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Abstract Depressive symptomatology contributes to

morbidity and mortality across the life course. Among

factors predicting adolescent depressive symptomatology,

it has become increasingly important to identify factors that

prevent or minimize it, i.e., protective factors. This study

examines protective factors operating in three contextual

domains (parental, school-related and individual) that hold

promise for explicating their role in the prevention of

depressive symptomatology among a non-clinical adoles-

cent population in Hungary. Data from this cross-sectional

survey were gathered using self-administered question-

naires from adolescents (N = 881; aged between 14 and

20 years; 44.6% females) from five randomly selected high

schools in Szeged, Hungary. Multiple regression analyses

revealed that individual level variables (i.e., life satisfac-

tion and optimism) were important predictors of adolescent

depressive symptomatology. Among parental variables,

social support from the same-sex parents lowered depres-

sive symptoms. In addition, having dinner together with

one’s family was a significant protective factor for boys,

whereas talking about problems with parents was signifi-

cant for girls. In our study, school-related factors played

only a limited role in reducing depressive symptoms; being

happy with school was a protective factor only for boys. As

a consequence, our findings draw attention to important

gender differences in the structuring of protective factors

and their role in reducing depressive symptoms, which will

likely continue to be an important part of the prevention

conversation.

Keywords Adolescent depression � Gender differences �
Protective factors

Introduction

Depressive symptomatology contributes to morbidity and

mortality across the life course generally and in adoles-

cence specifically [7]. Recently, researchers and clinicians

have begun to increasingly focus on detecting possible

protective factors in understanding the depression sequelae,

after addressing the source of vulnerability, and their role

in minimizing negative health outcomes for youth [30].

Protection consists of attributes with direct ameliorative

effects that function in a variety of contextual domains,

including individual, family and school [14]. Even when

risk factors are found to be resistant to change, protective

factors, when applied appropriately, act to neutralize or

decrease the negative effects of risk. With this potential to

directly impact health outcomes, it seems that special

attention should be paid to better understand the role of

protective factors and their implications for practice [10].

Thus, as a growing body of literature encourages [10, 14,

30], the central aim of this paper is to examine the

role of protective factors in three domains, parental,

school-related, and individual and their relationships with

depressive symptomatology among Hungarian adolescents.

Parental protective factors are one of the main foci of

our research. Despite the fact that peers become an

increasingly important source of support as youth restruc-

ture their social networks through adolescence, parental

intimacy and communications with parents remain
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important elements of protection against negative health

risks [9, 19]. From a developmental psychopathology

perspective, vulnerability stems from the controversy that

establishing autonomy goes together with the task of

maintaining positive relationships with parents and devel-

oping close peer relationships [2]. In relation to psycho-

social adjustment, the quality of attachment to parents has

been found to be a key protective factor [22]. In a recent

study of adolescents, secure attachment to parents was

found to be related to fewer depressive symptoms [13].

Both paternal and maternal attachment appears important,

and attachment to the same-sex parent was related to peer

support and was an important correlate for youth’s psy-

chological well-being and adjustment. Less secure attach-

ment, on the other hand, was related to more suicidal

ideation among a clinically depressed group of adolescents

[3]. Certainly, some have argued that secure attachment

may act as a buffer, for example, high economic risk was

associated with depressive symptoms only among inse-

curely attached youth [8]. Apart from secure attachment,

however, a high level of parental psychological control—

even when the control may be too harsh—could disturb a

youth’s autonomy efforts and be linked to more psycho-

somatic [18] or depressive symptoms [15]. A less directive

aspect of parental control (e.g., having dinner together with

parents or talking with parents about problems) may serve

as a protection against both externalizing and internalizing

problem behaviors and mental health problems [4]. In

addition, studies suggest that gender differences in the role

of family level protection against adolescents’ depression

requires further examination, revealing that cohesive fam-

ily relationships and parental attachment served as pro-

tective factors for girls more than for boys [15, 21]. Other

studies have found that family cohesion protects youth

against the effects of stress, in this case, more for boys than

girls [31].

Besides parental protective factors, school-related and

individual protections are also considered to be important

to understanding the risk–mental health symptom rela-

tionship. School has a significant effect on adolescent

psychosocial development, for example, school climate

and attachment to a school and its teachers also can serve

as a source of protection for youth, particularly since youth

spend a great deal of time in school [26, 27]. Among

individual protective factors, optimism, that is, a tendency

to have positive expectations about life and their social

surroundings has been found to be a key factor in devel-

oping and maintaining resilience; acting as an important

protective mechanism against depressive symptomatology

[28]. Life satisfaction may also act as a protective mech-

anism against depressive symptomatology since not only

does depression lower life satisfaction, but greater levels of

life satisfaction also contribute to an increase in psycho-

logical well-being and general mental health [1, 11].

Based on a substantial literature and the above proposed

assumptions, the central goal of the present paper is to

examine a set of protective factors in three domains

(parental, school-related and individual) that hold some

promise with explicating their role in the prevention of

depressive symptomatology among a non-clinical adoles-

cent population in Hungary. Because of the developmental

challenge of the harmonizing positive relationship with

parents and developing autonomy from them, our primary

interest is to look at how social support, particularly

parental attachment, influences depressive symptomatol-

ogy. Since there are well-documented gender differences in

the functioning of social networks during adolescence [18],

we believe that gender may be an important socio-demo-

graphic factor related to the frequency of depressive

symptoms. Thus, we analyze different multivariate models

(including each domain of protection) for predicting

depressive symptomatology in boys and girls separately.

Methods

Participants and procedure

Data were collected in spring 2008. The final sample

consists of 881 high school students (14–20 years of age)

from five high schools in Szeged, a major metropolitan

center in the southeastern region of Hungary. In the

Hungarian education system, high schools have five

grades/levels and the fifth level is generally for those youth

choosing not to continue their studies in higher education.

The five schools were chosen randomly from a list of all

high schools in Szeged; the high school classes were

chosen randomly from a sample of all classes in the pop-

ulation of high schools. Of the sampled students, 44.6%

were female and the median age of the sample was

16 years of age (mean = 16.6 years; SD = 1.3 years). Of

the 900 questionnaires sent out (approximately 13% of the

entire high school population in Szeged), 881 were

returned. This final sample count gave us a response rate of

approximately 97.9%. The remaining students likely con-

sisted of youth absent or those youth whose parents did not

want them participating in the study. Parents were

informed about the study and their consent was obtained

prior to the data collection. A standardized procedure of

administration was followed. Trained graduate students

distributed the questionnaires to students in each class,

after briefly explaining the study objectives and giving the

necessary instructions, students completed the question-

naires during the class period. Student participation was
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voluntary and confidentiality was emphasized, noting that

the data were being collected for research purposes only.

Measures

Depressive symptomatology was measured by a shortened

version of the original 27-item Children’s Depression

Inventory (CDI) that is a self-rated depressive symptom

scale for young children adapted from the Beck Depression

Inventory for adults [12]. Each item of the original and

shortened versions assesses a single symptom, such as

sadness, and was coded from 0 to 2. The shortened version

of the CDI, based on the current data, was reliable with a

Cronbach’s alpha of 0.74. We weighted the shortened CDI

by a factor of 3.375 (number of original CDI items 27/

shortened version items 8 = 3.375) for purposes of com-

paring this sample with other Hungarian, European and US

samples of adolescents. Thus, the mean score and SD for

this sample was 8.1 (SD = 8.0), whereas a previous sam-

ple of high school students from Szeged in 2000 yielded a

mean CDI score of 10.2 (SD = 8.2) [19]. The cutoff CDI

score for the upper 10% of the distribution for the current

sample was 20.

Protective factors

The following protective factors were assessed from mul-

tiple domains: social support from parents, talking about

problems with parents, having dinner together with the

family (parental protective factors), how much the children

were happy with school, high academic achievement and

talking about problems with teachers (school-based pro-

tective factors), optimism and life satisfaction (individual

protective factors) [6, 20, 24].

Among the parental protective factors, the measures of

Perceived Social Support developed by Turner and Marino

[29] were used to assess the level of satisfaction with the

support experienced by youth as given from their mother

and/or father. Each of the subscales contained six items and

was scored so that higher scores indicated greater satis-

faction with the perceived support. Satisfaction was mea-

sured by the amount of agreement youth had with each of

the items, e.g., ‘‘I feel very close to my father/mother’’ or

‘‘I often feel really appreciated by my father/mother’’.

Responses were based on the following categories:

4 = very much like my experience, 3 = much like my

experience, 2 = somewhat like my experience and 1 = not

at all like my experience. This measurement scheme has

been found to work well in assessing the quality of parent–

adolescent relationship in Hungarian adolescent samples

[16]. The final perceived social support scales were coded

from 6-24 and reliable with Cronbach’s alpha coefficients

of 0.92 (father support) and 0.91 (mother support). In

addition, we asked students, how often they talked to their

parents about their personal problems. This measure was an

ordinal level variable where 1 = never talk with my par-

ents, 2 = hardly ever, 3 = sometimes, 4 = most of the

time, and 5 = always. We also asked them how often they

eat dinner together with their family. The response cate-

gories were the following: 1 = never, 2 = few times,

3 = some of the time, 4 = most of the time, and 5 = all of

the time [6, 20].

As to school climate and protective mechanisms oper-

ating in the school domain, we asked students how happy

they were with school and those responses ranged from

1 = very unhappy to 4 = very happy [6, 20]. The high

academic achievement variable was a self-report measure

indicating ‘‘grades students mostly get in school’’ ranging

from 1 = mostly D’s and F’s to 7 = mostly A’s. In addi-

tion, an ordinal variable was constructed to assess how

often students talked with teachers about their personal

problems with responses including: 1 = never, 2 = hardly

ever, 3 = sometimes, 4 = most of the time, and 5 = all of

the time [6, 20].

Finally, in considering the individual domain of pro-

tection, life satisfaction was measured using a Satisfaction

With Life Scale [5]. This measurement is a widely used

scale among Hungarian adolescent populations [17]. The

scale consisted of five statements including (1) ‘‘In most

ways my life is close to my ideal’’; (2) ‘‘The conditions of

my life are excellent’’; (3) ‘‘I am satisfied with my life’’; (4)

‘‘So far I have gotten the important things I want in life’’;

and (5) ‘‘If I could live my life over, I would change almost

nothing’’. Students indicated how strongly they agreed with

each item and those responses ranged from 1 = strongly

disagree to 7 = strongly agree. The final scale had a range

of 5–35 and was reliable with a Cronbach’s alpha of 0.83.

A second individual level protective measure was opti-

mism which was measured using the Hungarian version of

the Life Orientation Test (LOT) [23]. The LOT consists of

eight items (plus four filler items that were not scored as

part of the scale) assessing generalized expectancies for

positive versus negative outcomes. Students were asked to

indicate their degree of agreement with statements such as

‘‘In uncertain times, I usually expect the best’’ or ‘‘I hardly

ever expect things to go my way’’ (reverse item). A five-

point response scale was used ranging from 0 = strongly

disagree to 4 = strongly agree (except for four reverse-

coded items). This scale was reliable with a Cronbach’s

alpha of 0.70.

Statistical methods

SPSS for MS Windows Release 13.0 was used in the cal-

culations, with maximum significance level set to 0.05.

Gender differences were calculated using t tests and
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Chi-square tests. The role of parental, school-related and

individual variables influencing depressive symptomatology

was assessed using multiple regression analysis. Model 1

examined parental variables, Model 2 school-related vari-

ables, and Model 3 added individual level variables. Due to

expected gender differences in the structure of protective

factors as discussed earlier, regression analyses were

conducted separately for boys and girls.

Results

Table 1 provides detailed descriptive statistics for the

samples by gender. The mean CDI score was 7.05

(SD = 8.03) for boys and 9.28 (SD = 7.90) for girls.

Gender differences in depressive symptoms were signifi-

cant (P \ 0.001) as expected. High academic achievement

scores (P \ 0.001), perceived social support from mother

(P \ 0.05), talking about problems with parents and

teachers (P \ 0.001), and being happy with school

(P \ 0.05) were all correlated higher among female stu-

dents compared to male students. However, there were no

significant gender differences in terms of optimism, life

satisfaction and levels of perceived social support from

father or the frequencies of having dinner together with

one’s family (P [ 0.05).

Table 2 presents zero-order correlations among the

variables. Depressive symptom scores were negatively

related to perceived social support from both father and

mother, life satisfaction and optimism, other parental

variables (talking about problems with parents, having

dinner together with the family), school-related variables

(high academic achievement, being happy with school and

talking about problems with teachers), that is, with all of

Table 1 Gender differences in

depression scores and protective

factors in the sample of

Hungarian adolescents

(N = 881)

* t test, ** Chi-square test

Boys (n = 488) Girls (n = 393) Significance (P)

Depressive symptomatology (CDI)*

mean (SD)

7.05 (8.03) 9.28 (7.90) \0.001

Social support from father* mean (SD) 16.98 (4.87) 16.32 (5.78) [0.05

Social support from mother* mean (SD) 19.56 (3.92) 20.15 (4.58) \0.05

Optimism (Life Orientation Test)*

mean (SD)

28.05 (5.33) 28.18 (5.72) [0.05

Life satisfaction (Satisfaction with Life

Scale)*

22.03 (6.13) 21.49 (6.65) [0.05

High academic achievement (marks)

(Scale 1–7)* mean (SD)

3.38 (1.45) 3.80 (1.46) \0.001

Dinner together with the family (%)**

Never 8.7 8.7 [0.05

Once or twice 16.1 25.4

Several times 31.7 27.8

A lot of times 30.2 26.0

All the time 13.3 12.1

Talking about problems with parents (%)**

Never 7.2 5.9 \0.001

Hardly ever 23.4 14.5

Sometimes 33.9 25.4

Most of the time 25.5 32.1

All of the time 10.1 22.1

How happy are you with school right now?**

Very unhappy 7.0 4.3 \0.01

Unhappy 19.9 12.0

Happy 62.5 69.7

Very happy 10.6 14.0

Talking about problems with teachers (%)**

Never 48.9 37.6 \0.001

Hardly ever 26.3 39.4

Sometimes 17.0 18.2

Most of the time 5.7 3.1

All of the time 2.1 1.8
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the proposed protective factors. There was a positive cor-

relation between optimism and perceived social support

from parents, and between life satisfaction and perceived

parental social support. High academic achievement was

positively correlated with optimism and life satisfaction

and also with perceived social support from parents. For

the most part, there were positive intercorrelations between

different domains of protective factors suggesting that

there might be an important cumulative protective affect

developing among this group of adolescents. The rela-

tionship with gender again suggests that there may be

important differences in the role of some parental variables

in predicting depressive symptomatology between boys

and girls.

Tables 3 and 4 present regression estimates for depres-

sive symptomatology scores, where multiple regression

models were used to examine the relative effects of pro-

tective factors in different domains (parental variables in

Model 1, school-related variables in Model 2, and indi-

vidual level variables in Model 3). Table 3 shows the

results for boys and among parental variables, perceived

social support from father and having dinner together with

the family remained significant even in the final model.

Among school-related variables, being happy with school

was a significant correlate with depressive symptomatol-

ogy. Finally, both optimism and life satisfaction were

significant correlates with depressive symptomatology for

boys. Table 4 shows the regression results for girls and

among parental variables, both father and mother perceived

social support were significant, however, only the latter

remained significant in the final model. In addition, talking

about problems with parents was also a significant correlate

with symptoms. Among school-related variables, talking

about problems with teachers was significant; however, in

the inverse (positive) direction. Finally, like the case for

boys, both optimism and life satisfaction were significant

correlates with depressive symptoms. The blocks of these

variables explained 31% of the total variation in depressive

symptomatology scores for boys and 47% of the total

variation in depressive symptomatology for girls.

Discussion

Research continues to explore what factors serve as pro-

tection for youth against negative health outcomes,

including mental health outcomes like depressive symp-

tomatology [14, 19, 30]. Preventing adolescent depression

is and will continue to be an important public health pri-

ority, since it has such a profound influence on later adult

morbidity, quality of life, and mortality [7]. Mapping

protective factors at different levels can help better

Table 2 Zero-order correlation matrix (n = 881)

Variables 2 3 4 5 6 7 8 9 10 11 12

1. Gender 0.01 0.14*** -0.06 0.07* 0.01 -0.04 0.13*** -0.07* 0.19*** 0.12*** 0.03

2. Age – 0.05 -0.07* -0.05 -0.06 -0.07* -0.04 -0.10** -0.05 -0.08* 0.06

3. Depressive

symptomatology

(CDI)

– – -0.33*** -0.33*** -0.46*** -0.48*** -0.10** -0.24*** -0.28*** -0.24*** -0.08*

4. Social support from

father

– – – 0.24*** 0.19*** 0.33*** 0.16*** 0.26*** 0.31*** 0.18*** 0.14***

5. Social support from

mother

– – – – 0.23*** 0.32*** 0.14*** 0.22*** 0.49*** 0.17*** 0.11**

6. Optimism (LOT) – – – – – 0.43*** 0.12** 0.14** 0.27*** 0.21*** 0.10**

7. Life satisfaction

(SWL)

– – – – – – 0.18*** 0.31*** 0.41*** 0.28*** 0.19***

8. High academic

achievement (marks)

– – – – – – – 0.09** 0.16*** 0.17*** 0.18***

9. Dinner with the

family

– – – – – – – – 0.35*** 0.12*** 0.16***

10. Talking about

problems with

parents

– – – – – – – – – 0.22*** 0.39***

11. Happy with school – – – – – – – – – – 0.13***

12. Talking about

problems with

teachers

– – – – – – – – – – –

* P \ 0.05, ** P \ 0.01, *** P \ 0.001; two-tailed test
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understand the psychosocial background and its compli-

cated role in the development of mental health problems

among adolescents like depression. Thus, the main goal of

our study has been to examine a set of protective factors

operating in multiple domains (parental, school-related and

individual) and examine what influence they have in

determining adolescents’ depressive symptomatology.

A number of studies confirm that parents continue to

play an important role in their children’s lives even

during adolescence; however, this developmental change

clearly brings about changes in the parent–adolescent

relationship [9, 15, 18, 19]. While parental monitoring

was found to have an important protective effect on

adolescent substance use [4, 20], a secure attachment to

parents, the quality of time spent together, and parent–

child communication seemed to be more important in

lowering adolescent depressive symptoms [3, 22]. Studies

also reported considerable gender differences not only in

the amount of depressive symptomatology, but also in

the risk and protective structure [15, 21, 31]. Our results

support these findings, namely, having dinner together

with one’s family seems to be an important protective

factor for boys, that is, spending time and eating together

with family members makes a difference. On the other

hand, talking about problems with parents was an

important protective factor for girls. Perceived social

support from parents was also significant predictor;

however, father’s perceived support remained significant

in the multivariate analysis for boys, whereas mother’s

perceived support was significant for girls. The role of

perceived social support from father is a particularly

important protection against substance use during ado-

lescence [16]. Our findings suggests that in the lowering

of depressive symptoms, the same-sex parent plays the

Table 3 Regression models for

depressive symptomatology

among boys (n = 488)

* P \ 0.05, ** P \ 0.01,

*** P \ 0.001; one-tailed t test
a Standardized regression

coefficients
b R2 change is based on

hierarchical F test of

significance

Protective factors Model 1 Model 2 Model 3

Parental protection

Social support from father -0.25***a -0.23*** -0.15**

Social support from mother -0.04 -0.04 0.01

Dinner with the family -0.13* -0.13* -0.09*

Talking about problems with parents -0.09 -0.01 0.09

School-related protection

High academic achievement -0.03 -0.01

Talking about problems with teachers -0.08 -0.08

Happy with school -0.23*** -0.17***

Individual protection

Optimism -0.25***

Life satisfaction -0.22***

Constant 20.049*** 14.278*** 26.939***

R2 0.15***b 0.20*** 0.31***

Table 4 Regression models for

depressive symptomatology

among girls (n = 393)

* P \ 0.05, ** P \ 0.01,

*** P \ 0.001; one-tailed t test
a Standardized regression

coefficients
b R2 change is based on

hierarchical F test of

significance

Protective factors Model 1 Model 2 Model 3

Parental protection

Social support from father -0.17**a -0.15** -0.06

Social support from mother -0.28*** -0.26*** -0.16**

Dinner with the family 0.01 0.01 0.01

Talking about problems with parents -0.18** -0.22*** -0.12*

School-related protection

High academic achievement -0.01 -0.05

Talking about problems with teachers 0.13* 0.10*

Happy with school -0.10* -0.02

Individual protection

Optimism -0.39***

Satisfaction with life -0.25***

Constant 26.590*** 22.009*** 40.588***

R2 0.22***b 0.24* 0.47***
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decisive role [13] perhaps as some part of a more

complicated gender socialization puzzle.

School-related variables were another important set of

protective factors. For example, being happy with school,

accepting the social norms of school, and finding a good

teacher–adolescent relationship appear to serve as a pro-

tection not only against substance use but also depressive

symptomatology [4, 6, 19, 26, 27]. In our study, school-

related factors played only a limited role in influencing

adolescents’ depressive symptomatology, namely, being

happy with school was a significant predictor only for boys.

Among girls, talking about problems with teachers was a

positive predictor, that it, not as a protective factor. Since

our study is based on a cross-sectional design, this may

suggest that talking with teachers about problems may be a

consequence of girls’ problem behavior and may not be

serving at all as a source of protection.

Finally, individual level variables were found to be

important predictors for adolescent depressive symptom-

atology. Life satisfaction and optimism both served as

important sources of protection in lowering depressive

symptoms during adolescence [1, 11, 28]. This reflects a

positive psychology approach to mental health promotion

that applies different techniques to enhance a more positive

way of thinking and developing effective coping skills

[25]. We should note here that parental, individual, and

school-related factors are also interrelated in some very

important ways in the bivariate analyses, which may be

partially supporting the notion that protection is about the

accumulation of such a benefit.

While these findings provide clear evidence to the role

of protection, there are some important limitations to

the present study that should be noted. Because of the

cross-sectional study design, our results cannot provide a

cause-and-effect relationship. Furthermore, we use self-

reported data on depression without clinical diagnosis that

does not enable us to determine adolescents’ mental health

status, e.g., levels of clinical depression. Due to the specific

cultural context of the study (our sample consisted of

Hungarian adolescents), the findings may not be general-

izable since differences across cultures in lifestyle practices

may result in different patterns of interrelationships.

Despite any cultural differences, however, the role of these

protective factors seems to be universal [4, 6, 19, 20] even

if there may be differences in their relative significance.

Despite these limitations, we believe the data make a

valuable contribution to our understanding of the nature of

protection in various domains in adolescent depressive

symptomatology. It seems that high school students in this

sample may not really be able to benefit from school-

related protection, which needs to be further examined. On

the other hand, parental protection is an important asset and

resource in adolescents developing resilience. This finding

supports previous studies on the continuous role of parental

attachment in adolescent development [1, 3, 22]. Likewise,

individual level protective factors also serve as a protection

for both adolescent boys and girls. These findings have

some important implications for community mental health

promotion. Helping to develop good communication skills

in homes and school may be an important preventive

activity. Strengthening life satisfaction and optimism as

bases of positive psychology interventions should also be

part of programs designed to promote mental health. We

also believe that our findings draw attention to the gender

differences in the structuring of protective factors and their

role in reducing depressive symptoms. For example,

communication issues, such as talking about problems with

parents seem to be important developmental asset for

adolescent girls but not for boys. Instead, having dinner

together as a family (which helps develop normative

behaviors for adolescents) seems to be more relevant for

boys. Gender differences in the structure of protection must

continue to be an important part of the prevention

conversation. Since adolescents’ depression shows an

increasing tendency around the world [7], we need to have

a better understanding of what psychosocial influences

contribute to this development. Future studies should

continue to search for protective factors at different levels.
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