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Major depressive disorder (MDD) is one of the 
prevalent psychopathologies worldwide with an 

estimated prevalence of 2.0–4.0% in community and 
6.0–8.0% in primary care [1]. MDD is related to import-

ant morbidity and mortality and adolescence is a critical 
period for its onset [2]. Both MDD diagnosis and sub-
threshold symptoms increase with age. MDD prevalence 
in preschool, school-age, and adolescence was reported 

ABSTRACT
OBJECTIVE: Major depressive disorder (MDD) in adolescence is a prevalent mental health problem with a complex etiology 
and a rising incidence. The aim of the study investigated functioning of family, attitudes of parents, and peer victimization in 
adolescents with MDD and to compare those with healthy adolescents.

METHODS: The study was designed as a multi-center, cross-sectional, case–control study. 98 adolescents diagnosed with 
MDD and 99 healthy controls were recruited for the study. Beck depression inventory, parental attitude research instrument 
(PARI) tool, family assessment device (FAD), and multidimensional peer victimization scale (MPVS) were applied to all partic-
ipants. Descriptive, correlational, and bivariate group comparisons were used in analyses.

RESULTS: The average ages of adolescents with MDD and control adolescents were 14.7 (S.D.=1.5) and 15.0 (S.D.=1.6) 
years, respectively. Females formed 74.5% of youth with MDD (vs. 70.3% of controls). The groups were similar in terms of so-
cio-demographic features (all p>0.05). Adolescents with MDD had significantly elevated scores in FAD subscales except problem 
solving, PARI rejection of homemaking, marital conflict, and authoritarian subscales, and all MPVS subscales. Adolescents with 
MDD also displayed significant positive correlations between all MPVS subscales and FAD subscales except FAD problem-solving.

CONCLUSION: This cross-sectional, multi-center study suggests that family dysfunction and peer victimization may be 
higher in youth with MDD. Although cross-sectional design precludes evaluation of causality, it may be prudent to evaluate 
family functions as well as peer victimization of depressed youth.
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as 1.0%, 3.0%, and up to 20.0%, respectively [3, 4]. Be-
side suicidality, MDD in youth is associated with social, 
familial and academic impairment as well as homotypic 
and heterotypic continuity in adulthood [5].

Victimization can be defined as intentional, recur-
rent, and infliction of physical/ mental pain by a more 
powerful individual (i.e., “bully”) on less powerful ones 
(i.e., “victims”) [6, 7]. Related terms include peer vic-
timization, relational aggression, harassment, and mal-
treatment [8]. Power imbalance, intentionality, and 
repetition are major characteristics for victimization. 
Peer victimization is a growing problem among adoles-
cents [6]. Peer victimization has been proposed as one 
of the modifiable risk factors for depression. In me-
ta-analyses and cross-sectional studies, peer victimiza-
tion in pediatric populations was found to be associat-
ed with clinical depression [9]. A previous study from 
our country also found a positive correlation between 
peer abuse and depression scores in adolescents living 
in Turkey [10].

MDD in adolescents may develop through biologi-
cal, cognitive, developmental, and relational factors [4]. 
Among relations, family functioning may be especially 
pertinent. Although the family’s functioning involves 
narrower structures associated with parenting behav-
ior, the emphasis is on the collective health of the family 
unit [11]. Several studies up to date have suggested that 
reduced warmth, elevated discordance and conflict and 
limited emotional availability at the family of origin may 
be related to adolescent MDD [12]. Alternatively, family 
discord and low compliance may be significant predictors 
of child psychopathology in general and they may not be 
specific predictors of childhood depression. Supporting 
this view, those factors were also predictors for substance 
use in young people [13].

Different parental styles have various effects on 
self-esteem which is a protective factor against peer vic-
timization [14]. Authoritative parenting style is defined 
as being high in responsiveness and demandingness. Au-
thoritarian parenting style is characterized by lower re-
sponsiveness but higher demandingness. Authoritarian 
parents tend to use hostile control or harsh punishment 
in a highhanded way to gain compliance, but they rarely 
provide expression or allow verbal communication [15]. 
Studies have demonstrated that the authoritative parent-
ing style is related to higher self-esteem than authoritar-
ian and permissive parenting styles [16, 17]. Bilsky et al. 
found that supportive parenting and peer victimization 

did not interact in the prediction of depressive symptoms 
and depression-related cognition in children [18]. Papa-
fratzeskakou et al. [19] showed that parental support 
decreased depressive symptoms in offspring, irrespective 
of victimization, or gender. Although there are studies 
assessing family functioning and peer victimization sep-
arately in adolescents with depression, studies evaluating 
relationships between all those constructs together are 
scarce. Therefore; in this study, we aimed to investigate 
family functioning and peer victimization in adolescents 
diagnosed with MDD and to compare the results with 
those of healthy controls and to investigate relationships 
between family functioning and peer victimization in ad-
olescents with depression.

The primary hypothesis of the study was that ado-
lescents with depression would report higher levels of 
peer victimization and worse family functioning com-
pared to healthy adolescents. The secondary hypoth-
esis was that impaired family functioning and higher 
peer victimization would interact in predicting depres-
sive symptoms of adolescents.

MATERIALS AND METHODS

Study Design, Date, Setting, and Ethical Issues
The study was designed as a multi-center (k=3), 
cross-sectional, and case–control study. The study was 
conducted at the Department of Katip Celebi Univer-
sity, Nevsehir State Hospital and Dokuz Eylul Uni-
versity Child and Adolescent Psychiatry, in between 
August 2017 and March 2018. Ethical approval was 
obtained from the Ethics Committee for Clinical Tri-
als of the Izmir Katip Celebi University Clinical Trials 
Ethics Committee (date: July 5, 2017, number: 127). 
Parents provided written while adolescents provided 
verbal informed consent before participation in the 
study. All study procedures have been carried out in 
accordance with the Helsinki Declaration and local 
laws and regulations.

Highlight key points

• Family dysfunction and peer victimization may be higher in 
youth with MDD.

• Family dysfunctions in adolescent MDD (females at least) 
may be associated with peer victimization.

• Peer victimization domains and family functioning could only 
explain a limited part of the variance in depression symp-
toms of youth.
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Participants
Inclusion criteria for MDD group were; age between 
12 and 18 years old, ascertainment of MDD diagnosis 
with School-Age Children-Present and Lifetime Version 
(K-SADS-PL)-Turkish version and as per DSM-5 crite-
ria, being treatment naïve, lack of active suicidal ideation, 
lack of chronic medical/neurological diseases (i.e., epi-
lepsy, and diabetes), and providing informed consent for 
study participation.

Exclusion criteria for the MDD group were comor-
bid psychopathologies in youth other than anxiety disor-
ders. Attention deficit/hyperactivity disorder, disruptive 
behavior disorders, intellectual disabilities, and learning 
disorders were excluded from clinical examination and 
academic history in the MDD group. Children whose 
parent’s separated/divorced/died and who had attended 
parent training programs in the past were also excluded 
in the MDD group (Fig. 1 for study flow-chart).

The selection of the healthy control group was made 
after the participants in the MDD group were selected. 
Between December 2017 and March 2018, it consisted 
of children between the ages of 12 and 18 selected from 
the children’s clinics of the three centers. Pediatrics clin-
ics are free and routine service in our country and ado-
lescents come to this clinic from the general population. 
Adolescents between the ages of 12 and 18 were identi-
fied in pediatrics clinics and asked parents if they would 
like to participate in the research. In the healthy control 
group, the inclusion criteria set for adolescents were 
that they had to come to one of the child clinics with 
non-psychiatric symptoms and acute medical conditions 
between December 2017 and March 2018 and had to 
live with both parents. The exclusion criteria were that 
the adolescents presented psychiatric disorders and used 

psychotropic drugs; divorced in the family or one or both 
of their parents died; the mothers of the adolescents ex-
perienced to a parent training program; and adolescents 
had a chronic medical and neurological disorders, or ad-
olescents were admitted to a psychiatric clinic. During 
the study period, 101 healthy adolescents applied to pe-
diatric clinics. Two of those declined study participation 
leading to 99 adolescents in the control group.

Data Collection
Beck depression inventory (BDI), parental attitude research 
instrument (PARI), family assessment device (FAD), and 
multidimensional peer victimization scale (MPVS) were 
applied to all adolescents who participated in the study. 
Child and adolescent psychiatrists evaluated adolescents 
through schedule for affective disorders and schizophrenia 
for K-SADS-PL. All adolescents fulfilled the paper and 
pencil versions of the questionnaires in a fixed order.

Socio-demographic data form
This form was created to obtain information about the 
socio-demographic properties of adolescents and their 
parents. The form contains questions that examine the 
adolescent’s age, gender, socio-economic level (based on 
monthly income), academic status, peer relationships, 
and mother’s age, marital status, and profession. The cli-
nicians filled out this form.

Schedule for affective disorders and schizophrenia for 
K-SADS-PL
The diagnosis of adolescents was made using K-SADS-
PL, a semi-structured diagnostic interview designed to 
evaluate current and past psychopathology based on 
DSM-III-R and DSM-IV criteria in children and adoles-
cents. The scores obtained from the child and the family 
are combined [20]. The form has three parts: (1) Socio-de-
mographic characteristics, (2) current and past sections 
of psychiatric symptoms, and (3) general functional eval-
uation of adolescents. The second and third sections of 
K-SADS-PL were applied in this study. During the in-
terview, psychotic disorders, mood disorders, anxiety dis-
orders, disruptive behavioral disorders, elimination disor-
ders, eating disorders, alcohol and drug use disorders, and 
tic disorders can be assessed. Translation of K-SADS-PL 
into Turkish and its study on validity and reliability was 
conducted Gökler et al. (2004) [21]. Inter-rater agree-
ments for diagnoses in the study by Gökler et al. [21] var-

Depressive symptoms (+), 
n=187

MDD diagnosis (+), 
n=146

Other diagnosis (i.e. adjustment 
disorder w depressive features), 

n=33
Decline to participate, 

n=8

Comorbidities: Bipolar spectrum 
disorder (n=5), OCD (n=4), 
PTSD (n=4), MR/IDD (n=7), 

active suicidal thoughts (n=15), 
past psychotropic treatment 
(n=7), missing data (n=5)MDD group, 

n=98

Figure 1. Study flow-chart.
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ied between 0.46 (oppositional defiant disorder) and 0.89 
(attention deficit/hyperactivity disorder). K-SADS-PL 
interviews in the present study were conducted by clini-
cians who were trained in its application by the Turkish 
Association for Child and Adolescent Psychiatry.

Beck Depression Inventory (BDI)
The BDI is a 21-item, 3-point, Likert-type self-report for 
screening depressive symptoms in the past 2 weeks. High-
er scores indicate greater depressive severity. Scores ≤13 
were accepted to denote minimal while those ≥29 may 
denote severe symptoms. Scores between 14 and 19 were 
classified as mild while those between 20 and 28 were ac-
cepted as moderate symptoms [22]. The reliability and va-
lidity study of the Turkish version was conducted by Hisli 
and Cronbach alpha was found to be 0.80 [23]. The BDI 
is validated for age 13 years and above. In our study, we 
added 12-year-old (six adolescents with MDD and sev-
en healthy control adolescents). There was no statistically 
significant difference between the BDI scores of 12 years 
and other age groups (p>0.05). Adolescents completed 
BDI for themselves in this study and it was given only the 
MDD group. Cronbach’s alpha in this sample was 0.81.

Multidimensional Peer Victimization Scale (MPVS)
This scale was developed and validated by Mynard and Jo-
seph [24] to evaluate the experiences of peer victimization. 
The MPVS is a 16-item, three points, Likert-type scale, 
validated for ≥11 years old youth which yields four factors 
including social manipulation, physical victimization, ver-
bal victimization, and attack on the property. Gültekin and 
Sayıl [25] in (2005) conducted the reliability and validity 
study of the Turkish version. The authors reported that 
11 items had to be added to the original to improve psy-
chometrics and that the factor analysis revealed five factors 
(e.g., terror, teasing, overt victimization, relational victim-
ization, and attack on the property) rather than four in the 
original. Cronbach’s alpha in the original study was 0.90. 
MPVS was completed by adolescents in MDD and con-
trol groups in this study and Cronbach’s alpha was 0.93.

Family Assessment Device (FAD)
Epstein et al. [26] developed this scale and it evalu-
ates multiple domains of family functioning (i.e., prob-
lem-solving skills; intra-familial communication; family’s 
roles; effective reactions to emotions; active participation 
of family members; behavior control; and general func-

tions in the family) with 60 items. All items are rated on a 
4-point Likert scale, with answer choices from “1-strongly 
agree” to “4-strongly disagree.” High scores obtained from 
the scale indicate that the family shows poor functional-
ity. The FAD is commonly used in many fields such as re-
search and clinical practice [26]. It is designed to be com-
pleted by every family member over the age of 12 years. 
Bulut [27] (1990) translated the Turkish version and 
conducted its validity and reliability study. In the original 
study of this measurement, the range of Cronbach’s al-
phas was between 0.72 and 0.92 for subscales. The scale is 
completed by parents in this study and Cronbach alphas 
for subscales were similar (i.e., between 0.70 and 0.90).

Parental Attitude Research Instrument (PARI)
The scale was developed by Schaefer and Bell [28] in 
1958 to evaluate parental child-rearing attitudes. The 
scale yields five domains in the form of “Overprotective 
mothering,” “Democratic treatment and granting equal-
ity,” “Rejection of home-maker role,” “Incompatibility,” 
and “Rigid disciplining.” Increased scores for factors oth-
er than “Democratic treatment and granting equality” 
indicate negative parenting attitudes. The Chronbach’s 
alpha was 0.64 in the original study (Schafer and Bell, 
1958). The PARI is validated children and adolescents. 
The validity and reliability study of the Turkish version 
was performed by Küçük and reliability was found to be 
similar to the original (i.e., 0.67, Küçük, 1987) [29]. The 
scale is completed by parents in this study and Cron-
bach’s alpha was found to be 0.65 for the study sample.

Statistical Analysis
The statistical analysis of the data obtained in the re-
search was made with the program of Statistical Package 
for the Social Sciences (SPSS) 22.0 (SPSS, IBM Inc.). 
Socio-demographic and clinical categorical variables 
were reported as numbers and frequencies. Quantitative 
variables were summarized as either arithmetic means 
and standard deviations or medians and inter-quartile 
ranges depending on the presence of outliers and as-
sumptions of normality. Assumptions of normality were 
evaluated through Kolmogorov–Smirnov test. Bivariate 
comparisons were conducted with Chi-square test (with 
Yates’ and Fisher’s corrections as needed) and Student’s 
t-test for independent groups or Mann–Whitney U-test 
depending on normality. In bivariate correlations, the 
normal distribution was first looked after and then it 
was carried out with the correlation analysis of Pearson 
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or Spearman. Partial correlation analyses controlling 
for BDI scores were conducted for evaluating relation-
ships between domains of peer bullying and family func-
tioning. Logistic regression analyses were conducted to 
evaluate the predictive value of victimization and family 
functioning. P was set at 0.05 (two-tailed).

RESULTS

Within the study period, 98 adolescents with MDD and 
99 control youth were eligible to be enrolled. Adolescents 
with MDD (mean age=14.7±1.5 years) were younger 
than control group (mean age=15.1±1.6 years) as showed 
by t-test (t [195]=2.0; p<0.05). Females were the majority 
in both groups (69.7% in control vs. 75.5% in MDD) with 
no significant difference (Yates’ χ2=0.57, p=0.45). Mean 
BDI scores in adolescents with MDD were 20.7±7.5.

Maternal ages, educational and vocational status, aca-
demic achievement, and self-reported peer relationships 
according to groups are listed in Table 1. Family income 
(Cramer’s V=0.28) and academic achievement (Cramer’s 
V=0.31) were significantly higher with a small to medi-
um effect size in control youth. In addition, self-reported 
psychopathology in relatives was significantly more fre-
quent in youth with MDD (Chi-square=12.0, p=0.003, 
Cramer’s V=0.25).

Over a third of our sample of adolescents with MDD 
had comorbid anxiety disorders (n=35, 36.1%). The dis-
orders in decreasing order were specific phobia (n=8, 
22.9%), separation anxiety disorder (n=7, 20.0%), social 
phobia (n=5, 14.3%), generalized anxiety disorder (n=4, 
11.4%), and panic disorder (n=1, 2.9%). Ten patients 
(28.6%) had multiple comorbid anxiety disorders.

Self-reported parenting and family functioning dif-
fered significantly across groups except problem-solving, 
rejection of homemaking, and family conflict (Table 2). 
Effect sizes for general family functioning and commu-
nication were moderate while family roles, affective re-
sponsiveness, and involvement and behavior control were 
large. For domains of parenting only overprotective be-
havior had a large effect size, while democratic and au-
thoritarian parenting had moderate effect sizes.

Adolescents with MDD scored significantly higher 
than controls in all subscales of MPVS with all differences 
having a large effect size (Table 3). Bivariate correlations 
in the MDD group between MPVS-subscales and FAD 
subscales revealed that none of the dimensions of peer 
victimization were associated with problem-solving in 

the family. Strongest relationships were observed between 
family roles and domains of victimization. Furthermore, 
the destruction of and damage to property as part of vic-
timization was not related to family functioning among 
youth with depression (Table 4). Controlling for BDI 

% (Median, IQR when indicated) Depression Control p* 
  (n=98) (n=99)

Maternal age 
(years, Median, IQR) 5.3 7.0 0.12
Maternal education (year)   
 ≤8  74.4 66.6 0.25
 >8 25.6 33.4 
Paternal age 
(years, Median, IQR) 5.4 6.5 0.13
Paternal education (years)   
 ≤8  51.0 57.6 0.11
 >8 49.0 42.4 
Maternal vocation   
 Housewife/unskilled 76.5 73.7 0.45
 Semi-skilled 8.2 4.0 
 Skilled 14.3 21.2 
 Retired 1.3 1.1 
Paternal vocation   
 Unskilled/menial 51.0 50.5 0.29
 Semi-skilled 12.2 15.2 
 Skilled 26.5 31.3 
 Retired 10.3 3.0 
Family income (self-reported)   
 Low 13.2 23.2 <0.001
 Middle 48.0 58.6 
 High 38.8 18.2 
Achievement 
(self- and parent-reported)   
 Low 14.3 3.0 <0.001
 Middle 30.6 15.2 
 High 55.1 81.8 
Peer relations 
(self- and parent-reported)   
 No problems 77.6 81.8 0.57
 Problems 22.4 18.2

IQR: Interquartile range; *: Mann–Whitney U and Chi-square tests (yates, likeli-
hood and linear trend when indicated).

Table 1. Socio-demographic features of adolescents with 
MDD and controls enrolled in the study to evaluate rela-
tionships between family functioning, parenting, and peer 
victimization
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Rho FAD- FAD- FAD- FAD- FAD- FAD- FAD- 
  problem communication roles affective affective behavior global 
  solving   responses involvement control functioning

MPVS-terror – 0.33** 0.57** 0.39** 0.26* 0.50** 0.52**
MPVS-teasing – 0.20** 0.46** 0.26* 0.29** 0.33** 0.32**
MPVS-overt victimization – – 0.30** 0.24* 0.22* 0.27* 0.29**
MPVS-relational victimization – – 0.30** 0.20* – 0.30** 0.23**
MPVS-attack on property – – 0.27** – – – –
MPVS-total score – 0.22** 0.51** 0.27** 0.27** 0.41** 0.40**

Spearman’s rho; *: P<0.05; **: P<0.01; MPVS: Multi-dimensional peer victimization scale; FAD: Family assessment device.

Table 4. Bivariate correlations between multi-dimensional peer victimization subscales and family functioning domains in ado-
lescents with major depressive disorder

Mean (SD) Depression group Healthy control group p t Cohen’s d

Terror 3.4 (2.7) 1.8 (1.8) <0.001 4.96 0.7
Teasing 4.9 (2.9) 1.3 (1.8) <0.001 10.55 1.5
Overt victimization 2.0 (1.6) 1.5 (1.3) 0.02 2.31 0.3
Relational victimization 3.5 (2.0) 1.0 (1.3) <0.001 10.35 1.5
Attack on property 1.6 (1.5) 0.9 (1.1) 0.001 3.54 0.5
Total score 15.4 (8.2) 6.5 (4.2) <0.001 9.49 1.4

SD: Standard deviation; Student’s t-test for independent groups.

Table 3. Comparison of peer victimization status according to diagnostic groups in adolescents enrolled in the study to evaluate 
relationships between family functioning, parenting, and peer victimization

Mean (SD) Depression group Healthy control group p t Cohen’s d

FAD problem solving 2.1 (0.6) 2.1 (0.7) 0.43 –0.80 –
FAD communication 2.3 (0.4) 2.1 (0.6) 0.01 2.69 0.4
FAD roles 2.4 (0.4) 2.0 (0.6) <0.001 6.89 0.8
FAD affective responsiveness  2.4 (0.6) 1.8 (0.5) <0.001 6.96 1.1
FAD affective involvement 2.6 (0.5) 2.1 (0.6) <0.001 5.88 0.9
FAD behavior control 2.5 (0.5) 1.9 (0.5) <0.001 8.33 1.2
FAD general 2.2 (0.5) 2.0 (0.6) <0.001 3.00 0.4
PARI- Overprotective  40.3 (7.4) 34.3 (6.7) <0.001 5.97 0.9
PARI- Democratic  26.0 (3.4) 24.7 (3.3) 0.01 2.67 0.4
PARI- Rejection of homemaking  29.9 (5.8) 30.5 (5.8) 0.49 -0.69 –
PARI- Marital conflict 14.2 (3.7) 14.4 (3.3) 0.66 -0.44 –
PARI- Authoritarian  30.5 (6.4) 28.3 (5.3) 0.01 2.58 0.4

SD: Standard deviation; PARI: Parental attitude research instrument; FAD: Family assessment device; t-test for independent groups.

Table 2. Comparison of family functioning and parental attitudes according to diagnostic groups in adolescents enrolled in the 
study to evaluate relationships between family functioning, parenting, and peer victimization
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scores lowered those associations mostly (Table 5). Final-
ly, we evaluated the roles of domains of peer victimization 
(i.e., terror, teasing, overt and relational victimization, and 
attack on the property) along with those of family func-
tioning (communication, roles, affective responses and 
involvement, behavior control, and global functioning) on 
symptoms of depression in our sample. Due to non-nor-
mality, we dichotomized the sample according to BDI 
scores (i.e., <13=non-depressed and ≥13=depressed) and 
attempted binary logistic regression (with entering meth-
od). Each predictor was used in separate steps. Although 
each of the steps was statistically significant (Hosmer and 
Lemeshow Test, p>0.05), they could only explain a limited 
portion of the variance in depression status (Nagelkerke 
R2s varied between 0.01 and 0.07). Furthermore, none of 
the individual predictors reached significance (Table 6).

DISCUSSION

This multi-center, cross-sectional, and case–control 
study aimed to compare peer victimization in adolescents 
with MDD and healthy adolescents and to elucidate rela-
tionships between family functioning, parenting and peer 
victimization in youth with MDD. As a result, we found 
that adolescents with MDD scored significantly higher 
than controls in all subscales of MPVS with all differenc-
es having a large effect size. Functioning of their families 
as significantly lower compared to controls in depressed 
adolescents, except problem-solving. On the other hand, 
they were rather ambivalent about the parenting they re-
ceived. They rated their parents as displaying significant-
ly higher democratic and authoritarian attitudes at the 
same time as well as being over-protective. We also found 

that MPVS were associated with all domains of family 
functioning (except problem-solving). Contrary to our 
hypothesis, we observed that domains of victimization 
and family functioning could only explain a limited part 
of the variance in depression symptoms of youth.

Studies designed differently (cross-sectional, retro-
spective, and longitudinal) have shown correlations be-
tween peer victimization and clinical depression [9, 30–
32]. Bowes et al. [32] (2015) examined the relationship 
between peer victimization and depression through lon-
gitudinal study. They recruited 6719 participants who re-
ported on peer victimization at age 13 years and followed 
3898 participants on both victimizations by peers at age 
13 years and depression at age 18 years. They found that 

Variables Odds ratio 95% CI p

MPVS-terror 0.95 0.69–1.30 0.74
MPVS-teasing 1.02 0.77–1.36 0.90
MPVS-overt victimization 0.89 0.57–1.40 0.62
MPVS-relational victimization 1.22 0.82–1.83 0.33
MPVS-attack on property 1.14 0.75–1.72 0.54
FAD communication 0.41 0.09–1.95 0.26
FAD roles 0.41 0.06–2.89 0.37
FAD affective responsiveness 1.29 0.40–4.14 0.67
FAD affective involvement 1.17 0.31–4.47 0.82

Hosmer and Lemeshow test: P=0.17; Nagelkerke R2=0.07; CI: Confidence inter-
val; MPVS: Multi-dimensional peer victimization scale; FAD: Family assessment 
device.

Table 6. Variables related to depression status for adoles-
cents in logistic regression analysis (n=98)

Rho FAD- FAD- FAD- FAD- FAD- FAD- FAD- 
  problem communication roles affective affective behavior global 
  solving   responses involvement control functioning

MPVS-terror – 0.32** 0.51** 0.34** 0.28** 0.39** 0.47**
MPVS-teasing – 0.23* 0.42** 0.28** 0.31** 0.29** 0.38**
MPVS-overt victimization – – 0.23* 0.20* 0.23* – 0.25*
MPVS-relational victimization – – 0.37** 0.24* – 0.31** 0.27**
MPVS-attack on property – – 0.26** – – – –
MPVS-total score – 0.25* 0.49** 0.31** 0.31** 0.37** 0.43**

Spearman’s rho; *: P<0.05; **: P<0.01; MPVS: Multi-dimensional peer victimization scale; FAD: Family assessment device.

Table 5. Partial correlations controlling for beck depression inventory scores between multi-dimensional peer victimization sub-
scales and family functioning domains in adolescents with major depressive disorder
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depression was two-fold higher in the peer victimization 
compared to not peer victimization participants. Wil-
liams et al. [33] investigated types of bullying victimiza-
tion (physical, verbal/social, and cyberbullying) and their 
effects on depressive symptoms in the adolescents transi-
tioning to high school in a large (n=233) sample. They 
found that verbal/social bullying was associated with 
depressive symptoms in both genders. They also found 
that victims of cyberbullying were more likely to report 
depressive symptoms, especially female adolescents. Our 
results support those previously reported studies.

Adolescents with depression in our sample reported 
significantly impaired family functioning in all domains 
except problem-solving. The previous studies showed 
that families of individuals with MDD reported greater 
dysfunction especially in domains of communication and 
affective involvement [34, 35]. A review on the relation-
ship of adolescent internalizing symptoms and family 
functioning reported that both depressive symptoms and 
diagnoses of adolescents were related to overall family 
dysfunction and problems specific to various domains of 
family functioning [12]. Specifically, greater family con-
flict, lower family cohesion, and support and adolescents’ 
dissatisfaction with the functioning of their families 
were found to be related to adolescent depression [12]. 
Daches et al. [36] in 2018 investigated family function-
ing in adolescents with low (n=82) and high familial risk 
(n=79) for depression. They found that high-risk adoles-
cents and their mothers reported more extensive family 
dysfunction than low-risk adolescents and their moth-
ers. What’s more, both adolescents’ and their mothers’ 
reports of family dysfunction were positively correlated 
with adolescents’ depressive symptoms. Therefore, it can 
be said that family dysfunction may predate the onset 
of depression in adolescence. Our results are following 
with those findings and suggest that family functioning 
should be addressed in treating adolescent depression.

Adolescents with MDD in our study also reported 
significantly elevated overprotective, democratic, and au-
thoritarian parenting attitudes. Studies in the relation-
ship between depression and parental attitudes report 
elevated depressive complaints in youth feeling over-con-
trolled and over-guarded by their parents [37, 38]. In 
our country, Özbaran et al. [37] reported that parenting 
variables such as over-protection, marital discord, and 
authoritarian attitudes contributed to the pathogene-
sis of MDD in Turkish adolescents. Recognition of the 
importance of family dysfunction and parenting prob-
lems in childhood depression led to increasing use of 

family-focused treatment methods [39, 40]. In a recent 
study, family-focused treatment in children with MDD 
was reported to reduce depressive symptoms both in 
clinician, child and parent ratings as well as improving 
parent-rated internalizing and externalizing symptoms. 
Those improvements were also maintained in 4 and 9 
months of follow-up [40]. Our findings are also in par-
tial agreement with those previously reported and under-
line the importance of over-protective and authoritarian 
parenting in adolescent MDD. The elevated democratic 
parenting scores in our sample may be due to reporting 
bias or reflect confusion and instability of parenting atti-
tudes received by adolescents in our study.

MPVS scores in our sample displayed significant cor-
relations with all domains of family functioning except 
problem-solving. Although the cross-sectional nature 
of the study precludes assumptions of causality, those 
findings may suggest that family dysfunction in various 
domains may be associated with various domains of 
MPVS. This makes theoretical sense due to the previous 
studies underlining the importance of family dysfunction 
on the mental health of youth [41]. It was also found that 
parent-child conflict was related to peer victimization 
among adolescents [42]. Luk et al. [43] in 2016 inves-
tigated relationships between peer victimization and ex-
ternalizing and internalizing through retrospective study 
in young adults. They found that parent authoritative-
ness style was protective against peer victimization and 
depression through higher self-esteem. On the contrary, 
permissive or authoritarian parent’s style was positively 
associated with bullying. Studies on peer victimization, 
family functioning, parenting, and depression in youth 
are scarce. Our results should be replicated with larger 
samples and using multiple informants.

Our findings should be evaluated within the context 
of limitations. One of them is over-representation of fe-
male participants. Although this female predominance 
increases external validity due to depression being more 
frequent in adolescent females, it may also reduce in-
ternal validity due to sample heterogeneity. We also did 
not evaluate the severity of depression in adolescents. 
Objective evaluations of the severity of MDD (e.g., 
HAM-D-17, CGI-S) may have enriched our findings. 
Furthermore, BDI was given only the MDD group. Lack 
of blinding, lack of evaluations for intellectual function-
ing and those for effects of treatment may also be listed 
among limitations. Finally, peer relationships, academic 
functioning, and family income were mostly evaluated 
with self- and parent-reports.
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Conclusion
Regardless of limitations, our results suggest that fam-
ily dysfunctions in adolescent MDD (females at least) 
may be associated with peer victimization. Although 
cross-sectional design precludes evaluation of causality, 
it may be prudent to evaluate family functions as well as 
peer victimization of depressed youth.

Ethics Committee Approval: The Izmir Katip Celebi University 
Clinical Research Ethics Committee granted approval for this study 
(date: 05.07.2017, number: 127).

Conflict of Interest: No conflict of interest was declared by the 
authors. 

Financial Disclosure: The authors declared that this study has re-
ceived no financial support.

Authorship Contributions: Concept – YO, CM; Design – YO, GO, 
MO; Supervision – CM, AET, APA; Fundings – YO, GO, MO; Materials 
– YO, MO; Data collection and/or processing – YO, MO, GO; Analysis 
and/or interpretation – AET, CM; Literature review – MO, CM; Writing 
– YO, GO; Critical review – APA.

REFERENCES

1. Swartz HA, Rollman BL. Managing the global burden of depression: 
lessons from the developing world. World Psychiatry 2003;2:162–3. 

2. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders. 5th ed. Text Revision. American Psychiatric Associa-
tion Pres: Washington; 2013. [CrossRef ]

3. Costello EJ, Mustillo S, Erkanli A, Keeler G, Angold A. Prevalence and 
development of psychiatric disorders in childhood and adolescence. 
Arch Gen Psychiatry 2003;60:837–44. [CrossRef ]

4. Gadow KD, Sprafkin J, Nolan EE. DSM-IVSymptoms in community 
and clinic preschool children. J Am Acad Child Adolesc Psychiatry 
2001;40:1383–92. [CrossRef ]

5. Birmaher B, Brent D; AACAP Work Group on Quality Issues, Bernet 
W, Bukstein O, Walter H, et al. Practice parameter for the assessment 
and treatment of children and adolescents with depressive disorders. J 
Am Acad Child Adolesc Psychiatry 2007;46:1503–26. [CrossRef ]

6. Menesini E, Nocentini A, Camodeca M. Morality, values, traditional 
bullying, and cyberbullying in adolescence. Br J Dev Psychol 2013;31:1–
14. [CrossRef ]

7. Magklara K, Skapinakis P, Gkatsa T, Bellos S, Araya R, Stylianidis S, 
et al. Bullying behaviour in schools, socioeconomic position and psy-
chiatric morbidity: a cross-sectional study in late adolescents in Greece. 
Child Adolesc Psychiatry Ment Health 2012;6:8. [CrossRef ]

8. Olweus D. Understanding and researching bullying: Some critical is-
sues. In: Jimmerson SM, Swearer S. Espelage D, editors. Handbook of 
bullying in schools: An international perspective. New York, NY: Rout-
ledge; 2010. p. 9–34.

9. Hawker DS, Boulton MJ. Twenty years’ research on peer victimization 
and psychosocial maladjustment: a meta-analytic review of cross-sec-
tional studies. J Child Psychol Psychiatry 2000;41:441–55. [CrossRef ]

10. Sabuncuoglu O, Ekinci O, Bahadir T, Akyuva Y, Altınöz E, Berkem M. 
Bullying and its relationship to symptoms of depression in adolescent 
students. J Clin Psy 2006;9:27–35.

11. Knafl K, Leeman J, Havill N, Crandell J, Sandelowski M. Delimiting 
family in syntheses of research on childhood chronic conditions and 
family life. Fam Process 2015;54:173–84. [CrossRef ]

12. Hughes EK, Gullone E. Internalizing symptoms and disorders in fam-
ilies of adolescents: a review of family systems literature. Clin Psychol 
Rev 2008;28:92–117. [CrossRef ]

13. Sander JB, McCarty CA. Youth depression in the family context: famil-
ial risk factors and models of treatment. Clin Child Fam Psychol Rev 
2005;8:203–19. [CrossRef ]

14. Guerra NG, Williams KR, Sadek S. Understanding bullying and vic-
timization during childhood and adolescence: a mixed methods study. 
Child Dev 2011;82:295–310. [CrossRef ]

15. Bi X, Yang Y, Li H, Wang M, Zhang W, Deater-Deckard K. Par-
enting Styles and Parent-Adolescent Relationships: The Mediating 
Roles of Behavioral Autonomy and Parental Authority. Front Psychol 
2018;9:2187. [CrossRef ]

16. Hamon JD, Schrodt P. Do parenting styles moderate the association 
between family conformity orientation and young adults’ mental well-
being? J Fam Comm 2012;12:151–66. [CrossRef ]

17. Heaven P, Ciarrochi J. Parental styles, gender and the development of 
hope and self-esteem. Eur J Pers 2008;22:707–24. [CrossRef ]

18. Bilsky SA, Cole DA, Dukewich TL, Martin NC, Sinclair KR, Tran 
CV, et al. Does supportive parenting mitigate the longitudinal effects of 
peer victimization on depressive thoughts and symptoms in children? J 
Abnorm Psychol 2013;122:406–19. [CrossRef ]

19. Papafratzeskakou E, Kim J, Longo GS, Riser DK. Peer victimization 
and depressive symptoms: Role of peers and parent–child relationship. 
J Aggress Maltreat Trauma 2011;20:784–99. [CrossRef ]

20. Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P, et al. 
Schedule for affective disorders and schizophrenia for school-age chil-
dren-present and lifetime version (K-SADS-PL): initial reliability and 
validity data. J Am Acad Child Adolesc Psychiatry 1997;36:980–8. 

21. Gökler B, Ünal F, Pehlivantürk B, Kultur E, Akdemir D, Taner Y. Re-
liability and validity of schedule for affective disorders and schizophre-
nia for school age children present and lifetime version-Turkish version 
(K-SADS-PL-T). Turk J Child Adolesc Ment Health 2004;11:109–
16. 

22. Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inventory for 
measuring depression. Arch Gen Psychiatry 1961;4:561–71. [CrossRef ]

23. Hisli N. Use of the Beck Depression Inventory with Turkish Univer-
sity students: reliability, validity and factor analysis. Turk Psikol Derg 
1989;6:118–26.

24. Mynard H, Joseph S. Development of the multidimensional peer vic-
timization scale. Aggress Behav 2000;26:169–78. [CrossRef ]

25. Gültekin Z, Sayıl M. A Study of the reliability and validity of the peer 
victimization scale. Turkish Psychological Articles 2005;8:47–61.

26. Epstein NB, Baldwin LM, Bishop DS. The McMaster Family Assess-
ment Device. J Marital Fam Ther 1983;9:171–80. [CrossRef ]

27. Bulut I. Handbook of Family Assessment Device (FAD). Ankara: 
Özgüzeliş Press; 1990. 

28. Schafer ES, Bell RQ. Development of a parental attitude research in-
strument. Child Dev. 1958;29:339–61. [CrossRef ]

29. Küçük Ş. The validity of the Turkish form of the PARI subscales II, III, 
IV [thesis]. İstanbul Boğaziçi University, Faculty of Medicine; 1987.

30. Kaltiala-Heino R, Rimpelä M, Marttunen M, Rimpelä A, Rantanen 
P. Bullying, depression, and suicidal ideation in Finnish adolescents: 
school survey. BMJ 1999;319:348–51. [CrossRef ]

31. Meltzer H, Vostanis P, Ford T, Bebbington P, Dennis MS. Victims of 
bullying in childhood and suicide attempts in adulthood. Eur Psychia-

https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1001/archpsyc.60.8.837
https://doi.org/10.1097/00004583-200112000-00008
https://doi.org/10.1097/chi.0b013e318145ae1c
https://doi.org/10.1111/j.2044-835X.2011.02066.x
https://doi.org/10.1186/1753-2000-6-8
https://doi.org/10.1111/1469-7610.00629
https://doi.org/10.1111/famp.12101
https://doi.org/10.1016/j.cpr.2007.04.002
https://doi.org/10.1007/s10567-005-6666-3
https://doi.org/10.1111/j.1467-8624.2010.01556.x
https://doi.org/10.3389/fpsyg.2018.02187
https://doi.org/10.1080/15267431.2011.561149
https://doi.org/10.1002/per.699
https://doi.org/10.1037/a0032501
https://doi.org/10.1080/10926771.2011.608220
https://doi.org/10.1097/00004583-199707000-00021
https://doi.org/10.1001/archpsyc.1961.01710120031004
https://doi.org/10.1002/(SICI)1098-2337(2000)26:2%3C169::AID-AB3%3E3.0.CO;2-A
https://doi.org/10.1111/j.1752-0606.1983.tb01497.x
https://doi.org/10.1111/j.1467-8624.1958.tb04891.x
https://doi.org/10.1136/bmj.319.7206.348


Ozturk et al., Family functioning, parenting and peer victimization in depression 221 

try 2011;26:498–503. [CrossRef ]

32. Bowes L, Joinson C, Wolke D, Lewis G. Peer victimisation during ado-
lescence and its impact on depression in early adulthood: prospective 
cohort study in the United Kingdom. Br J Sports Med 2016;50:176–
83. [CrossRef ]

33. Williams SG, Langhinrichsen-Rohling J, Wornell C, Finnegan H. 
Adolescents transitioning to high school: sex differences in bullying vic-
timization associated with depressive symptoms, suicide ideation, and 
suicide attempts. J Sch Nurs 2017;33:467–79. [CrossRef ]

34. Friedmann MS, McDermut WH, Solomon DA, Ryan CE, Keitner GI, 
Miller IW. Family functioning and mental illness: a comparison of psychi-
atric and nonclinical families. Fam Process 1997;36:357–67. [CrossRef ]

35. Keitner GI, Ryan CE, Miller IW, Kohn R, Bishop DS, Epstein NB. 
Role of the family in recovery and major depression. Am J Psychiatry 
1995;152:1002–8. [CrossRef ]

36. Daches S, Vine V, Layendecker KM, George CJ, Kovacs M. Family 
functioning as perceived by parents and young offspring at high and low 
risk for depression. J Affect Disord 2018;226:355–60. [CrossRef ]

37. Özbaran B, Tamar M, Yüncü Z, Bildik T, Demiral N, Erermiş S. Evalu-
ation of parental attitudes in a clinical sample of adolescents with major 

depressive disorder. Anatolian Journal of Psychiatry 2009;10:109–5. 
38. Burt CE, Cohen LH, Bjorck JP. Perceived family environment as a mod-

erator of young adolescents’ life stress adjustment. Am J Community 
Psychol 1988;16:101–22. [CrossRef ]

39. Tompson MC, Langer DA, Hughes JL, Asarnow JR. Family-focused 
treatment for childhood depression: model and case illustrations. Cogn 
Behav Pract 2017;24:269–87. [CrossRef ]

40. Tompson MC, Pierre CB, Haber FM, Fogler JM, Groff AR, Asarnow 
JR. Family-focused treatment for childhood-onset depressive disorders: 
results of an open trial. Clin Child Psychol Psychiatry 2007;12:403–20.

41. Behere AP, Basnet P, Campbell P. Effects of family structure on men-
tal health of children: a preliminary study. Indian J Psychol Med 
2017;39:457–63. [CrossRef ]

42. Georgiou, SN, Stavrinides P. Parenting at home and bullying at school. 
Soc Psychol Educ 2013;16:165–79. [CrossRef ]

43. Luk JW, Patock-Peckham JA, Medina M, Terrell N, Belton D, King 
KM. Bullying perpetration and victimization as externalizing and in-
ternalizing pathways: a retrospective study linking parenting styles and 
self-esteem to depression, alcohol use, and alcohol-related problems. 
Subst Use Misuse 2016;51:113–25. [CrossRef ]

https://doi.org/10.1016/j.eurpsy.2010.11.006
https://doi.org/10.1136/bjsports-2015-h2469rep
https://doi.org/10.1177/1059840516686840
https://doi.org/10.1111/j.1545-5300.1997.00357.x
https://doi.org/10.1176/ajp.152.7.1002
https://doi.org/10.1016/j.jad.2017.09.031
https://doi.org/10.1007/BF00906074
https://doi.org/10.1016/j.cbpra.2016.06.003
https://doi.org/10.1177/1359104507078474
https://doi.org/10.4103/0253-7176.211767
https://doi.org/10.1007/s11218-012-9209-z
https://doi.org/10.3109/10826084.2015.1090453

