospective
associations between symptoms and communication or
conflict were sex-invariant. This suggests that there may
be sex differences in terms of how adolescents with more
severe depression perceive and report the relationship with
their parents, but these perceptual differences may not have
implications in the processes linking depressive symptoms
and family relationships over time.®

Our results are partly consistent with previous research,
but partly differ from a closely related study by Sheeber et
al.® These authors found evidence of a prediction from less
supportive and more conflicting relationship with parents
to subsequent depression, but not for the reverse during a
1-year period in a group of older adolescents of wide-ranging
age (14 to 20 years). Differences between the 2 studies
may be due to age-related specificities in the processes
linking depressive symptoms and family relationships.
The various changes of early adolescence, such as physical
maturation and entry into middle school, may foster a
specific risk period regarding the negative impact of child
emotional adjustment on family dynamics. Alternatively,
equivocal findings may also result from differences in the
measurement of depressive symptoms and relationship
aspects. Sheeber et al® used multi-informant evaluations of
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depression and family relationship variables, whereas our
study relied on self-reports alone. The processes captured
here are more dependent on the cognitions and perceptions
of adolescents with depression regarding their relationships,
which tend to be negatively biased.*’ A direct comparison of
similar models tested with measures obtained from different
strategies will be necessary to clarify this question.

Our study benefits from a transactional design across
multiple time points but also has some limitations. First,
no distinction was made between the relationship with
the mother and father. The interplay between depressive
symptomatology and relationship aspects may not be the
same for both parents, especially in situations of split
custody. Second, although the sample comprised a large
population followed prospectively, this sample was mostly
recruited from schools in disadvantaged areas. This makes
it difficult to generalize results to all adolescents. Third,
missing data in the sample are related to participant
characteristics and might have influenced associations.
However, model-based treatment of missing data and
the similarity of FIML and listwise results support the
validity of estimated associations. Fourth, our study did not
consider all aspects of emotional or behavioural adjustment
that could be linked to family relationships, although
we included relevant behaviour problems in addition to
depressive symptoms. Similarly, we also did not consider
all elements of the parent—adolescent relationship that may
contribute to depressive symptoms.

Future studies are needed to replicate these findings
with other measurements of depressive symptoms and
family relationship aspects. It would also be relevant to
investigate the conditions under which the transactions
between depressive symptoms and family relationships are
exacerbated or attenuated. Potential moderators include
other meaningful relationships of early adolescents (for
example, friends and teachers) or individual predispositions,
such as self-regulation abilities.!®*!? Future studies could
also explore the high cross-sectional correlations between
depressive symptomatology and family relationships using
shorter frame designs, such as daily diary procedures.*

Conclusion

The main implication of our study is to support clinically
informed models that consider not only effects of family
relationships on depressive symptoms but also the
detrimental impact of child symptomatology on parent—child
relationships. Our findings also highlight that depressive
symptomatology can relate in specific ways to different
dimensions of parent—child relationships and perhaps also
to different aspects within these dimensions (for example,
positive communication, compared with support). Because
impaired transactional patterns between teenagers with
depression and their parents appear to play an important
role in the etiology and maintenance of mood disorders,
improvement of these transactions is likely to represent an
effective target of prevention and intervention. Intervening
jointly with youth and their parents on specific relationship
difficulties could be helpful to interrupt circular patterns
that challenge adolescent and family emotional health.
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