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Adolescence is characterised by change in various 
developmental domains including cognitive, social, 
affective and biological areas. These simultaneous 
changes can increase the vulnerability for developing 
symptoms of depression, known to be prevalent during 

mid-teens,[1] increasing the risk for negative outcomes, including 
functional impairment, distress, poorer quality of life, suicidal ideation 
and the trajectory to a clinical depression in adulthood.[1-3] 

The World Health Organization identified depression as the most 
common mental health disorder in adolescence[4] with subthreshold 
depression increasing the risk for a diagnosis of depression in this age 
group.[5] Understanding depression and identifying symptoms within 
this age group is very important in order to render preventive measures 
and treatment strategies. According to the Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition (DSM-5), a diagnosis of clinical 
depression is made when an individual presents with at least five out of 
nine symptoms of depression (including for example, depressed mood, 
loss of interest in activities and vegetative shifts) for at least 2  weeks.
[6] A subthreshold depression involves functional impairment as a 
result of a depressive symptom presentation that does not meet the full 
symptomatic and duration criteria for a diagnosis of depression.[7] 
In South Africa (SA), Kleintjes et al.[8] reported that, although there 
were limited data on the prevalence of depression in SA adolescents, 

their study found that depression was one of the most common 
disorders reported in childhood and adolescence. Strydom et al.[9] 
found that even though the prevalence of depression was not high in 
their sample, the depression rate was still higher in their adolescent 
sample compared with SA adult rates. Depression is a debilitating 
diagnosis and a subthreshold depression is known to affect quality of 
life.[10] For example, some studies show that a diagnosis of depression 
or a subthreshold depression in adolescence increases the risk for a 
comorbid psychopathology such as anxiety disorder, bipolar mood 
disorder,[1] and other functional impairments like poor socialisation 
skills.[11] In view of the debilitating effects of a subthreshold depression 
and a major depression diagnosis in adolescence, it is imperative, as 
a preventive measure, to identify the onset of depressive symptoms 
early. This study contributes to the literature by examining depressive 
symptoms in adolescence against the backdrop of family functioning. 

Adolescent attachment and depressive symptoms
Attachment theory emphasises the infant need for proximity-seeking 
behaviour toward the attachment figure for the primary achievement 
of protection and security.[12,13] In adolescence, attachment-related 
behaviour is reconstructed, since the adolescent now becomes 
less dependent on the parental relationship and more focused on 
relationships with peers. Although the adolescent still requires the 
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attachment figure to provide a secure base, the intensity of this need 
is modified according to the current developmental needs.[13-15] The 
adolescent, at this developmental stage, strives for individuation and 
the attainment of autonomy. Being more cognitively mature, the 
adolescent can now draw on the patterns of attachment formed in 
early infant-caregiver interaction, called internal working models, to 
form interpersonal relationships throughout the lifespan.[13] 

Attachment patterns generally are classified as secure, insecure-
avoidant or insecure-anxious types.[16] Secure-type attachment 
relationships are characterised by optimal attachment during infancy, 
where the infant felt loved and identified the other as loving, thereby 
decreasing their vulnerability to negative adjustment.[13] Insecure-
avoidant and insecure-ambivalent attachment styles are indicative 
of poor primary caregiver-child interaction, where the reciprocal 
relationship was characterised as unreliable and inconsistent. Insecure 
attachments predispose negative psychological and behavioural 
outcomes in adolescence.[13] 

Research has consistently established the link, for example, 
between insecure attachment and depressive symptom presentation 
in adolescence.[17-19] In a cross-sectional study by Kullick and 
Petermann,[17] parent and adolescent reports of attachment 
relationship were investigated in light of depressive symptoms in 
adolescence. Results showed that insecurely attached adolescents 
more frequently reported depression. Omidvar et al.[18] investigated 
the influence of attachment to mother, father and peers as a predictor 
of depression. They found that in youth, the correlation between 
parental attachment and depression was higher compared with the 
correlation between attachment to peers and depression. The authors 
also found that attachments to both parents and peers significantly 
predicted depression in adolescence; however, attachment to mother 
‘predicted higher variances of depression’. Another study highlighting 
the significant role of maternal attachment on depressive symptoms 
was carried out by Duchesne and Ratelle.[19] Their longitudinal study 
compared adolescent reports of attachment security to mothers and 
fathers in relation to depressive symptom trajectories. They found 
that secure mother-adolescent attachment, but not father-adolescent 
attachment, decreased the risk for moderate depressive symptoms in 
this age group and attachment to both parents decreased the chances 
of developing more serious depressive symptoms. A further finding 
showed that consistent parenting by both parents, implicit of a secure 
attachment, contributed positively to adolescent ability to regulate 
emotions when coping with stressors. However, another longitudinal 
study conducted by Gaylord-Harden et al.[20] did not confirm a 
longitudinal relationship from attachment style to depression, 
but prospective analysis of the data reported by their adolescent 
sample revealed a cross-sectional link between attachment and 
depression. Their study maintained that adolescents who experienced 
warm maternal relationships were more likely to engage in positive 
adjustment strategies. 

The literature cited shows that the type of attachment relationship 
(i.e. secure or insecure), as well as to whom the adolescent is attached 
(mother, father, peers), has a direct influence on a subthreshold 
symptom outcome in adolescence. To the best of our knowledge, there 
is limited research into the link between attachment relationships 
and depressive symptoms in SA adolescents. The literature revealed 
studies of attachment relationships with other variables and not 
particularly with depression symptoms. For example, Tomlinson 

et al.[21] used adult and infant samples to prospectively investigate 
maternal-infant attachment, using reports from the mother, and 
infant attachment as assessed by using Ainsworth’s strange situation 
experiment. One of their findings was that even against the backdrop 
of disadvantaged socioeconomic status, mother-infant attachment 
could be secure. Another study by Chetwin[22] used a qualitative 
methodology to investigate the impact of the apartheid system on 
quality of attachment relationships reported by adult South Africans. 
Overall findings from this study showed that the quality and stability 
of early childhood relationships are related to the development of 
secure attachment and successful autonomy in adulthood. 

The current study contributes to the literature by examining 
associations between two types of attachment relationships and 
depressive symptoms in a cohort of SA adolescents in a low-income 
setting. 
 

Family functioning, adolescent attachment and adolescent 
depressive symptoms
The quality of family functioning in terms of communication, 
cohesion and support has an influence on attachment relationships. 
The influence between these family processes and adolescent-
parent attachment can influence a depressive symptom outcome. 
For example, Kapanee and Rao[23] examined the effect of attachment 
styles in relation to family functioning and depressive symptoms. 
They found that participants who reported greater levels of family 
cohesion and better communication patterns within their families 
also reported greater levels of secure attachment and were at a lower 
risk for the development of depressive symptoms, because secure 
attachment serves as a protective factor against negative psychological 
outcomes, such as symptoms of depression. Therefore, insecure 
adolescent-parent attachments, evident of low family cohesion and 
communication, presumably increase the risk for the development of 
adolescent subthreshold depression. In contrast, Shaw and Dallos[24] 
point out that insecure attachment style and depressive symptoms 
in adolescence cannot simply be explained as having a cause-and-
effect relationship. Instead they maintain that an insecure attachment 
pattern can increase adolescent susceptibility to emotional distress, 
since the individual may become more vulnerable in stressful 
conditions such as family conflict. Attachment relationship and family 
functioning, then, can have a bidirectional relationship in influencing 
the presentation of depressive symptoms in adolescence. 

In other studies Fonagy et al.[25] found that with a caregiver’s 
appropriate mirroring, children gain awareness of their own internal 
states and also of internal states of others. The caregiver’s capacity to 
monitor and reflect the child’s moment-to-moment states (maternal 
reflective function) is a strong predictor of both secure attachment and 
adaptive, coherent mental organisation.[25,26] Thus secure attachment 
is the outcome of successful containment and leads to better self-
regulation of behaviour.[27] 

Studies confirm that the quality of family functioning is associated 
with a depressive symptom presentation in adolescence. For example, 
Briere et al.[28] conducted a longitudinal investigation into the association 
between family communication and conflict on depressive symptoms 
reported by adolescents. They found that adolescents perceived that 
conflict with parents and depressive symptoms predicted each other, 
and in turn depressive symptoms predicted poorer parent-adolescent 
communication. However, better communication did not predispose 
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a decrease in depressive symptoms. Piko et al.[29] reported that higher 
levels of adolescent-perceived parental support significantly correlated 
with lower levels of depressive symptoms. Similarly, a longitudinal 
study conducted by Sze et al.[30] showed that close and caring families, 
reflective of high levels of family cohesion, communication and 
support, are associated with lower levels of depressive symptomatology 
in adolescence. Queen et al.[31] investigated mothers’ and fathers’ reports 
of family cohesion on depressive symptoms reported by adolescents. 
Their findings indicated a strong correlation between family cohesion 
and depressive symptoms in their adolescent sample. Delay et al.[32] 
examined adolescent reports of the link between parental support, 
family conflict and depressive symptoms. Their study showed that, 
ultimately, parental support buffered against the development of 
depressive symptoms in adolescence. They found that parental support 
showed a more significant correlation with depressive symptoms than 
family conflict, whereby a lack of support from parents was associated 
with depression, even where the level of family conflict was low. 

The current study contributes to the literature by examining 
associations between attachment patterns, as reported by adolescents, 
perceived adolescent reports of parental support, and adolescent 
and parent reports of family functioning, with adolescent-reported 
depressive symptoms and parent-reported internalising symptoms 
within the SA context.

Methods
This study is part of a larger collaborative study (Project CARE: 
Community Assessment of Risk and Resilience) between the 
University of KwaZulu-Natal (UKZN) and Virginia Commonwealth 
University (VCU) in Richmond, VA, USA, investigating associations 
between cumulative risk and adolescents’ behavioural, psychological, 
cognitive and physiological functioning. 

Participants
Participants were recruited from public schools in Durban, KwaZulu-
Natal. Communities included were: Umlazi, KwaMashu, Chatsworth, 
Phoenix, Umbilo, Newlands and Wentworth. Families (N=206) 
interviewed during 2012 - 2013 were included in the sample. 
Participants were adolescents, either in Grade 7 (primary school) 
(n=175) or Grade 10 (secondary school) (n=31), together with their 
maternal parent or primary caregiver. Adolescents ranged in age 
from 9 to 18 years (mean (standard deviation (SD) = 13.02 (1.42) 
years) and 65.6% were female. Caregivers ranged in age from 21 to 75 
(mean (SD) = 41.64 (9.94) years). Most (72.3%) caregivers were the 
adolescent’s biological mother; grandmothers (12.6%), aunts (6.8%), 
stepmothers (2.9%), sisters (1.5%), adopted mothers (1.0%), and 
cousins (0.5%) also participated. 

Procedure
Participant recruitment was done via school visits. Students were 
addressed either in a special assembly or in their individual classrooms 
where they were briefed about the study from a standardised script. 
They were given information packs consisting of a letter addressed 
to their parents describing the study, and assent and consent forms. 
Interviews were conducted at participants’ homes using caregiver and 
youth interviews.The caregiver interview covered topics including 
demographics, their reports of their child’s internalising depressive 
symptomatology, and family cohesion and communication (family 

functioning). The youth interview covered topics such as: adolescent 
attachment, family functioning, perceived support from caregivers, 
cognitive, behavioural and affective symptoms of depression and 
demographic information such as age and grade. At the conclusion 
of the home interview, caregivers received ZAR150 for their time 
in the form of a shopping voucher. At the conclusion of the home 
interview, youth received ZAR50 in the form of a shopping voucher. 
Based on SA standards and norms, this is an appropriate level of 
compensation. Ethical approval for this study was obtained from 
the Biomedical Research Ethics Committee at UKZN and the 
KwaZulu-Natal provincial Department of Education, as well as the 
Ethics Review Board at VCU. Thereafter, consent was requested and 
obtained from the relevant school authorities, teachers and parents. 
Participation was voluntary. 

Measures 
Self-report of Family Inventory (SFI)
The SFI[33] measures family cohesion, communication and conflict. 
It is a 36-item self-report questionnaire (by caregiver and youth) 
which has been used to measure family functioning in different 
populations and cultures.[33] Maternal caregivers answered the same 
questions as the youth did with minor changes in the wording where 
necessary. The alpha coefficients for the scale ranged from 0.84 to 
0.88, indicating adequate internal consistency.[34] Test-retest reliability 
coefficients for 30 - 90 days ranged from 0.84 to 0.87 for family health/
competence, 0.50 to 0.59 for conflict, 0.50 to 0.70 for cohesion, 0.79  to 
0.89 for expressiveness, and 0.41 to 0.49 for directive leadership. 
The SFI has continually demonstrated good validity as shown in 
correlations with various other scales measuring similar conceptual 
domains. For example, good validity was reported with correlations 
of 0.62 or better for the competence scale scores between the SFI and 
the Beavers Interactional Competence scale.[35] Cronbach’s alphas in 
the current study were 0.88 for caregiver reports and 0.89 for youth 
reports. 

Experiences of Close Relationships Scale (ECR) 
The ECR[13] (completed by youth) measures attachment style and 
close relationships. It contains 36 items, measuring attachment styles 
of respondents using two bidirectional subscales namely avoidance of 
intimacy and closeness and anxiety about being rejected, feelings of 
jealousy and fears of abandonment. The avoidance and anxiety factors 
in combination contribute to data about four attachment styles which 
are secure, preoccupied, dismissing, and fearful attachment. In the 
present study, the continuous anxious and avoidant subscales were 
used. The internal consistencies reported in prior studies were good: 
anxiety: a=0.90 and avoidance: a=0.91, confirming the reliability of 
the ECR.[36,37] Conradi et al.[37] compared the psychometric properties 
of the Dutch ECR and the original American ECR and found that the 
internal and external validity was adequate, which is suggestive of 
broader applicability. Cronbach’s alphas in the current study were 0.84 
for anxious attachment and 0.82 for avoidant attachment.

Network of Relationships Inventory (NRI)
The NRI[38] (reported by youth) is conceptualised within Robert 
Weis’s theory on social provisions. It describes six basic relationship 
qualities, namely: (i) attachment which involves affection, security and 
intimate disclosure; (ii) reliable alliance, which implies a trustworthy 
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and dependable bond; (iii) enhancement of 
worth, where one feels validated and one’s 
competence is affirmed; (iv) social integration 
– interpersonal sharing and companionship; 
(v) guidance, which relates to support and 
advice; and (vi) opportunity for nurturance 
– caring for one another. For the current 
study, the quality of relationship between the 
youth and the primary maternal caregiver, and 
the youth and the father figure was assessed 
using seven questions from the original NRI. 
Youth use the same set of characteristics to 
assess their relationship with the primary 
maternal caregiver, the father figure and the 
significant other adult in their lives. Furman 
and Buhrmester[38] found that the internal 
consistency of the scales was satisfactory 
(Cronbach’s alpha = 0.80). Plybon and 
Kliewer[39] also reported satisfactory internal 
consistency (Cronbach’s alpha = 0.77) using 
the same seven-item measure used in the 
present study, as well as evidence of validity. 
Cronbach’s alphas in the current study were 
0.89 for support from mother and 0.92 for 
support from father. 

Children’s Depression Inventory (CDI) 
The CDI[40] comprises 27 items measuring 
factors such as: negative moods (e.g. feelings of 
sadness, feelings of tearfulness, worrying about 
bad things); social avoidance and isolation; 
anhedonia; low self-esteem; and self-dislike. [40] 
The CDI has been found to have a high internal 
consistency with alpha values and split half 
correlations above 0.8. Van Beek et al.[41] 
reported good reliability (Cronbach’s alpha 
= 0.81). Retest after 1 month demonstrated 
significant correlation, r=0.67, p=0.001. 
Kovacs[40] reported high reliability and internal 
consistency with coefficients ranging from 0.71 
to 0.89. The CDI demonstrated significant 
validity when correlated with the Standardized 
Psychiatric Interview.[42] Cronbach’s alpha in the 
current study was 0.86.

Child Behaviour Checklist (CBCL)
The 14-item depression-anxiety subscale of 
the CBCL,[43] completed by the parent, was 
used to assess internalising symptoms. The 
CBCL demonstrates adequate reliability on 
the anxious/depression scale (0.86 - 0.88). [43] 
According to Nakamura et al.,[44] good internal 
consistency and convergent and divergent 
validity of the CBCL were found when 
compared with other scales, e.g. the CDI. 
Cronbach’s alpha for the anxiety/depression 
subscale was 0.81 in the current study. 

Results
Table 1 presents descriptive information 
on and correlations among the study 
variables. Owing to high correlations 
among the predictor variables, regression 
analyses were used to examine the unique 
contributions of the predictor variables 
of anxious and avoidant attachment, 
perceived support from mother and father, 
and caregiver and adolescent reports 
of family functioning on depressive 
symptoms in adolescence. Mean 
substitution was used for missing data in 
order to increase power. Two models were 
examined: one with adolescent report of 
depressive symptoms as the outcome and 
a second with parent report of adolescent 
internalising symptoms as the outcome.

For the regression predicting adolescent 
report of depressive symptoms, F8,163=11.57, 
p<0.001, there were three significant predictors 
in the model: age (b=0.14, p<0.05), avoidant 
attachment, (b=0.34, p<0.001), and youth 
report of family dynamics (b=−0.20, p<0.05). 
As indicated by the beta weights, older age, 
higher levels of avoidant attachment, and 
higher levels of youth-reported dysfunctional 
family interaction were associated with more 
depressive symptomatology as rated by youth. 

For the regression predicting caregiver 
report of adolescent internalising symptoms, 
F8,161=2.00, p<0.05, caregiver report of 
family dynamics (b=−0.27, p<0.001) was 
the only significant predictor. Higher levels 
of caregiver-reported dysfunctional family 
interaction was associated with more 
caregiver-rated internalising symptoms.

Discussion 
Our research examined adolescent attachment, 
adolescent-perceived support from parents 
and reports of family functioning from the 
adolescent and primary caregiver as correlates 
of a subthreshold depressive presentation. 

As hypothesised, and consistent with 
other studies,[17,45,46] our findings reveal 
that depressive symptoms in adolescence 
are significantly correlated with an insecure 
adolescent-parent attachment. While secure 
attachment in adolescence is related to pos
itive  outcomes including positive coping skills 
and emotion regulation,[44] several theories exist 
that explain the robust association between 
depression and insecure attachment style. 
Allen and Land[14] explain that adolescence 
is characterised by transformations in the 
emotional and behavioural structures within 
the milieu of advancements in the cognitive 
domain. As a result progressive logical and 
abstract reasoning abilities promote critical 
evaluation of the self and significant other 
attachment relationship, which increases 
the risk for depressive symptom outcomes. 
The theory further explains that an insecure 
parent-infant attachment results in the 
development of insecure internal working 
models. An insecure working model, 
developed during the infant-caregiver 
relationship, predisposes inabilities in 
managing future complex attachment 
relations in adolescence, since the adolescent 
draws on this internalised schema in peer 
interaction. This process can be a precursor 
to a depressive symptom experience 
by the adolescent. Implicit in Allen and 

Table 1. Descriptive information on and correlations among study variables

1 2 3 4 5 6 7 8

1. ECRanx 0.23* -0.13 -0.04 -0.17† -0.16† 0.17† 0.01

2. ECRavd -0.45* -0.37* 0 -0.57* 0.52* 0.07

3. NRIsupm 0.50* -0.04 0.45* -0.39* -0.06

4. NRIsupf 0.02 0.43* -0.23‡ -0.06

5. SFIc 0.06 0.02 -0.23

6. SFIy -0.45* -0.12

7. CDI 0.20‡ 

8. CBCL

Mean 66.99 52.79 27.96 25.43 72.88 70.29 9.13 5.01

SD 21.89 21.00 6.63 8.02 13.17 7.55 7.06 4.63
ECRanx = anxious attachment; ECRavd = avoidant attachment; NRIsupm = perceived support from mother; NRIsupf = perceived sup-
port from father; SFIc = family functioning, reported by caregiver; SFIy = family functioning, reported by adolescent; CDI = Children’s 
Depressive Inventory; CBCL = anxious-depressive symptom subscale of the Child Behavior Checklist.
* p<0.001
† p<0.05
‡ p<0.01
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Land’s theory[14] is the influence of neurological changes in the 
transition from childhood into adolescence of a depressive symptom 
presentation. The current research did not investigate cognitive 
perspectives of adolescent development in the understanding of 
attachment style and depressive symptoms. Future research might 
focus on neuropsychological correlates of attachment and depression 
to explain the relationship between attachment style and depressive 
symptoms as outlined in Allen and Land’s theory.

In another model highlighting the relationship between attach
ment and depressive symptoms, Ronnlund and Karlsson[45] explain 
that insecurely attached infants will be preoccupied with attachment 
experiences as they grow, resulting in feelings of relationship distress 
as adolescents. This preoccupation with interpersonal interactions 
will make the adolescent continually seek out peer relationships, 
causing ongoing distress, making them more vulnerable toward 
the development of symptoms of depression. Finding support for 
the above-mentioned model, Ronnlund and Karlsson[45] examined 
dimensions of attachment and depressive symptom problems as 
reported by their adolescent sample. They found that adolescents 
who are preoccupied with interpersonal relationships and feel a 
general uneasiness with relationships, characteristic of insecure 
attachments, were more likely to report depressed mood. Duchesne 
and Ratelle[19] also found support for the above-mentioned model 
in their research. They reported that the secure infant-caregiver 
attachment acts as a protective factor against the development of 
depressive symptomatology in adolescence. 

Applied within an SA context, the models highlighted above 
perhaps lend explanation to the supported correlation in our study. 
Limited SA research on adolescent attachment style and depressive 
symptoms was sourced. It is recommended that future research into 
the relationship between adolescent attachment style and subthreshold 
depression be considered. 

In our study family dynamics were significantly correlated with 
depressive symptoms, concurring with findings from Queen et al.[31] 
The family dynamics of cohesion, support and communication appear 
to coincide with the adolescent-parent attachment dynamic. More 
of these dynamics within the family is related to a greater degree 
of attachment. Less communication, cohesion and support within 
the family contributes to less attachment, thereby increasing the 
adolescent’s vulnerability to depressed mood symptoms. [17,45,47] In 
contrast, Roubinov and Luecken[48] found that family conflict, in 
particular, was a significant predictor of depressive symptoms. Briere et 
al.[28]  reported that adolescent depressive symptoms predicted poorer 
adolescent-parent communication but improved communication did 
not decrease depressive symptoms, while parental support acted as a 
buffer against depressive symptoms in another study.[32] 

Limitations of the study included the cross-sectional design, which 
did not allow us to examine trajectories or changes in depressive 
symptoms over time. Future studies using longitudinal designs may 
be helpful in determining whether variations in family functioning 
and changes in attachment patterns are associated with changes in 
depressive symptoms across adolescence. Although both adolescents 
and their parents reported on depressive symptoms, these reports were 
not highly correlated. This pattern is often observed in the literature,[49] 
and may reflect the fact that adolescents have greater awareness of their 
internal states than adults around them, such as parents or teachers. 
Furthermore, only adolescent reports of family functioning were 

associated with adolescent-reported depressive symptoms; only parent 
reports of family functioning were associated with parent-reported 
internalising symptoms. This pattern of finding suggests that at least 
some of the association between attachment, support from parents, 
family functioning and adolescent depressive symptoms is due to 
shared method variance. Multimethod studies that include multiple 
sources of information as well as multiple methods of assessing 
constructs may help to tease apart true findings from those that 
are artefacts of methodology. Nonetheless, this study contributes to 
the literature on SA youth in a low-income setting by documenting 
associations between insecure attachment, family functioning and 
depressive symptoms in youth.
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