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Adolescent depression is a serious disorder marked by a prevalence rate of approximately 5% along with
significant rates of relapse and mortality (Brent & Birmaher, 2002). This qualitative study involved semi-
structured interviews of nine young adults who were diagnosed with and treated for major depressive
disorder between the ages of 15 and 18. Five themes emerged from the interviews: (a) talking to a coun-
selor about their depression was helpful; (b) participants obtained relief in their counseling and
expressed respect for their professional helpers; (c) parental (and adult) partnerships are important; (d)
friends of the adolescent clients were usually helpful to them; and (e) the adolescents possessed a real-
istic optimism concerning a possible subsequent depressive episode. Implications for mental health
counselors are also discussed.

Concerns over adolescents’ mental health, particularly related to depression,
are becoming increasingly apparent. According to an Annenberg Public Policy
Center survey (“School officials identify,” 2004) of 1400 mental health profes-
sionals working in public high schools, depression and substance abuse issues
were cited as the most serious challenges, receiving ratings even higher than
various forms of violence. Over two-thirds of the responding professionals
identified depression as either a great or moderate problem. Furthermore, only
34% of survey participants indicated that their school had a clear process for
identifying students with mental health issues. Of those students in need of
counseling, the majority of professionals expressed a belief that only half or
fewer receive the needed mental health services.

Adolescent depression potentially affects youths’ overall well-being, inter-
personal relationships and academic performance, as well as family and support
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systems. More importantly, adolescent depression is often related to suicide, the
third leading cause of death for those aged 15–24. In 2002, 1531 youth between
the ages of 15 and 19 committed suicide (Centers for Disease Control and
Prevention [CDC], 2005). According to the CDC Web site, “Adolescents and
young adults often experience stress, confusion, and depression from situations
occurring in their families, schools, and communities. Such feelings can over-
whelm young people and lead them to consider suicide as a ‘solution’” (CDC,
n.d.). Mental health counselors working with adolescent students and clients
are encouraged to have a strong knowledge base on this problem, as the rate of
such depression and suicide “constitutes a crisis in our society” (Stanard, 2000,
p. 10). Finally, Evans, Van Velsor, and Schumacher (2002) called adolescent
depression “one of the most overlooked and undertreated psychological disor-
ders” within this period of development (p. 211).

Brent and Birmaher (2002) described adolescent depression as “a chronic,
recurrent, and serious illness associated with substantial morbidity and mortal-
ity,” yet also as an “eminently treatable condition” with medication and specific
types of therapy (p. 670). At any given time, about 5% of adolescents are
depressed, and, without professional help, a major depressive episode lasts
approximately eight months. Furthermore, the risk of recurrence is significant.
Within two years, about 40% of individuals will have another major depressive
episode. Within five years, this statistic increases to 72% (Brent & Birmaher). 

Signs and symptoms of adolescent depression can be consistent with those
found in adult depression. The Diagnostic and Statistical Manual of Mental
Health Disorders (4th ed., text revised) (DSM-IV-TR) (American Psychiatric
Association, 2000) does not differentiate between adolescent and adult depres-
sion; in both cases, five or more symptoms must be present during the same
two-week period and mark a change from the level of previous functioning. Of
the nine DSM-IV-TR symptoms, only one criterion specifically mentions ado-
lescents: Under “depressed mood most of the day,” a subsequent note indicates
that this can appear as an irritable mood in the adolescent population. 

Brent and Birmaher (2002) noted that depression in both children and ado-
lescents is not always featured by sadness, but rather takes the form of irritabil-
ity, boredom, and the inability to find pleasure. Symptoms of depression may
also vary depending upon the stage of adolescence. Younger adolescents may
show more anxiety-related symptoms—clinging behaviors, unexplained fears,
and physical symptoms—while older adolescents may experience a greater loss
of interest and pleasure and also have more morbid thinking (Mondimore,
2002). Lewinsohn, Rhode, and Seeley (1998) found that nearly 89% of
depressed adolescents reported disturbances in sleep. Other symptoms that
were frequently reported included a disturbance in weight/appetite (79.5%) and
anhedonia (77.3%).

Though the signs of depression are fairly clear, identifying an adolescent
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with depression can be difficult. Though only using the word “child” in dis-
cussing child and adolescent depression, the National Institute of Mental Health
(n.d.) noted that the challenge lies in determining whether the youth is experi-
encing a temporary phase or truly suffering from depression. Two factors can
enter this determination, the first of which separates an adolescent who is
dispirited from an adolescent who is demoralized. Being dispirited could sur-
face from an adolescent’s not being allowed to go to a movie or on a date, while
demoralization could result from rejection from a romantic partner. In the case
of demoralization, the adolescent could show signs of rising above the feelings
and thoughts of rejection, though only momentarily and temporarily. The sec-
ond point focuses on the time element, as the change in mood must be signifi-
cant and last for weeks rather than days (Koplewicz, 2002a).

Though much research has been conducted on adolescent depression in the
past two decades, a significant amount is still unknown. For instance, as
Koplewicz (2002) indicated, “The truth is that while we know what works best
for adults, we’re still addressing that question for adolescents” (p. 7). Much of
the existing research on adolescent depression has been quantitative in nature,
though some qualitative studies have also been conducted either on or related
to the topic in the past five years. 

Among the qualitative explorations, three of them approximated the present
study. Wisdom and Green (2004) sought to better understand the experiences of
teens given a depressive diagnosis. Because they could not identify any previ-
ous qualitative work on teens’ experience of depression, they initially con-
ducted a focus group of seven 15-year-old youths as a way to formulate prelim-
inary queries before interviewing 15 adolescents with diagnoses of depression.
They found that adolescents reacted to their diagnosis in one of three manners:
“Identity Infusers” accepted it as a part of their personality that could not be
changed; “Labelers” utilized it as a label that benefited their attempts to
recover; and “Medicalizers” took on a patient role consistent with the medical
perspective of depression (pp. 1230, 1231). The process by which teens expe-
rienced depression was also similar to adults: a gradual increase in distress, a
period of being in a “funk,” and a time of examination as to whether they were
truly depressed (p. 1227). 

Second, Farmer (2002) conducted in-depth interviews of five teens diag-
nosed with depression and found eight themes, including a “dispirited weari-
ness” characterized by continuous fatigue, distressing physical symptoms, a
decrease in grades, and a “loss of academic self-esteem” (p. 572). “Unrelenting
anger” represented another theme—the most frequently mentioned aspect of
participants’ experience—that was marked by “an incredibly strong and persis-
tent experience” and described by Farmer as “constant, easily triggered, and
explosive” (p. 576). It was also this anger that participants used to measure their
depth of depression and led to impulsive behaviors with grave consequences.
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All parents of participants were either divorced or in the midst of serious mar-
ital difficulties, which contributed to the theme of “parental break-ups” and
their being “caught in the middle” (p. 576). Living in such situations caused
anxiety, sleeping difficulties, and physical problems in participants. 

Finally, Draucker (2005) noted that no previous work examined in-depth pat-
terns of interaction between depressed teens and important adults in their lives.
In interviews of 52 young adults aged 18–21 who suffered from depression or
depressive symptoms during adolescence, she found a commonality in their
struggle to “feel connected with, anchored by, or guided by important people in
their lives.” Their experiences were marked by “a painful drifting through life”
since such personal relationships that may have helped them were absent. The
participants who came to a “positive resolution” with depression were also the
ones who described the development of a “meaningful connection” with at least
one other significant person in their lives (p. 948). 

Recent suicide-related qualitative studies have examined both teens’ and
mothers’ perspectives on adolescent depression. Bostik and Everall (2006)
interviewed 50 Canadian adolescents and young adults between the ages of 13
and 19 who were suicidal and found three categories related to their perceptions
of attachment relationships: parental insecurity, peer insecurity, and perceptions
of self. Daly (2005) identified five themes through her interviews with mothers
of suicidal teenagers who were diagnosed with a mental disorder. One such
theme included the feeling of being a tremendous failure.

The purpose of this study was to increase the understanding of adolescent
depression by interviewing formerly depressed young adults regarding their
adolescent experiences with depressive symptoms, the help-seeking process,
and treatment for this disorder. Specifically, we sought to identify emerging
themes in qualitative interviews to supplement quantitative research findings
on such items as the person’s sources of assistance, helpful and unhelpful ele-
ments of treatment, possible concerns about subsequent relapses, and advice for
currently depressed teens as well as for the mental health professionals work-
ing with this clientele. Through this design, it was hoped that themes connected
to crucial issues and prior research could also be identified.

Our rationale in participant selection was rather straightforward: In advanc-
ing the knowledge base on adolescent depression, we sought the perspectives
of young adults, aged 20–23, who experienced depression between the ages of
15 and 18. This range of ages in this study was chosen for one primary reason:
the period from middle to late adolescence “may be a critical time for studying
vulnerability” to this disorder, as higher rates of depression, higher risks for its
onset, and a significant increase in gender differences are evident during this
time period (Hankin et al., 1998, p. 128). In seeking participants from young
adulthood, it was hoped that the participants would be able to discuss their
depressive episode with greater maturity and meaning than during their adoles-
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cent years. Though we acknowledge no support to confirm this statement, a
similar sample was used by Draucker (2005), who expressed a belief that par-
ticipants were “close enough to their teen years to have robust memories of how
they experienced and managed their distress” (p. 945).

METHOD

Recruitment Strategy
After obtaining institutional review board approval, potential participants

were sought solely through four display-sized advertisements in a student
newspaper of a university during the fall 2005 semester. The text of the adver-
tisement was: “Participants sought for a study on adolescent depression.
Students must be 20–23 years of age, have been diagnosed with and treated for
adolescent depression between the ages of 15–18, and must be currently
depression-free. Participants will receive compensation for approximately
60–90 minutes of their time.” For more information, readers were referred to a
Web site, which provided an overview of the study, eligibility criteria, ques-
tions that would be asked of participants, the informed consent, and a phone
number to schedule an appointment. In the newspaper advertisement, the phone
number of the primary author was also included as another way to receive addi-
tional information. Four advertisements were published. No response was
gained from the initial advertisement; the subsequent three advertisements were
larger in font size than the first one.

Information about the Participants and Researchers
Each of the individuals who expressed interest in the study was a university

student at a medium-sized institution in the Northeast. Eleven individuals
responded to the advertisements over the approximate three months, and ten of
them made subsequent appointments with the researchers. It is noteworthy that,
given the institutional enrollment and a lifetime prevalence rate of major
depression of 14% among 15- to 18-year-old youths (Hankin, 2006), a signifi-
cantly larger portion of the campus population likely experienced major depres-
sive disorder in their late adolescence. However, the number of those young
adults who received professional help during their teen years is difficult to esti-
mate. Thus, the size of the possible population given the criteria for participa-
tion is unknown. Of the nine final participants, seven were women and two
were men, which is consistent with higher rates of teenage depression in girls
compared to boys (Wade, Cairney, & Pevalin, 2002). The mean age of partici-
pants at the time of data collection was 20.2 years, and the mean age of partic-
ipants at time of diagnoses was 16.8 years. Only one interested student was
deemed to be ineligible, and this was due to the diagnosis occurring before the
age of 15. 

One of the two researchers who screened potential participants and per-
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formed the interview had a professional counseling background, and the other
was enrolled in a counseling program. The researcher who conducted the
screenings was a male faculty member in the university’s department of coun-
seling. Meanwhile, the researcher who interviewed the participants was a
female graduate student in counseling who had completed over half of her
Master of Education degree requirements. Her age also approximated the ages
of the participants. A third researcher, who holds a doctoral degree in mass
communications, analyzed the interview data. By choosing a colleague with no
previous knowledge of the specific interview content and no significant train-
ing in counseling areas but with doctoral-level work examining qualitative
methodologies, we sought to avoid bias in the data analysis.

Data Collection
Interested students called the office of the primary author to schedule an

interview, which took place in a counseling room or an office of the respective
department. Potential participants initially met with two of the three authors.
The primary investigator asked whether they had reviewed information regard-
ing the study on the Web site, answered any questions, and then requested that
they again review and sign the informed consent, a copy of which was given to
them.

Potential participants were screened and, if eligible, subsequently inter-
viewed on a first-come, first-serve basis. Individuals who met the full criteria
and completed both the screening and interview were paid $30. Individuals
who completed the initial screening but did not meet the necessary require-
ments for the study were paid $10.

To ensure that prospective participants were not currently depressed, two
screening tools were utilized in this study: a questionnaire that reflected the
DSM-IV-TR (American Psychiatric Association, 2000) criteria for major
depressive disorder and the Beck Depression Inventory-II (BDI-II) (Beck,
Steer, & Brown, 1996). The first instrument, a nine-item questionnaire created
for this study and consisting of closed-ended questions reflective of DSM-IV-
TR (American Psychiatric Association, 2000) criteria, was administered orally
to potential participants by the primary author. Since the questionnaire lacked
psychometric support, it served as a preliminary screening tool only. The sec-
ond tool, the BDI-II, was then completed by the potential participant while
alone in the interview room. To be eligible for the study, potential participants
had to score 19 or below on the BDI-II.

The primary purpose of the BDI-II is to assess the level of depression in
adults and adolescents. Arbisi (2001) reported a coefficient alpha of .93 for
internal consistency reliability for a nonclinical sample, and a test-retest corre-
lation of .93. In regard to concurrent validity, the BDI-II possesses a moderately
high correlation (r = .71) with the Hamilton Psychiatric Rating Scale for
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Depression-Revised in psychiatric outpatients (Arbisi). Total scores can range
from 1-63. Scores from 0–13 indicate minimal depression, 14–19 indicate mild
depression, 20–28 indicate moderate depression, and 29–63 indicate severe
depression (Beck, Steer, & Brown, 1996).

Once the screening was completed and eligibility criteria were met, partici-
pants were asked questions regarding three aspects of their depression during
adolescence: the initial period of the depressive episode, the treatment sought
and received after the diagnosis was made, and a retrospective section regard-
ing their view of the depression at that point in time. (See the appendix for the
complete list of questions). Interviews were semi-structured in nature, as fol-
low-ups and clarifications were permitted, and were completed by the third
author in the same room where the screening was completed. For transcription
reasons, the interviews were audio-taped. The length of the interviews ranged
from approximately 15 to 65 minutes. The primary factor in the wide range of
interview lengths could be attributed to the participants themselves: The depth
of participants’ responses varied. Some participants answered questions briefly
and succinctly, whereas others were more talkative and gave lengthier
responses. A possible secondary factor was an increased use of probes and
requests for clarification by the interviewer with some participants. 

An interview script was developed that examined three areas: issues related
to the beginning of the depression; issues related to post-diagnosis of the
depression; and issues related to “looking back” at the depression. Because we
sought a kaleidoscopic view of the depressive episode from its start through its
healing and beyond, we utilized general, open-ended inquiries in our interview
script. 

Data Analysis
The interviews were analyzed without the use of a qualitative data analysis

(QDA) program. Recognizing that “(s)oftware programs (can) facilitate data
storage, coding, retrieval, comparing and linking—but human beings do the
analysis” (Patton, 2002, p. 442), the we chose to physically analyze the data
through inscribing and revising notes written on the physical transcripts. While
software programs can assist in analyzing qualitative data, especially for data
sets larger than the one in this particular study, computer-aided analysis “is not
a requisite for qualitative inquiry” (Patton, p. 447). In assessing the relatively
small, manageable set of data, we concluded that a physical analysis of the data,
if considerable time were taken to do so, would be more thorough than one
assisted by a QDA program. 

First, we performed a cursory read of the data. followed by a process of
reducing the “volume of raw information, sifting trivia from significance, iden-
tifying significant patterns, and constructing the essence of what the data
reveal(ed)” (Patton, 2002, p. 432). Provisional answers to questions, similari-
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ties and differences among respondents and among responses, relationships
among and between words (sentences and paragraphs), unwritten rules, and
emerging patterns leading toward themes were all carefully considered during
the several readings of the data. 

The Five-Step Analytic Process
The premise on which our analysis was built suggests, “Qualitative analysis

transforms data into findings. No formula exists for that transformation.
Guidance, yes. But no recipe” (Patton, 2002, p. 432). With this in mind, we ana-
lyzed the data primarily though a process outlined by McLeod (2001) and built
on the premise that “good qualitative analysis looks at the text from all possi-
ble angles, and seeks to capture a sense of what the whole of it may mean” 
(p. 144). 

While McLeod’s work provided the major guidance for a five-step process
(described next), the guidelines for this process were also informed by Strauss
(1996) and Polkinghorne (1991), as well as through suggestions from the
Journal of Counseling & Development (Choudhuri, Glauser, & Pereogy, 2004).
Following is a synopsis of each step, the culmination of which generated the
themes described next in this study’s “findings” section: 

First, the data were coded, which provided a means for conceptualization and
compartmentalization. Specifically, “open” coding, which included a careful
examination of each sentence of the interview data, was utilized. Second, pro-
visional questions were explored. Through this exploration, guiding hypotheses
were formed, and potential relationships among the data emerged. Third, a
“dimensionalizing” process took place through which potential distinctions
among and between the themes became evident. Fourth, categorizations deter-
mined through the first three steps were examined collectively as well as in
relation to one another. In turn, emerging themes were noted. Relationships
among and between these themes were determined and a synthesizing process,
which would result in the culmination of five themes (discussed in the “find-
ings” section), was underway. Fifth, theoretical saturation took place “when
additional analysis no longer contribut(ed) to discovering anything new”
(Strauss, 1996, p. 21). 

To insure accuracy in our analysis, the final draft of the findings was sub-
jected to another review. This procedure was used to determine if the findings
were consistent with those recalled in the data-collecting process. In fact, they
were deemed to be accurate.

In our estimation, the inductive approach utilized in this study was the proper
one for identifying the meanings of depression and treatment in young adults
from a complex data set of interviews. A more deductive approach using an
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existing framework (such as a questionnaire) would have resulted in tightly
controlled findings rather than the illustrative themes found in our study. 

FINDINGS

Five themes emerged from the data: (a) talking was helpful; (b) relief was
obtained in their work with counselors; (c) parental (and adult) partnerships
were significant; (d) friends were most often helpful; and (e) a realistic opti-
mism was present when looking back at their experiences. It should also be
noted that, although participants worked with a variety of mental health profes-
sionals, the word “counselor” is used predominantly in this article. More spe-
cific identifications were made when participants spoke about the type of men-
tal health professional they saw.

Talking Was Helpful
Almost without exception, the respondents valued the simple act of talking,

and, in turn, the availability of a counselor as a listener. This finding, though
not surprising, is strongly evident throughout all of the data and across all par-
ticipants. One participant summarized this theme in responding to a question
regarding what helped her to overcome depression:

Just sitting down and talking and realizing that [the depression] was nor-
mal—that you could be depressed without actually having a reason or some-
thing to be depressed about….Just talking, even if it was things you already
thought about, but just talking about them to someone else helped…

When asked, “What advice would you have for teens who are currently
depressed?” this same participant answered, “Just talk to someone about it.” 

When asked what elements of counseling were helpful, one participant
stated:

Just being able to tell [my psychologist] everything I had internalized and not worry if she’s
thinking badly of me or saying, ‘Oh, I really don’t want to listen to this.’ I was able to unload,
which is what I needed to do.

Another participant offered a similar comment in saying, “The talking
part….Having someone to listen who just allowed you to talk and that comfort-
able atmosphere.”

Once “heard,” however, participants were split in their preference of the
counselor’s response and direction. Few individuals wanted direction and
advice, while the majority simply liked having a listener. Thus, direct advice
from counselors was not as valued as reflections from the professionals,
whether indicating understanding of the client or in the form of counselor self-
disclosure. 
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Relief and Respect
Prior to seeking help, it was clearly evident that the participants experienced

a significant amount of emotional pain. The data are filled with descriptions of
the participants’ distress, suggesting that the participants “stopped hanging out
with friends;” were “sad a lot” for no discernable reason; sat alone; were get-
ting in trouble with police; felt like nobody wanted to be around them; per-
ceived they had become unpopular; cut themselves; planned their suicides; felt
hopeless; had trouble sleeping; felt lethargic; exhibited physical symptoms,
such as weight gain, stomachaches, headaches, and trouble sleeping; were irri-
table; and self-medicated with alcohol and drugs. Almost without exception,
sometimes overtly and often in a subtext, the participants seemed to find relief
in the therapeutic work that they had carried out with their counselor. With one
exception of a participant who expressed dislike for his psychiatrist, others
almost overwhelmingly spoke highly of the benefits of their counseling. 

Despite these symptoms, the crux of their recovery was the therapeutic work.
Though a few participants referred to their medication as having been helpful,
this effect was not the overall focus. Instead they credited their counselors—or,
more specifically, their relationship with their counselors—for helping them to
feel better. In discussing her counselor, one participant said, “Doc was really
helpful. He became…like a friend….Doc and I would sit down and he’d say,
you know, ‘How are classes going?’ And I would tell him…if I was slipping
up….And Doc would be like, ‘Stop messing around. You’re being immature
about this. You’re a bright kid, just do the work. That’s what you need to do.’”
As indicated in this quote and almost without exception among participants, the
counselors’ direction and challenge were noted, even though these elements
may not have been initially accepted. One participant indicated that her psy-
chologist “was very helpful. She gave me silly exercises to do that I thought
were silly at the time, but it [sic] really did help me.”

One participant referred to her therapy as “truly life-changing.” Asked what
advice she would have for currently depressed teens, this same participant
responded, “Get help. Go see a psychiatrist; go see a psychologist.” Issues
related to prescriptions for psychotropic medicine were seldom referenced.
Overall, participants seemed to believe they benefited more from talk therapy
than from medication.

Parental (and Adult) Partnerships
While one might expect a depressed teen to avoid and possibly reject parents,

overall the opposite was found to be true. Though initially reluctant to enter
counseling, one participant was forced there by her mother. The participant
explained, “[My mother] said, ‘Hey, you need to go to counseling,’ because she
realized something was wrong.” The participants depended on their parents to
help them, sometimes in basic ways (such as driving them to the appointment),
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and, perhaps more importantly, in simple, supportive ways (e.g., turning to a
parent for help). The tendency of participants was to respect their parents and
not to blame or otherwise accuse them of any wrongdoing.

One participant explained that her mother told her to “make out a list of all
the good things that will happen in [her] life.” She continued to describe how
her parents went with her to the first appointment with the counselor and how,
when initially seeking help, “I had my mom call my church because they’re
very nice there….And they hooked me up with some lady who was from the
town near us. And she was very helpful.” She continued, “My mom’s always
helpful. Always. She’s still helpful in keeping me sane.”

Indeed, parents were identified as partners in the recovery process. In refer-
ence to the question of what they would have done both the same and differ-
ently to facilitate recovery, one participant responded, “I think I’d probably be
trying to talk to my parents more about it because they’re family, and I know
they’ll always be there.”

Finally, it appeared that many participants relied on an intermediary, such as
a parent, to lead them to someone trained to help. This “someone” could be a
boyfriend’s mom, a professional school counselor, or a member of the clergy.
In other words, they recognized that someone, often a parent, addressed the
depression or brought them to someone who could help them deal with it.

Helpful Friends—Usually
While parents were instrumental guides toward recovery, friends were

often—though not always—perceived as helpful. One participant mentioned
that her boyfriend’s mother helped her to find treatment. Another participant
indicated that her friends told her professional school counselor about her
depression. Yet another person in the study mentioned “telling a lot of her
friends” when she was depressed. One participant expressed that she felt better
and was “a totally different person” with her friends, and another participant
said she was fortunate to have “good friends...because they really got me
through some...issues.” 

On the other hand, friends were not always emotionally present or support-
ive. One participant stated, “I definitely couldn’t go to my ‘girl’ friends because
you know how people are in high school–like, they switch from group to
friends, and it was really, really rough. And out of nowhere they totally decided
to ignore me.” Finally, no respondents mentioned being ostracized because it
was known they were being treated for depression. That is, the traditional
stigma attached to being treated for a mental illness was not mentioned. 

Realistic Optimism
Participants seemed to possess an understated pride in themselves for battling

and overcoming depression. This point is not to suggest that participants held a
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universal belief about the depression reoccurring. In fact, about half of the par-
ticipants expressed a fear regarding this possibility, but were not pessimistic
about it. Those participants who indicated their depression could return were
cautiously realistic about the possibility. One said, “There’s always the worry
of getting back into that feeling. I would tell people it was the worst feeling
ever. I don’t ever want to feel like that again.” Another discussed worrying he
could “slip back” into his depression. He lamented, “Oh God, what if this is the
thing that’s gonna switch me back into it and I gotta do this all over again? I
don’t have the time. I don’t have the energy.” Asked if she thought the depres-
sion could return, another participant answered unequivocally: “Yes. Majorly.”

Those participants who indicated their depression would not return were also
cautiously realistic. However, they appeared to be especially aware of possible
triggers that could bring on a depressive episode in the future. One said:

I can say that everybody gets sad sometimes, but I don’t think that I’ll slip into depression. I
think it will be hard for me if I, like, can’t find a job right away or have money problems or
something like that. Those are more depressed thoughts than actual depression. So I don’t think
so.” 

Another participant echoed the same sentiment: 

No, I’m not really concerned about [the depression returning]. The only time I’m worried about
it is maybe when I get out of college and I’m looking for a job. I’m sure things will be stressful
at that point unless I can get right into a job….Other than that, I mean, I might get married and
I could go through hard times—that could be depressing. But I’m not thinking that there will be
any depression in the next few months or year or two, unless I get bad seasonal depression. 

Finally, some respondents indicated that they were completely unsure
whether the depression would return. Regarding this possibility, one participant
responded:

That’s a tough question right now for me. I’m in college – it’s really quite a grind here. A lot of
expectations, a lot of anxiety, a lot of stress….But I think as long as I get by this college thing
and find something afterwards that makes me happy, I think I’ll avoid depression. Hopefully I
won’t fall in that category of people who find jobs that are worthless and meaningless…

IMPLICATIONS

Implications for mental health counselors may be derived from these themes.
First, the participants in this study did in fact receive professional mental health
assistance. These teens, however, were in the minority, representing only about
11% of children and adolescents who get professional help (Goodwin, 2002).
From data in an investigation by Burns et al. (1995), only 40% of children and
young adolescents with serious emotional disorders received any type of men-
tal health service. 
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However, what is not known from the present study is the specific pathway
to professional help, yet parental partnership was one clear theme associated
with the receipt of counseling. Schonert-Reichl (2003) related a consistent find-
ing in the literature whereby adolescents in general seek the aid of friends and
family and that adolescent women utilize the resource of friends and profes-
sionals more than adolescent men do. To the parents’ credit, they recognized
that something was “wrong” in their child that warranted professional attention.
This action is contrary to an often inaccurate belief by some individuals that
depressive moods are simply an inherent part of adolescent development
(Douvan & Adelson, 1966, as cited in Kessler & Walters, 1998). Along these
lines, what is unknown is how many friends and acquaintances of participants
in the present study were also depressed. For a myriad of reasons, many teens
who are depressed are clearly not getting therapeutic or medical treatment. 

A final item related to this theme is gender differences during later adoles-
cence, a critical transitional time where “self-determined objectives and priori-
ties as well as role demands change considerably” (Rao, Hammen, & Daley,
1999, p. 908). During the ages of 15–18, the female rate of depression is twice
that of the prevalence rate for adolescent men (Hankin et al., 1998). Though this
point is not meant to be reflective of the prevalence rate, it is noteworthy in that,
in our recruiting efforts, over 77% of those willing to participate were young
women.

Second, while it is not known what type of mental health professional (e.g.,
professional counselor, psychologist, or social worker) or medical professional
(i.e., psychiatrist) was seen by the teens, it appeared that this process was
deemed helpful. While many symptoms reported by the study’s participants
were consistent with the literature, finding relief from these symptoms was also
an important theme expressed by participants. The treatment received seemed
to have been at least somewhat effective, insofar as the attainment of relief was
expressed by the young adults in this study. However, what is not apparent from
these findings is what specific aspects of the professional help assisted this
relief the most. Furthermore, with those participants who received counseling,
the theoretical orientation employed in counseling is unknown. Similarly, if
medications were taken, the specific information regarding them as well as the
participants’ perception of their degree of effectiveness was not addressed.
Nonetheless, various approaches have been found to be supportive in helping
those teens suffering from depression. Brent and Birmaher (2002) described
adolescent depression as “an eminently treatable condition that responds to
SSRI’s and specific psychotherapies,” namely cognitive-behavioral therapy
and interpersonal therapy (p. 670). 

One clear finding was the importance of the client-counselor relationship and
active listening with teenage clients who are depressed. The first two themes
regarding the helpfulness of talking and the relief gained from it spoke of the
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importance of the availability of a counselor who listened. As fundamental as
this quality may be to counselors, participants in this study often referred to its
significance in their counseling experiences. Perhaps Lambert’s (1992) finding
(as cited in Asay & Lambert, 1999) that the therapeutic relationship is a primary
therapeutic factor holds true specifically for adolescent clients as well, as many
more of participants’ responses addressed the helpfulness of their mental health
professional listening to them rather than the interventions or medications that
were utilized. One participant stated it succinctly in describing past experiences
with helping professionals: “…some of them were like okay, but I never really
connected with them. I felt like they were more talking at me than with me.”

Third, in regard to possible recurrent episodes of depression, participants in
this study were realistic yet hopeful, acknowledging the possibility of future
episodes while expressing the hope for a depression-free future. Some thera-
peutic approaches, such as cognitive-behavioral therapy, include relapse pre-
vention in helping clients to recognize signs of relapse as well as coping mech-
anisms to deal with such difficulties (Sanders & Wills, 2005; Beck, 1995). In
the participants’ experience in the professional helping process, it is unknown
whether this therapeutic component was included. In the case of adolescent
depression, however, recurrence is possible. In a longitudinal study of adoles-
cent women aged 17–18, nearly half (47%) of the participants had one or more
episodes of depression in the subsequent five years following their first depres-
sive episode (Rao et al., 1999). Even the presence of depressive symptoms dur-
ing adolescence can be a predictor of an adult depressive episode (Pine, Cohen,
Cohen, & Brook, 1999). 

For teens beginning counseling, a broader issue than possible relapses is what
they know about depression. It may benefit counselors to query them about
their knowledge of the disorder at the outset of the therapeutic process.
Inevitably, some clients will express misconceptions about depression, perhaps
based on their experience with or perceptions of a friend or relative who was
also diagnosed with it. A psychoeducational segment may dispel some myths
and relieve concerns about the counseling process and the prognosis of depres-
sion. Interpersonal psychotherapy for adolescents, for instance, is one approach
that includes psychoeducation about the depression in the initial phase of the
therapeutic process (Mufson, Dorta, Moreau, & Weissman, 2004).

Taken a step further and tied to the two themes of parental/adult partners and
helpful friends, the counseling profession—and individual counselors them-
selves— could well benefit from psychoeducation efforts for two other groups:
parents and the greater adolescent population. The involvement of parents in
the counseling process may be a commonplace occurrence, but, just as adoles-
cent teens harbor uncertainties or inaccuracies about the diagnosis of depres-
sion, the same point often holds true for parents. Instead of offering support,
they may maintain a stance of, “If only my teen could get his (or her) act
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together…” Furthermore, parents may feel guilty about the diagnosis, thinking
they must have done something wrong, or may come to the realization that they
may be depressed and in need of counseling (Koplewicz, 2002a). For the latter
group, outreach workshops and presentations concerning depression for teens
could reap many positive outcomes and modify misperceptions of the disorder.
In a study of Australian adolescents who were given vignettes of teens experi-
encing various difficulties, Burns and Rapee (2006) found that participants
were relatively successful in differentiating depressed from nondepressed sce-
narios. However, female participants demonstrated a higher level of mental
health literacy, as they were in part able to pinpoint symptoms of depression
more accurately than male participants.

A topic of future research in this area could focus on the presence and role of
medication in the treatment of adolescent depression, which was a topic not
included in this study. The interview of participants did not include whether
they were prescribed medication, and, if so, their perception of taking medica-
tion for a mental health issue. The 2002 National Stigma Study-Children (Perry,
Pescosolido, Martin, McLeod, & Jensen, 2007) explored adults’ views of psy-
chotropic medication in youth and found that 85% of participants either
strongly agreed or agreed with the notion that physicians prescribe too much
medication for youth. About two-thirds of adults expressed a belief that med-
ication delayed problem-solving in youth as well. Asking similar questions of
adolescents currently or formerly depressed may provide other insights into
their experience of this disorder.

CONCLUSION

The decision to analyze the results of a relatively small number of cases, such
as those represented by the study’s nine participants, is common in qualitative
approaches. With this in mind, no claims of generalizability are suggested, as
traditional statistical procedures for analyzing results were not utilized. Rather,
rich, illustrative, exploratory findings came forth. These findings do not reveal,
for example, a margin of error (or a confidence level) as much as they help us
to understand the phenomenon of adolescent depression.

This study focused on the experiences of young adults who were depressed
in later adolescence, an important time in life when “youth acquire the educa-
tional, social, and occupational skills needed throughout adulthood” (Reinherz,
Giaconia, Lefkowitz, Pakiz, & Frost, 1993, p. 369). In summary, participants
overwhelmingly recognized the value of talking to a mental health professional,
and, when the “right” therapist was found, they expressed respect for his or her
professional assistance. Participants also respected the help of their parents,
and, to an undefined degree, were influenced by their peers. To this point, the
stigma often associated with seeking help for depression was seldom indicated.



64 JOURNAL OF MENTAL HEALTH COUNSELING

While mixed in their opinions as to whether their depression would return,
overall they were grateful for the counseling that they had received. 
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APPENDIX

Interview Questions
Part I: Beginning of Depression
Prior to becoming depressed and being diagnosed with depression, what did

you know about adolescent depression?
At what age did you begin to have the depression linked to your adolescent

depression?
What symptoms (behaviors, thoughts, etc.) did you first have with this depres-

sion?
What did you try to do to make these symptoms go away?
To whom (no specific names, but type of people) did you turn for help at the

beginning of the depression? 
To whom did you turn for help later on in your depression?
How helpful were these people to you?
Part II: After diagnosis was given
If counseling was sought/received…
What elements of it were helpful?
What elements of it were not as helpful?
If counseling was not sought/received, why not?
As you look back at this part of what helped you to change/get better, what

would you do differently? What would you do the same?
Part III: Looking back
Is there a concern that you will be depressed again at some point in the future?
What advice would you have for teens who are currently depressed?
Looking back what was the most difficult part of your depression?
What advice would you have for counselors in working with adolescents who

are depressed?




