CHAPTER 19

Internalizing Problems During

Adolescence

JULIA A, GRABER AND LISA M. SONTAG

The development of psychopathology dur-
ing adolescence has been perhaps the single
most studied area in the field of adolescence
(Steinberg & Morris, 2001). Extensive focus has
been on depressive disorders, conduct disorder.
and related subclinical problems and symptoms:
multiple behaviors and problems fall gener-
ally under the categories of internalizing and
externalizing behaviors. Internalizing problems
are generally considered to be the subgroup of
psychopathology that involve disturbances in
emotion or mood, whereas externalizing prob-
lems have tended to refer to dysregulations in
behavior. However, the affect versus behavior
distinction between internalizing and external-
izing is not clear cut. especially when consid-
ering such emotional experiences as anxiety and
anger, which are consistently considered when
discussing both mternalizing and externalizing
problems. Regardless. the general identifica-
tion of internalizing problems as focused on
emotional components such as sadness. guilt,
worry. and the like is consistent across several
definitions. More specifically. depression and
anxiety disorders and the subclinical problems
in these areas typically comprise discussions
of internalizing problems and disorders (see
Kovacs and Devlin, 1998; and Zahn-Waxler.
Klimes-Dougan. and Slattery. 2000, for recent
reviews of internalizing problems and disorders
in childhood and adolescence. and chapter 20,
this volume. for a discussion of externalizing
problems during adolescence).

Interestingly. the concept of internalization
has been investigated as a core task of early
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childhood (Kochanska. 1993). In thig
internalization is the incorporation into
self” of guiding principles (as values g
terns of culture) through learning or
ization. Stemming from psychoanalytic:
social learning theories. internalization
monly thought of in the context of the
lation of moral behavior or the developm
of conscience (Kochanska, 1993). Kochm
suggests that internalization comes abo
early childhood through parent—child con
nication with a focus on developing feeli
of empathy. guilt. and prosocial affect
as concern for others. and cause and effex
behaviors (e.g.. understanding how one’s bek
ior makes others feel). In psychoanalytic theon
anxiety and guilt are the internalized emq
tions that replace parental control of behav
(Muuss. 1996). In the present usage, interna
ing refers to problems or disorders of emol
or mood: the dysregulation of emotion mi
be thought of as overinternalization of ce;
emotions such as guilt, anxiety, or ovem
volvement in the emotions of significant 0
ers (e.g.. the inability to distinguish one’s 0
responsibility for another’s emotional
from non-self causes of distress in others).
Mood emotionality
historically been viewed as a defining chdgy

variability or
acteristic of adolescence (e.g.. Hall, 1904,
Muuss. 1996. for a review). However, t
literature on universal or typical changes
mood or emotion during adolescence
been limited (with a few exceptions such !
Larson. Csikszentmihalyi. & Graef. 1980) 4



recently (e.g.. Weinstein, Mermelstein,
in, Hedeker, & Flay, 2007). In contrast. a
« literature exists on depressive disorders,
wclinical problems, and symptoms during
5lescence. As such. the goal of this chap-
is not to provide a comprehensive review
‘that literature or even of the etiology or
emiology of depression (see Costello.
,ey, & Angold, 2006; Hammen, & Rudolph,
03, for recent reviews). Instead, this chap-
provides an overview of internalizing
ptoms, problems, and disorders and their
ology throughout the adolescent period
sproximately the second decade of life).
e chapter focuses on models and factors
t may be particularly salient to understand-
which types of problems become preva-
t during adolescence and on two specific
jestions that have long interested scholars of
& nternalizing problems: “Why adolescence?”
d “Why more girls?”

ENDS IN STUDYING
ADOLESCENCE AND
ANTERNALIZING

A surge of interest in adolescent development
n the 1980s resulted in several longitudinal
srojects that spanned the middle school and
ometimes high school or young adult peri-
ods. These studies grew from an interest in
understanding the role of transitions on the
course of development (e.g., Elder, 1985) as
well as specific interest in the combined or
ansactional influences of biological, social,
and psychological processes in determining
athways of adjustment (e.g., Petersen, 1984;
immons & Blyth, 1987). It could be argued
that these initial studies were undertaken to
‘understand the typical or “normal” problems
“of adolescence with perhaps greater attention
-to variations in adjustment (e.g., moodiness.
parent-adolescent conflict, academic achieve-
ment) rather than disorder per se. Such projects
“reported on the range and diversity of norma-
‘tive adolescent development but also delin-
. eated the nature of problems experienced by

iti) adolescents. A subsequent surge in the 1990s
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of community and epidemiology based studies
attempted to determine the severity of these
problems by focusing on the assessment and
experience of disorder.

Most developmental scientists agree that
behavior and adjustment during adolescent
transitions are dependent on the nature of
the transitions and how they are navigated, as
well as on developmental experiences prior to
making the transitions (Graber & Brooks-Gunn,
1996; Rutter, 1994). In the study of internal-
1zing problems, a few studies have examined
childhood behaviors in connection with subse-
quent adjustment or behavior in adolescence,
sometimes even accounting for a transitional
experience (e.g., Caspi & Moffitt, 1991).
More often, though, studies of childhood
experiences conclude with suggestions that
subsequent influences on adolescent internal-
izing behaviors would be expected, and studies
of adolescence note that preexisting patterns.
behaviors, and experiences were undoubtedly
factors in who developed problems during
adolescence. Notably, some comprehensive
longitudinal studies have been initiated that
allow for the examination of continuity and
change from infancy or early childhood into
adolescence (e.g., NICHD Study of Early Child
Care; Belsky et al., 2007) and beyond (e.g., the
Dunedin Longitudinal Study; Krueger, Caspi,
Moffitt, & Silva. 1998).

PATHWAYS FOR CONTINUITY
AND CHANGE

Differentiating who will and who will not
develop serious problems, and differentiating
normative experience from atypical, are central
themes of the field of developmental psycho-
pathology. In particular, under this rubric,
describing pathways both to psychopathology
and to normative, healthy, or competent devel-
opment are essential for understanding etiology
and treatment of problems (e.g.. Cicchetti &
Cohen, 1995; Masten & Curtis, 2000). Masten
and her colleagues have defined competence
as “. . . adaptational success in the develop-
mental tasks expected of individuals of a given
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age in a particular cultural and historical
context” (Masten & Curtis. 2000, p. 333). As
such. the definition of competence is not static
and not singular: that is. individuals may meet
developmentai challenges in some areas (e.g..
academic achievement) but fail to demonstrate
adaptational success in other domains (e.g..
behavior or emotion regulation). When con-
sidering adaptive versus maladaptive devel-
opment. competence has often been assessed
as the absence of problems or significant defi-
cits in an area. For mood disorders. Masten
and Curtis (2000} note that the links between
competence and pathology 18 complex and that
direction of effects are difficult to determine.
That ix. individuals who do not successfuily
meet developmental challenges may experi-
ence increased symptoms as a result of this
failure: or, in contrast. symptoms of disorders
may interfere with successful adaptation. Of
course, when viewed over time and across
developmental challenges. both experiences
are likely to oceur.

As noted by others. in this volume and else-
where. nearly all youth experience challenges
during the transition into adolescence. and often
throughout the adolescent decade. As such.
all youth should have dramatic shifts in behav-
ior and potentially damaging effects from
the experience of simultaneous and cumulative
challenges. Alternatively. these changes are
endemic to the developmental process and all
youth should have the appropriate resources to
adapt to such normative challenges and sustain
adaptive behavioral patterns. In reality. as has
been repeated in nearly all discussions of con-
tinuity and change (e.g.. Kagan, 1980:. Rutter,
[994), some youth demonstrate continuity of
either successtul adaptation or psychopathol-
ogy. whereas others evince change in the abil-
ity to meet developmental challenges.

The development of internalizing problems
or disorders during adolescence js in many
cases not about substantial behavioral change
or new problems arising. but rather is depen-
dent on individual characteristics that existed
well before adolescence (Bandura. 1964). For

some vouth. the challenges of adolescence
exacerbate or daccentuate these uharactcrig-
tics. resulting in decreased functioning ang
serious dysregulation in mood. These preex.
isting characteristics. or vulnerabilities, are
often traitlike and develop over the course of
childhood and adolescence (Ingram & Luxion
2005). In wrn, for some youth. imernaliziné
problems may emerge al this time of develop-
ment in connection with more concurrent or
recent experiences. Therefore. the meaning-
ful developmental questions regarding inter-
nalizing problems in adolescence must focug
on individual differences in development,
The important issue regarding continuity and
change i1s not whether the normative transi-
tions of adolescence result in difficulties but
rather why they result in difficulties for certain
individuals but not others. However, prior to
a discussion of why some individuals experi-
ence ternalizing problems and others do not,
it is useful to consider the rates of these prob-
lems during adolescence.

EPIDEMIOLOGY OF ANXIETY

AND DEPRESSION IN

ADOLESCENCE

Although internalizing problems or symptoms
may broadly encompass disturbance in emotion
or mood. discussions of internalizing prob-
lems are usually limited to the investigation
of depression or anxiety. typically as distinct
phenomena. Compas and colleagues (Compas,
Ey. & Grant, 1993; Compas & Oppedisano,
2000: Petersen et al.. 1993) have developed a
framework for viewing depressive disorders
and subclinical symptoms that is applicable to
internalizing problems more generally. Within
this framework. internalizing symptomatol-
ogy can be classified into three levels or types:
disorders. as determined by diagnostic crite-
ria: svadromes or subclinical problems: and
internalizing moods or dysregulated emotion
or moods. In contrast. rather than clear qualita-
tive distinctions between disorder and symp-
toms. others argue that depression exists on a
continuum (i.e.. individuuls are more or less




sressed; Hankin & Abela, 2005). Despite
~port for the latter perspective, many
_yescarchers continue to investigate disorder,
gbclinical symptoms, and mood separately.
7ahn-Waxler and colleagues (2000) note
4hat theories and research on anxiety and
ﬁgpression in childhood and adolescence often
ve been separate lines of investigation. At
+he same time. as will be evident in the fol-
owing discussion and in recent investigations
(Compas & Oppedisano, 2000; Krueger et al.,
998), the extent to which anxiety and depres-
gion are distinct experientially or in the course
of development is debatable. A review of prev-
alence rates in childhood versus adolescence
foranxiety and depressive disorders sheds light
on connections between the two domains. That
~»is, -whereas rates of some anxiety disorders
-clearly increase from childhood to adoles-
cence, others are confined almost exclusively
“to early childhood or may be present at any
point in development over the life span. In con-
trast, rates of depression are low in childhood
- and increase dramatically during adolescence.
Despite differences in overall developmental
trends, anxiety and depression share symp-
toms and have substantial co-occurrence or
comorbidity. (Comorbidity refers to the occur-
rence of a second disorder in an individual
with an existing disorder.) Hence, some joint
processes of etiology are likely among inter-
nalizing problems and disorders.

Prevalence Rates for

Internalizing Disorders

Detailed information on symptoms and criteria
for diagnosis of disorders are found in the
Diagnostic and Statistical Manual of Mental
Disorders, 4th edition, Text Revision (DSM-
IV-TR; American Psychiatric Association,
2000). Disorders must include significant
impairment in daily functioning along with
requisite symptom severity and duration in
order for diagnostic criteria to be met. Criteria
for impairment often have been more subjec-
tive and drawn from psychiatric interview.
At the same time, these criteria are relatively
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straightforward for adults (e.g.. disruption in
work, home life. interpersonal relationships).
The challenge for practitioners or researchers
conducting studies of disorder has been the
identification of developmentally salient crite-
ria for impairment for disorders in childhood
and adolescence (Masten & Curtis, 2000).
Difficulty in assessing severity or impairment
may lead to an over- or underdiagnosis of dis-
order, ulimately leading to a misrepresenta-
tion of rates of incidence.

Anxiety Disorders

The DSM-IV-TR identifies six main subcat-
egories of anxiety disorders that are applicable
to children and adolescents: separation anxiety
disorder, generalized anxiety disorder (GAD),
obsessive-compulsive disorder, posttraumatic
and acute stress disorder (PTSD), and spe-
cific phobias. Recent studies, both clinical
and epidemiological, show that some anxiety
disorders are more likely to emerge in child-
hood (separation anxiety disorder and specific
phobias), whereas others usually begin in
adolescence (social phobia and panic disor-
der; Costello, Foley, & Angold, 2006). Across
investigations and collapsing across anxiety
disorders, Costello, Egger, and Angold (2004)
reported that prevalence rates for any anxiety
disorder in children and adolescents ranged
from 2.2% to 27%. However, prevalence
rates varied dramatically by time criteria. As
expected. studies with short assessment inter-
vals and a single data wave had the lowest
prevalence and studies using a lifetime crite-
rion produced the highest rates. For example,
studies with 3-month assessment periods
reported a range of 2.2% to 8.6% prevalence:
studies with a 6-month period reported a range
of 5.5%—-8.6%; studies with a 12-month period
reported 8.6%-20.9%; studies assessing life-
time prevalence up to age 19 reported a range
of 8.3%-27.0% (Costello et al., 2004). Reports
suggest a slight trend for rates to increase
with age (Costello & Angold, 1995). but such
data must be interpreted with caution as it is
based on "any anxiety disorder.” Disparities
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in prevalence rates across studies are in part
accounted for by whether or not the diagnostic
criteria used included assessment of functional
impairment. When impairment is considered.
rates of anxiety disorder decrease (Vasey &
Ollendick. 2000: Zahn-Waxler et al.. 2000):
more children and adoiescents report the req-
uisite symptoins of the disorder. but a smaller
number indicate significant impairments in
functioning along with these disorders.

In additon. girls have higher rates of

several of the anxiety disorders with the
possible exception of PTSD (Costello et al.,
2006: Vasey & Ollendick. 2000). The gender
difference in rates varies by type of anxiety
disorder and for some anxiety disorders data
are limited on whether gender differences are
consistently demonstrated. For example. sep-
aration anxiety. which tends to be found in
young children. demonstrates a 3-to-1. girls
to boys. gender difference in rates. In contrast.
GAD may have equal prevalence rates by
gender or higher rates for boys than girls in

TABLE 19.1  Selected DSM-FV-TR Criteria for General Anxiety Disorder and Major Depressive Episode*

childhood. but among adolescents i is
prevalent in girls (Bowen. Offord. & Be
1990: McGee et al.. 1990). Criteria for
are shown in Table 19.1. .

Depressive Disorder
Most discussions ol mood disorders ¢ 5
adolescence focus on major depressive g
order (MDD, as this is the most Commoy
diagnosed mood disorder in childhoog
adolescence. An overview of the crite
for a major depressive episode is Jisted
Table 19.1. A depressive episode is charact
ized by feelings of depression, sadness, ;
the like. or a loss of pleasure for a period
2 weeks or more. coupled with a minimy
number and f{requency of the other syn
toms listed. Typically. prevalence rates”
MDD have ranged from 0.4%-8.3% amg
adolescents (Birmaher et al.. 1996). Estima
of lifetime prevalence for MDD among ch
dren and adolescents range from 4% to 25‘
(Kessler. Avenevoli. & Merikangas, 20

Symptoms and Criteria for Generalized Anxiety Disorder

A Excessive anxiety or worry on most days for 6 months about a number of events or activities

B Difficulty controlling the worry

C Anxiety and worry are associated with three or more of the following symptoms:

(1) Restlessness

(21 Easily fatigued

(3) Ditficulty concentrating
(4} lrritability

{5) Muscle tension

(63 Sleep disturbance

Symptoms and Criteria for a Major Depressive Episode

A Depressed mood or loss of interest for a 2-week period (or irritability among childven and adolescentsy. plus

B Four or more of the following symptoms in the same 2-week period:

(1) Weight loss or weight gain
{23 Insomniu or hypersomnia

13y Being restless or being slow (psychomotor agitation or retardation)

41 Fatigue or loss of energy

5} Feelings of worthlessness or inappropriate guilt

(6) Inability to concentrate

{7y Recurrent thoughts of death or suicide ideations or pians

A Symiptoms result in significant impairment in social and occopational functioning

B Symptoms are not due to physical iliness or drug use

“Criteria are adapted from DSM-IVSTR (APAL 2000,
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but have been found to range from 5% to
20% for adolescents specifically (Birmaher
et al., 1996; Lewinsohn & Essau, 2002). In
comparison, prevalence of MDD in school age
children is 1.5%~2.5%. Not only do rates of
MDD increase dramatically from childhood to
adolescence, but MDD is the most commonly
occurring disorder among adolescents. As
there are now several longitudinal studies of
depression that have followed samples across
adolescence into adulthood (e.g., the Oregon
Adolescent Depression Project [OADP],
the Great Smoky Mountain Study [GSM],
the Dunedin Multidisciplinary Health and
Development Study), detailed estimates of life-
time prevalence, l-year incidence, and rates of
recurrence are available across studies.

DSM-IV TR diagnostic criteria for MDD in
childhood and adolescence are similar to cri-
teria in adulthood, with the primary exception
being that, among children and adolescents, the
DSM-IV-TR allows mood disturbance to man-
ifest as irritability as well as sadness. Although
diagnostic criteria may be equally applicable
for MDD across age groups, some variations
in symptoms experienced and sequelae of
disorder may vary between depressed chil-
dren and adolescents. Specifically, Yorbik
and colleagues (2004) found that depressed
adolescents had significantly more negative
cognitions (hopelessness, helplessness, pes-
simism, and discouragement), fatigue, hyper-
somnia, weight loss, and suicidal ideations and
acts compared to depressed children. In com-
parison to adults, adolescents often experi-
ence substantial comorbidity of MDD with
other disorders (Rohde, Lewinsohn, & Seeley,
1991). Despite these differences in manifesta-
tion across the life span, MDD appears to be
the same core disorder regardless of the age at
which it is experienced.

As noted, rates of MDD are fairly low in
childhood and begin to rise during early ado-
lescence. In the OADP, the mean age of onset
was 14.9 (Lewinsohn, Rohde, & Seeley, 1998).
This age is consistent with other community-
based studies, although studies of clinical
samples tend to report earlier ages of onset for

first depressive episode (e.g.. 11 years of age in
Kovacs. Obrosky. Gatsonis, & Richards, 1997).

Studies of variations in rates by subgroups
of the population have focused predominantly
on gender. Whereas most studies find no gen-
der differences in rates of MDD in childhood.
by age 15, the gender difference in MDD 13 at
the adult rate of about 2 to 1, girls to boys. Much
less attention has been paid to sociodemo-
graphic and cultural variations in rates of dis-
orders in childhood and adolescence. Sampling
strategies have frequently not allowed for
disentangling racial or ethnic variations from
those variations due to poverty or other demo-
graphic factors (e.g., rural versus urban envi-
ronments). In the GSM, White adolescents (ages
9-17) had higher rates of MDD than Black ado-
lescents (Costello, Keeler, & Angold, 2001).
Moreover, poverty was predictive of disorder
among White but not Black youth.

Despite differences in rates of internal-
izing disorders as a function of gender, race,
and socioeconomic status (SES). depression is
clearly a significant concern when discussing
the experience of internalizing disorders during
adolescence across all groups; rates may also
increase for anxiety, or at least for GAD, during
this time period. At the same time, both types
of disorders appear to be more common among
girls than boys by mid-adolescence.

Pediatric Bipolar Disorder (PBPD)

Until recently, studies of depression and reviews
of this literature have not included bipolar disor-
der. Bipolar disorder (previously referred to as
manic depression) is characterized by dramatic
mood swings from very high (i.e.. mania) to
very low (i.e., depression), with normal mood in
between these episodes or cycles. Initial studies
suggested that bipolar disorder did not emerge
until late adolescence or adulthood and hence
was less relevant to discussions of depression
in adolescents (e.g., Birmaher et al., 1996).
Recent epidemiological studies estimate that
less than 1% of children and adolescents have
PBPD (Kessler ¢t al., 2001). In general. there
is consensus that cases of bipolar disorder
are evident in adolescents and children. Yet.
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controversy still exists over developmentally
appropriate diagnostic criteria.

Very rarely do adolescents manifest bipo-
lar disorder according to DSM-IV-TR criteria
established for diagnosis in adults. In particu-
lar. adolescents frequently do not display dis-
tinct manic episodes or periods of relatively
good functioning between episodes. Rather,
adolescents generally exhibit chronic or ultra-
dian cycles of mood shifts (cycling between
manic and depressive states within a 24-hour
period) that are frequently accompanied by irri-
lability. rage. and aggression. In fact. symptoms
of PBPD in adolescence, such as hyperactiv-
ity. distractibility. racing thoughts, pressure 10
talk, and impulsivity. overlap with those associ-
ated with other disorders (e.g.. attention-deficit/
hyperactivity disorder [ADHD]). suggesting
that the appearance of PBPD in childhood or
adolescence may be an instance of comorbid-
ity between depression and other disorders
{Hammen & Rudolph. 2003). Recently. several
key symptoms of mania have been identified
that more concretely distinguish manic episodes
or chronic mania in childhood from symptoms
of other disorders. in particular, ADHD: these
symptoms include elation, grandiosity, flight of
ideas/racing thoughts, decreased need for sleep,
and hypersexuality (Geller, Zimmerman, &
Williams. 2002). Presence of these five symp-
toms aids in confirming PBPD as a distinct
diagnosis rather than simply a manifestation of
comorbid childhood depression and ADHD.
Although there is increasing evidence supporting
the notion of PBPD. litlle evidence exists o sug-
gest that pediatric PBPD is associated with the
occurrence of adult bipolar disorder. Moreover,
insufficient information on the etiology of PBPD
makes it difficult to consider commonalities with
or distinet pathways from MDD. Future prospec-
tive studies are necessary 1o better understand the
prognosis of adolescents diagnosed with PBPD.

Subclinical Problems. Syndrome,

or Symptoms

In contrast 1o disorders. depressed or anxious
mood are reports of emotional states that are

not assessed in terms of their duration o
connection with other symptoms. As such, g
studies of adolescent moods or symptoms, rate§
of depressed mood have varied drzunaticaliyi
for example. some reports indicated as m&nSi
as 40% of the sample experienced depresseq
mood (Compas et al.. 1993 Petersen et al,
1993). Similar compilation of rates of anxioyg -
mood i different age ranges or across Studieg -
has not been made.

Measures of depressive symptoms Lypically -
report age and gender differences in elevated
symptoms that parallel differences found for
disorders, In a meta-analysis of the Children’s
Depression  Inventory (CDI). Twenge and
Nolen-Hocksema {2002) found no gender
difference in scores during childhood but 3
significant gender difference beginning a
age 13, with higher scores umong girls. Another
study examining the rates of depressive symp-
toms i 8- 1o 17-year-olds found a small but
highly significant interaction between age and
gender such that boys and girls reported similar
levels of depressive symptoms prior to age 12;
but after age 12. scores increased among ado-
lescent girls, whereas boys” scores fell slightly
from childhood to adolescence (Angold,
Erkanli. Silberg. Eaves, & Costello. 2002). In
addition, in their meta-analysis. Twenge and
Nolen-Hoeksema (2002) found no effects of
sociodemographic status on depressive symp-
toms when analyzing data across studies,
although this information was not available in
all reports. Also. no differences in mean scores
were found between White and Black chil-
dren and adolescents. However. Hispanic
children were found to have significantly
higher scores than other children,

Syndromal classifications are based on
endorsement of a constellation of symp-
toms that co-occur in a statistically consis-
tent manner. Achenbach (e.g.. 1993) has
derived a syndrome that taps anxiety and
depression und distinguishes referred {rom
nonreferred adolescents across multiple cul-
tures and nations (ivanova et al.. 2007). In this
approach. about 3% —6% of adolescents evince



gnxious—depressive syndrome as determined
yy scores above/below a predetermined cut
g,oim (Compas et al.. 1993; Petersen et al.,
1993). The assessment of syndrome is based
on statistical associations among a checklist
of symptoms as rated by several reporters
j.e., parent, teacher, self). In this approach,
eparate distinct syndromes for depression and
anxiety are not found; rather, these symptoms
-.consistently co-occur, a point that is salient to
he next section.

~ The syndromal, category as defined by
Achenbach, is one approach to defining a

s ' subclinical internalizing problem based on
and a specific measure of symptoms. Several
der other measures have been developed to assess
ta depressive and anxiety symptoms and prob-

at lems. Many have established cutoff scores
her for identifying potential disorders. Such mea-
ap- sures are useful for comparing the experience
but of symptoms among individuals in the gen-
ind eral population of youth but also as screening
lar .~ instruments for identifying individuals who
12; | may have more serious disorders. In this case,
lo- {. individuals who exceed the determined cutoff
tly ¥ score are the most likely to have a disorder if
ld, | a full diagnostic protocol is used. However,
In such measures and cutoff scores are not identi-
ad | cal to diagnostic interview protocols and often
of ©identify individuals with elevated symptoms
p- who do not have a disorder. Community epi-
S, demiologic surveys of self-reported depressive
in symptoms have found that between 20% and
-8 50% of individuals between the ages of 11
- and 18 years exceed cutoff points for clinically

significant depression (Kessler et al., 2001). As
indicated, prevalence rates of MDD based on
diagnostic interviews are considerably lower
a than these rates. This discrepancy may be due
- in part to an overreporting of mild mood dis-
- turbances or a large number of adolescents

8 who experience subthreshold symptoms of
1 depression. That is, individuals may endorse
! high levels of symptoms and be over an estab-

lished cutoff point on a screening instrument
' but may not meet all necessary DSM-IV-TR
' criteria for diagnosis of a disorder.
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Interestingly, in the development of the
Center for Epidemiological Study Depression
scale (CES-D). Radloff (1991} recommends
different cutoff points for adolescents versus
adults. On this measure. the cutoff point used
to identify adults at high risk for depressive
disorder is lower than that used to identify the
comparable high risk group of adolescents.
Such findings indicate that adolescents report
greater numbers/frequency of symptoms of
depression than adults even though the rates
of disorder may not vary by mid- to late ado-
lescence to adulthood. Avenevoli and Steinberg
(2001) also suggest that adolescents have a
“differential manifestation” of symptoms in
comparison to other age groups due to unique
developmental experiences of this period. As
symptom measures typically include a range of
symptoms related to depression or internalizing
problems but not limited to the diagnostic cri-
teria, there is evidence that symptom profiles
differ for older versus younger adolescents, in
particular among girls (Yorbik et al.. 2004).

The particularly high rates of depressed
mood and moderate rates of syndromes or prob-
lems have led to questions about the importance
of these experiences in terms of concurrent
difficulties or predictability to subsequent dis-
order. Numerous discussions have focused on
whether there is merit in considering subclinical
symptoms and factors that influence variations
in mean scores on symptom and enotion scales.
At one point in time. much of the literature
was limited to assessments of affect or symp-
toms and did not include assessment of disorder
(see Costello & Angold, 1995). As longitudinal
studies that included diagnostic interviews were
conducted, the literature expanded dramaticaily.
with extensive information available on the pre-
dictors of disorder, continuity of disorder. and
related issues. Such studies have shown that
subclinical problems are particularly salient to
identifying individuals who are most likely to
develop a subsequent disorder. In the OADP.
the best predictor of developing a depres-
sive disorder over a 1-year period was having
elevated symptomatology (i.e.. over a cutoff

e T
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on u screenery at the first assessment (Gotlib.
Lewinsohn. & Seelev. 1995). Thus, at this end
of the spectrum of symptoms. there seems 10
y than

be greater continuity of symptomatolog
among ndividuals with. mid- or  low-fevel
symptoms, Moreover. for depressive symptoms
(Gotlib et al.. 1995) and other problems (e.g..
eating problems and disorders: Graber. Tyrka.
& Brooks-Gunn, 2002). individuals with ele-
vated symptoms or problems but not disorder
tend to have impairment in functioning that is
similar to that seen among youth who meet cri-
teria for disorder.

Thus. factors that predict disorder or predict

progression on a pathway to internalizing
disorder are central to the discussion of inter-
nalizing problems in adolescence. In contrast,
factors that influence perturbations or minor
changes in emotion or symptoms may hold
promise for future investigation but may not
be important in understanding who is at risk
for serious dysfunction. or who may need
treatment.

A More Nuanced View of Moodiness

As mentioned previously. extreme moodiness
has historically been viewed as a defining
feature of adolescence. This notion of ado-
lescence as a period of “storm and stress™ has

been debunked by a burgeoning number of

studies examining daily fluctuations in mood
during adolescence. As a means of examin-
ing daily mood and what factors influence
change. Larson and colleagues (Larson et al.,
1980; Larson & Ham. 1993) used the experi-
ence sampling method (ESM: reports of mood
at intervals throughout the day). in what is now
considered to be seminal work in the field.
They found that, although adolescents dem-
onstrated more mood changes during the day
than did adults and children. frequent shifts in
mood were highly dependent on negative or
positive daily experiences.

A new wave of ESM studies of adolescent
mood Is underway. examining the clfects of
gender and age on changes in specific moods
as well as global positive and negative affect

across adolescence. For example. Weinstejy,
and colleagues 12007) swudied young apg
mid-adolescent youth at 6-month  intervyjg
for T year. At each tme. an ESM protoeg)
was conducted as was a standard symptom
mid-adoleg-
cents reported lower levels of positive affect

questionnaire.  As  expected.

compared 1o young adolescents. In contragt,
¢lobal depressed mood (from the symptom

questionnaire) did not change over time. and
girls reported higher levels of depressed mood
than boys in both age groups and across the
vear. These findings suggest that the declines
in mood in adolescence. which are typical,
may be driven by deteriorations in positive
affect. rather than increases in negative affect
(Weinstein et al.. 2007). Other recent studies
suggest that atypical fluctuations in mood may
identify adolescents at risk for more serious
symptomatology or disorder. Schneiders and
colleagues (2006) found that adolescents at
high risk for internalizing disorders (catego-
rized based on internalizing and externalizing
symptoms. self-esteem. loneliness, etc.) were
more emotionally reactive to negative events,
showing greater decreases in positive affect
and greater increases in depressive symptoms,
compared to fow-risk adolescents. Together,
these findings suggest that atypical peaks in
negative mood may be a risk factor for more
serious symptomatology. Thus, whereas some
mood variability and even decline in posi-
tive mood may be normative in adolescence,
particular patterns of mood, especially if they
persist and begin to interfere with activities
such as school. work. or interactions with
peers. are not normative and may be indicators
ol potentially serious psychopathology.

Comorbidity or Co-occurrence of

Anxiety and Depression

As we have already alluded to. internalizing
problems and disorders do not oceur in isolation
of other disorders and problems. Unfortunately.
many studies. most often ot subclinical symp-
toms. focus on a single outcome. With the uti-
lization and development of comprehensive
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diagnostic interviews that assess multiple dis-
orders (see McClellan & Werry, 2000, for a
special issue on these protocols), examination
of co-occurrence or comorbidity has become
more common. As indicated, comorbidity
refers to the occurrence of a second disorder in
an individual with an existing disorder; comor-
bidity may exist concurrently or over time.
Comorbidity poses a special concern in the
study of adolescent psychopathology. Caron
and Rutter (1991) note that failure to identify
comorbid conditions leads to two main prob-
lems. First, effects associated with the identi-
fied condition may be attributable to the other
condition; and second. the experience of the
other condition may influence the course of
the first. ldentifying comorbid conditions
and the correlates of these conditions is essen-
tial for understanding the developmental pro-
cesses of psychopathology across adolescence.
Moreover, comorbidity may influence severity
or impairment experienced by the individual
and certainly impacts the course and oatcomes
of intervention.

It has been widely demonstrated that depres-
sion and depressive symptoms frequently
co-occur with other symptoms and disorders
(Kessler et al, 1996; Lewinsohn, Hops,
Roberts, Seeley, & Andrews, 1993). Nearly
half, or even two-thirds, of all adolescents who
meet diagnostic criteria for depression have
a comorbid condition (McGee et al., 1990;
Rohde et al., 1991). Research also suggests that
in most cases the other disorder preceded the
depressive episode (Kessler et al., 1996; Rohde
et al., 1991). For anxiety disorders, comorbid-
ity is also commonly reported across studies
(Kovacs & Devlin, 1998; Zahn-Waxler et al.,
2000). Most importantly, comorbidity observed
between anxiety and depression is quite high,
with the OADP reporting a lifetime comorbid-
ity of anxiety with MDD of 73.1% (Lewinsohn,
Zinbarg, Seeley, Lewinsohn, & Sack, 1997). In
particular, adolescent depression has frequently
been preceded by childhood anxiety disorders.

As mentioned, Achenbach (1993) has dem-
onstrated empirical evidence that questions

whether childhood and adolescent anxious
and depressive symptomatology are distinct.
Compas and Oppedisano (2000) suggest that
a lack of discrimination between anxiety and
depression may also occur at the diagnostic
level; examination of symptoms of MDD and
GAD reveal several similarities—for example.
symptoms of restlessness, fatigue, and
irritability (see Table 19.1). Children and ado-
lescents with mixed syndromes of anxious and
depressive emotions and symptoms may be
at heightened risk for development of subse-
quent disorders as well as for increased impair-
ment in other areas (e.g., social interactions)
than individuals with only elevated anxious or
only elevated depressive symptoms.

In the Dunedin study, Krueger and his
colleagues (1998) examined the extent to
which specific disorders may actually be
indicators of what they termed “stable, under-
lying core psychopathological processes.” A
two-factor model of internalizing versus exter-
nalizing disorders demonstrated the best fit at
ages 18 and 21 years, and individuals demon-
strated substantial continuity in their relative
position on these latent constructs over this
period. Such an approach may explain con-
current comorbidity rates within internalizing
disorders (i.e., MDD and anxiety disorders)
as well as the longitudinal links between prior
anxiety disorders and subsequent adolescent
depressive disorder.

In addition, subclinical internalizing symp-
toms and problems also demonstrate high rates
of co-occurrence with other types of problems.
For example, several studies report moderate
to high correlations between scores for inter-
nalizing and externalizing symptoms (see
Zahn-Waxler et al., 2000 for a brief review).
In a study of subclinical eating problems
and depressive symptomatology (Graber &
Brooks-Gunn, 2001), individuals with co-
occurring problems reported the greatest dis-
turbances in family and peer relationships in
comparison to individuals with only one or
the other problem. Adolescent girls may be at
particular risk not only for disorder but also
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for comorbidity of multiple disorders due to
unique developmental issues surrounding
pubertal maturation among females. A com-
munity study of young to mid-adolescent girls
examined associations between early puber-
tal maturation and comorbidity in depres-
sion. substance use. and eating problems and
found that early menarche in girls is associated
with greater risk for comorbid depression
and substance use (Stice, Presnell. & Bearman.
2001). Thus. co-occurrence of problems and
comorbidity of disorder is tairly normative
for adolescent psychopathology. This fact may
partially explain why many risk factors for
internalizing problems are not found to be spe-
cific to internalizing problems but rather are
linked to various psychopathologies.

DEVELOPMENTAL MODELS FOR
CHANGES IN INTERNALIZING
SYMPTOMS AND DISORDERS
DURING ADOLESCENCE

A number of models have been proposed
to explain the development of internalizing
problems, and more specifically depression.
throughout the life span. Some models identify
general processes that may lead to elevations
in depressed or anxious mood or even disorder
but do not specify why rates shift dramatically
fordepression during adolescence. Other models
focus on adolescent development and internal-
izing problems but may or may not be applica-
ble to general processes that lead to depression
at other periods in the life span. For example,
puberty is often included in models explain-
ing increased mternalizing problems during
adolescence but rarely is mentioned in general
process models of depression in adulthood. In
the adolescence literature. focus has centered
on models that incorporate developmental
experiences in order to explain individual dif-
ferences in behavioral and adjustment changes
(e.g.. Graber & Brooks-Gunn, 1996). The
models stem from interactional or transac-
tional approaches that might apply to devel-
opment throughout the life span, but in these
cases. particular transitions or experiences

of adolescence are focal to understanding
adjustment or behavioral change at this time
(Graber & Brooks-Gunn. 1996). Models that
are particularly salient for understanding
developmental changes and individual differ-
ences in internalizing problems during ado-
lescence are: (a) diathesis-stress {(Ingram &
Luxton. 2005): (b) cumulative or simultaneous
events (Petersen. Sarigiani. & Kennedy. 1991
Simmons & Blyth. 1987): (¢) accentuation
(Caspi & Moffitt. 19911 see also Susman &
Dorn. this volume): and (d) differential sensi-
tivity (Graber & Brooks-Gunn. 1996).

Diathesis-Stress Models

As noted in this chapter and throughout this
volume. adolescence is remarkable as a devel-
opmental period because of the confluence of
transitions and challenges that occur during
this decade of life. General models of psycho-
pathology. in particular. typically focus on the
experience of stressful Jife events (Ingram &
Luxton. 2005). That is, significant stressful
occurrences commonly precede depressive epi-
sodes. and dysregulation of the physiological
stress system occurs in the face of high lev-
els of psychosocial stress. However, events in
and of themselves rarely fully explain changes
in affect or onset of disorder. Attention must
also be given to the interplay of vulnerability.
risk, and protective factors across develop-
mental stages. As indicated. vulnerability. or
“diathesis.” refers to predispositional, usually
intraindividual. factors that predict internal-
izing symptoms. (problems. or disorders. i.e..
emotion regulation, physiological responses to
stress. or temperament) that are in part shaped
by experience but often become stable during
childhood and adolescence (Ingram & Luxton.
2005). In contrast. risk factors are those fac-
tors associated with increased probability of
internalizing problems but may not clearly be
identified as causal (e.g.. Ingram & Luxton.
2005). For example. gender is a risk factor
for internalizing problems during adolescence
because gender is associated with higher prob-
ability of developing these problems but does




explain why the problems occur more
1 for girls. Protective factors moderate or
sefer the impact of risk factors and poten-
ly impede the development of internalizing
blems.

.The diathesis-stress model of depression
cts that major transitions or negative
ents interact with prior vulnerabilities to psy-
'pathology, resulting in increased problems
oor outcomes 1n the face of these stressors.
esting this model, the focus is typically on
e identification and development of prior
Inerabilities to adjustment problems (e.g.,
:_or emotion regulation skills, depressogenic
enitive styles, genetic markers). Ingram and
uxton (2005) note that these vulnerabilities
1t exist prior to the emergence of internal-
g problems and as noted differ from risk
tors of internalizing problems.

ulative or Simultaneous
vents Models

odels of cumulative and simultaneous
ents posit thar when individuals experience
ajor events or transitions that typically occur
uring adolescence (e.g., school changes or
pubertal development) either in close sequence
cumulatively) or simultaneously, they are
e likely to have negative behavioral
and emotional outcomes as a result of the
confluence of events. Cumulative events may
also be characterized by increasing numbers
f stressful events that occur for adolescents
commensurate with changes in peer groups,
friendships, parental relationships, and school
demands (e.g., the number of stressful events
Ancreases during early and mid-adolescence;
Brooks-Gunn, 1991). Although conceptually
the impact of simultaneously occurring events
may differ from closely successive events, this
s rarely, if ever, tested as most studies define
events as simultaneous if they occur within
a 6- to 12-month period (Graber & Brooks-
Gunn, 1996). Of course, most adolescents
ffectively navigate the challenges and transi-
tions of adolescence; however, in this model,
“Coping resources may be overwhelmed by
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the experience of multiple changes in close
proximity, and thus internalizing symptoms
increase. In essence, the experience of stressful
events and their timing. as well as the increased
likelihood that certain events will occur during
adolescence are the critical factors predicting
internalizing problems in this model.

Accentuation Models

Accentuation models posit that major develop-
mental transitions accentuate preexisting prob-
lems or vulnerabilities, resulting in increased
problems and poor outcomes after the transi-
tion (e.g., Elder & Caspi, 1990). Drawing on
Piagetian theory, the model suggests that individ-
uals will assimilate new information and experi-
ences into preexisting behavioral, emotional, or
cognitive patterns of response to challenging sit-
uations (Graber & Brooks-Gunn, 1996). Studies
supporting such a model have found that preex-
isting behavioral problems are accentuated by
major transitional events (e.g., puberty and par-
enthood; Caspi & Moffat, 1991; Cowan, Cowan,
Hemming, & Miller, 1991). However, most tests
of this model have been made 2-3 years after
the time of transition, and the question of how
subsequent transitions are negotiated is still
unanswered (Graber & Brooks-Gunn, 1996).
Note that accentuation models focus on major
transitions that exacerbate preexisting problems
or vulnerabilities, in contrast to diathesis-stress
models that focus on prior vulnerabilities that
interact with any type of stressful event.

Differential Sensitivity

Contrary to the previous models discussed,
differential or heightened sensitivity mod-
els emphasize the potential for vulnerability
within an individua! to vary depending on
the developmental period. That is, periods of
transition may present increased vulnerability
to the individual in how stress is experienced.
Heightened sensitivity models have arisen from
studies of women's reproductive transitions
(puberty. pregnancy, menopause)} and the con-
nections between these transitions and changes
in mental and physical health (e.g., Graber &
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Brooks-Gunn. 1996). Biological systems may
be more sensitive to environmental or contex-
tal nfluences during times of rapid change.
as seen in reproductive transitions. Similarly.
models of differential sensitivity. also like
accentuation or diathesis-stress models. suggest
that individuals with preexisting characteristics
are potentially more sensitive to developmen-
tal transitions and challenges. In this case. the
transition period results in heightened vulner-
ability to stress resulting in poorer mental or
physical health. but vulnerability may be less
stgnificant in nontransitional periods. Notably,
one concern is that individuals who experience
heightened vulnerability and enter a path for
poorer health may continue on that trajectory
after the transitional period ends.

Clearly, these models share many similari-
ties and the distinctions are predominantly in
the area of emphasis (stressful events versus
vulnerabilities) and the extent to which they
focus on developmental transitions as distinct
from other stressful events. (Table 19.2 pro-

vides an overview of the primary emphases of

these models.) These models will be revisited in
the following sections in cases where they have
been used to explain findings in the literature.

VULNERABILITY AND RISK

FACTORS ASSOCIATED WITH
INTERNALIZING PROBLEMS

In general. the etiology of internalizing prob-
lems can be organized around several vulner-
ability and risk factors. These include: stress:

psychological processing ot stress inciuding
cognitive processes. personality. and related
psychopathology: biology of stress. including
markers of disorder. neurodevelopment. and
hormones: genetics and gene environment inter-
actions: and interpersonal relationships (e.g
Birmaher et al.. 1996: Garber. 2000: Petersen et
al.. 1993). From a developmental perspective,
such categorizations often fall short of examin-
ing integrative, transactional, or biopsychosocial
processes: for example. genetic and parenting
etfects on depression are no doubt interactive
(Collins, Maccoby. Steinberg. Hetherington, &
Bornstein. 2000). Hence. consideration: of how
these factors intluence each other and how they
may be influenced by broader contextual fac-
tors (e.g.. gender. transitional periods) will be
taken into account. Also. within any particular
study of adolescents, the subgroup experiencing
an internalizing problem may be experiencing it
for the first time or may have a recurrent or per-
sistent problem. Recent longitudinal studies of
depression find unique predictors of each (e.g.,
Lewinsohn et al., 1998). As noted. many more
studies focus on the prediction and correlates of
depression (MDD) and depressive symploms,
whereas much less in known about anxiety.
Hence. the following sections most often apply
to depressive problems and may not include lit-
eratures on all types of internalizing problems.

Stressful Events

As indicated. many models of the etiology
of internalizing problems are based on the

TABLE 19.2  Models of the Development of lnlernaliiing Problems

Model Stress Associated With

Vuinerability

Diathesis-Stress Suressful events

Cumulative/Simultaneous Events
transitions

Accentuation

transitions

Differential Sensitivity Stressful events

Developmental transition or multiple

Developmental transition or multiple

Traitlike characteristic that develops in
childhood or during adolescence
Conferred by timing of transition

and overwhelming of psychological

resourees

Existence of prior internalizing problems

Develops during o transition due to sonme
aspect of the transition
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diathesis-stress model. Hence, stress or stress-
ful events are critical risk factors for internal-
izing problems. Lazarus and Folkman (1984)
define psychological stress as a “relationship
petween the person and the environment that
is appraised by the person as taxing or exceed-
ing his or her resources and endangering his or
her well being.” (p. 19). Garber (2000) defines
stressful life events as ... circumstances char-
acterized by either the lack or loss of a highly
desirable and obtainable goal or the presence
of a highly undesirable and inescapable event,”
(p- 475). As is demonstrated by these two
highly cited definitions, numerous interpreta-
tions of stress exist within the psychological
literature. Regardless of definitions, there is

" much consensus and evidence that events iden-

tified as stressful by the individual are linked
to internalizing problems.

The adult and adolescent depression lit-
eratures frequently report retrospective asso-
ciations between the experience of major life
events and the experience of a depressive epi-
sode. Among adults, 60%~70% of individu-
als with MDD report a major stressful event
in the preceding year, usually some type of
loss; effects are more modest in studies of
depressed children and adolescents (Birmaher
et al., 1996). Traumatic loss, such as exposure
to another’s suicide, dramatically increases the
risk for depression among adults and adoles-
cents (Birmaher et al., 1996). Similarly, anxiety
disorders may also be preceded by a stressful
life event (Vasey & Ollendick, 2000). The events
need not be associated with the anxiety problem
directly, as in the case of PTSD, in which a
precipitating event leads to the distress response,
but instead. other anxiety disorders such as
GAD may arise after family relocations, school
changes, or other stressful life events.

The individual’s assessments of the
importance of the event, how negative the event
is, what impact it has on other areas of the indi-
vidual’s life, and whether the event is control-
lable or uncontrollable are all factors affecting
whether stressful events are associated with
increased internalizing problems or disorder

(Birmaher et al., 1996: Vasey & Ollendick.
2000). Compas Howell. Ledoux. Phares, and
Williams (1989) report that major events in the
family tend to increase the number of minor
stressful events for family members. which
leads to increased behavior problems (inter-
nalizing and externalizing symptoms) among
young adolescents; thus, events in the broader
context of an adolescent’s life as well as imme-
diately experienced events are salient to changes
in internalizing symptoms. Furthermore, indi-
vidual differences in terms of how events are
interpreted or processed cognitively have been
linked to onset and maintenance of internaliz-
ing problems (Kaslow, Adamson. & Collins,
2000 see subsequent section).

In general, such associations between
stressful events and internalizing symptoms
would apply to any point in the life course. As
noted, cumulative or simultaneous event models
suggest that internalizing symptoms increase
during adolescence because adolescents are more
likely to experience more stressful life events
than individuals of other ages, given the nature
of normative adolescent development; these
events include puberty, school change, changes
in family relationships, changes in peer relation-
ships, and so on. Reports of stressful life events
(both negative and positive events) have been
found to increase during early to mid-adolescence,
with higher rates of stressful events associ-
ated with increases in internalizing symptoms
(Brooks-Gunn, 1991; Ge, Lorenz. Conger,
Elder, & Simons. 1994).

In the few studies that have looked at the
simultaneity or ordering of developmental events
or transitions. the occurrence of peak puber-
tal development (as indexed by rapid change
in physical growth) prior to school change was
predictive of increased depressive symptoms
several years later, at 12th grade (Petersen
et al., 1991). Notably, this effect was found
only among girls. Givén the normative differ-
ences in pubertal timing between girls and
boys, with girls showing physical changes
of puberty earlier than boys, and the norma-
tive grades when young adolescents make
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school transitions. only girls had significant
pubertal chunges prior to making a school
change. Hence. gender diflerences in internal-
izing symptoms over adolescence may in part
be explained by the timing of developmental
events and transitions,

In addition to greater likelthood of expe-
riencing svochronous events and transitions.
virls may be at greater risk for increases in
internalizing symptoms because of the types of
events that normatively oceur in adolescence
and how girls respond to them. Specifically.
during the middle school years. adolescents
frequently experience changes in their close
relationships. endorsing events such as breuk-
g up with a friend. having a fight with a par-
ent. and so on. Girls. in comparison 1o boys.
may be more likely to experience negative
emotions in response to events in relation-
ships. report more events that are relationship
focused. and perseverate about events that
have happened with peers (Kessler & McLeod.
1984: Rudolf, 2002). Because of girls™ tenden-
cies 1o rely heavily on peer relationships for
emotional support and intitnacy. these events
may elicit more {requent or prolonged internal-
izing responses in girls, especially girls with
vulnerabilities in interpersonal relationships
(Rudolph. 2002: see subsequent section).

Overall. stressful events may increase in
number due to changes in adolescent experi-
ence. may increase in magnitude in association
with major developmental transitions. and may
have a more deleterious effect due to the tim-
ing of events. The impact of events may vary
due to psychological factors or biological fac-
tors. Acknowledging that neural processes are
the basis of psychological factors. each will be
discussed separately.

Psvchological Factors: Cognitions,

Emotion Regulation, and

Temperament

Cognitions

As not all adolescents  who experience
challenge or swtress develop  internalizing
problems. individual characteristics. skills. and

capacities are often vuinerabilities that interact
with stress increasing the likelihood of inter

nalizing symptoms and problems. Cognitiye
changes during adolescence are & foundatigy
of changes in self-evaluation and processing of
the other challenges of adolescence (Hartey
1998). While cognitive abilities increase ix;
several domains during adolescence, a!lowing
for more nuanced reflections on the self, one'g
future. and the world (Keating, 2004), ope
question that remains is the extent to which
adolescent changes in cognition are predictive
of changes in internalizing symptoms. A welj.
documented literature demonstrates that cog-
nitive styles or cognitive attribution biases are
associated with depressive symptoms and that
these styles and biases are often established
prior to adolescence (Kaslow et al., 2000;
Nolen-Hoeksema. 1994). Hypothetically, some
cognitive-based vulnerabilities may develop
cominensurate  with
cognitive development, whereas others may be
preexisting. interacting with the developmental
challenges of adolescence to lead to internaliz-
ing problems. For individuals with preexisting
vulnerabilities. adolescence may be the first
time in development when sufficient stressors
have occurred to result in problems.

Kaslow and colleagues (2000) identify three
primary areas of cognitive processing that
are associated with depression: negative self-

during  adolescence

schemas (negative views of the self). faulty
information processing (attributional biases),
and negative expectancies (helplessness and
hopelessness). As noted. changes in thinking
about the self are part of adolescent devel-
opment. Self-consciousness also seems to
increase during early adolescence. In addition,
assessments of self-image or esteem tend to
demonstrate moderate to strong associations
with internalizing symptoms. making it dif-
ficult to consider negative self-evaluations
separately from these symptoms.

Appraisals of physical development or body
mmage are areas of self evaluation that are par-
ticularly salient to adolescents and their risk for
internalizing problems. Although most youth




.monstrate increases in body esteem over
escence, disturbances in body image are
mmon during early adolescence (or at
perty) for both girls and boys (Graber.
ersen, & Brooks-Gunn, 1996). and in turn
ve been shown to prospectively predict
;ncreases in depressive symptomatology in ado-
escents (Paxton, Neumark-Sztainer, Hannan,
& Eisenberg, 2006). At the same time, body
image concemns seem 1o have a stronger impact
girls’ internalizing symptoms as well as
ating disorders and symptoms than on boys’
symptoms (e.g.. Allgood-Merten, Lewinsohn, &
Hops, 1990; Rierdan, Koff, & Stubbs, 1989). In
our own work in a longitudinal study of girls,
“many girls experienced a serious disturbance
in body image at some point during adoles-
cence (Ohring, Graber, & Brooks-Gunn, 2002).
Body disturbance was concurrently associated
with elevated internalizing and disturbed eat-
: i’ng symptoms. However, girls with recurrent
or persistent poor body image during adoles-
~cence not only had elevated depressive and
~eating symptoms during adolescence, but also
~ reported more symptoms in young adulthood.

Nolen-Hoeksema (1994) postulated that
gender differences in depression emerge during
adolescence due to an interaction between
how girls experience puberty and gender
differences in the ways that adolescents expe-
rience and react to stress. Consistent with this
proposition, we found that girls with persistent
body dissatisfaction were also more likely to
have gone through puberty earlier than their
peers (Ohring et al., 2002). Thus, negative self
evaluations (i.e., body dissatisfaction) were
linked to puberty, and individual differences
in puberty were important in determining who
had continued negative self evaluations. In the
limited literature on boys’ body dissatisfaction,
comparable individual differences are not
found. Hence, the development during early
adolescence of negative self-evaluations about
the body may be an important factor explaining
gender differences in depression, as well as
explaining why some girls have more internal-
izing symptoms than other girls.
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In contrast, faulty information process-
ing and negative expectancies are cognitive
vulnerabilities that are likely in place prior
to adolescence. These factors are moderators
of the experience of adolescent challenges in
predicting not only internalizing symptoms,
but also aggressive symptoms. In general,
cognitive styles or faulty information process-
ing usually reflect how social information
or events are interpreted by the individual.
Cognitive biases that attribute negative events
to internal, stable, and global causes and biases
that attribute positive events to external, unsta-
ble, and specific causes are linked to elevated
depressive symptoms (Kaslow et al.. 2000).

The interpretation of the controllability of

events in one’s life has also been linked to both
depressive and anxiety symptoms (Alloy &
Abramson, 2007; Vasey & Ollendick, 2000).
In particular, a sense of hopelessness (i.e..
belief that events have internal, stable, and
global causes that one can do little about) has
been linked to depressive disorder.

Cognitive styles or attributions consistently
differentiate youth with, versus without, disor-
ders and those with elevated, versus normative,
levels of internalizing symptoms (see Kaslow
et al., 2000 for a review). However, a large
meta-analysis did not find that attributional
styles consistently interacted with life events
to predict depression, as would be expected
(Joiner & Wagner, 1995). Much of the research
to date on this issue is cross-sectional, making it
difficult to determine if cognitive styles develop
or change substntially during adolescence.
In analyses with the OADP. when youth were
in high school, many adolescents demonstrated
consistent cognitive styles over a 1-year period
but subgroups of youth demonstrated change
(Schwartz, Kaslow, Seeley, & Lewinsohn,
2000). Change in cognitive styles was associ-
ated with other cognitive factors; for example,
better self-esteem at the initial assessment pre-
dicted change from maladaptive to an adaptive
cognitive style over time.

Notably, certain attributions or cognitive
styles may be more salient to the maintenance

i
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and recurrence of depression than to onset. For
example. individuals who ruminate on nega-
tive emotions tend to have Jonger and more
severe depressive episodes. Importantly. Nolen-
Hoeksema (1994) suggests that girls are more
likely 1o be ruminators than are boys. In her
model. girls are not only more likely to expe-
rience normative developmental experiences
negatively (i.e.. form negative body images in
response Lo the changes of puberty ) but also girls
are more likely to demonstrate an attributional
style (i.e.. rumination) that magnifies those neg-
ative feelings. Such an interactive model would
address the guestion of why more girls become
depressed or have clevated internalizing symp-
toms and problems. Alloy and Abramson (2007)
lend further support to this model. postulating
that changes in cognitive functioning due to
brain development during adolescence result in
improvements in attentional executive functions,
increases in working memory skills, improved
hypothetical thinking, and future orientation.
These neural-cog