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ABSTRACT 

According to the United States Department of Health and Human Services (1999), 

between 10-15% of children and adolescents in the United States show some symptoms of 

depression that interfere with their functioning at home and school. This same report indicated 

that only 20-25% of these children get the treatment they need to cope with this significant 

debilitating condition. Adults often turn to spirituality in order to find comfort, hope and relief 

from distress. Spirituality refers to one’s own beliefs, experiences and ideals concerning how to 

cope with a crisis (Elkins & Cavendish, 2004). However, most work in spirituality has been done 

with adults; little is known about the ways in which spirituality may be used or expressed by 

children who are facing difficulty in life, and especially among clinically children with 

depression (Elkins et al., 2004). 

The purpose of this study was to investigate experiences and views that promote well-

being among school-age children (ages 9-12 years) who had been diagnosed with depression, 

and specifically what role spirituality has in this process. The goal was to better understand the 

process of how these children express and find purpose and meaning in their life in order to find 

a sense of hope, comfort and strength in order to cope during their experience with depression. 

The method used for this study was grounded theory, designed to examine an underlying social 

process (Glaser & Strauss, 1967). The sample consisted of 7 English speaking children ages 9-12 

that had been diagnosed with depression not otherwise specified or dysthymia. Children were 

patients at a counseling center in Arizona. A semi-structured interview schedule ensured that the 

research questions were answered. Data were analyzed using constant comparison of themes 

across and within data from the participants and other text-based sources. 
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Self-regulation, which included spiritually-related approaches, was found to be a key 

underlying process of coping in this group of children. Understanding the process of spiritual 

self-regulation was useful in providing more definitive knowledge for theory-guided practice 

with clinically depressed school-aged children. 
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CHAPTER ONE ― STATEMENT OF THE PROBLEM 

Listening to a child’s perceptions and feelings is the first step in helping children learn to 

cope with issues that are bothering them. Children think concretely, but may still be able to 

identify strategies for coping. In clinical practice of psychiatric mental health nursing, children 

who suffer from depression often ask the same questions as adults, such as “who am I really,” 

“Why is this happening to me?” “Why do I feel this way?” “How do I cope with this?” “What do 

I believe?” “Will I ever feel different?” “Is there a higher power making this happen to me?” If 

we can understand what a child’s beliefs, thoughts and ideas are, psychiatric mental health nurses 

may be better prepared to help them on their journey to feeling better emotionally and to function 

more productively in school and play. 

Nursing as a discipline strives to view patients from a holistic perspective. This means 

that we consider the biological, psychological, social and spiritual needs of patients. When adults 

are faced with a serious problem, they may turn to spirituality to find comfort, hope and relief 

from distress. Spirituality refers to one’s own beliefs, experiences and ideas concerning how to 

cope with a crisis (Elkins & Cavendish, 2004). Spirituality according to Elkins et al (2004) 

becomes one aspect of coping during a crisis. 

Spirituality is typically considered to be a universal human phenomenon with an 

underlying assumption that the individual is connected to a higher being or purpose, which helps 

the person address their quest for meaning and purpose in life (Elkins et al, 2004). However, 

most work in spirituality has been done with adults; little is known about the ways in which 

spirituality may be used or expressed by children who are facing difficulty in life, and especially 

among children who are clinically depressed. 
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Statement of the Purpose 

The purpose of this study is to gain knowledge about spirituality as a potential process of 

coping and of well-being among school-age children (ages 9-12 years) who have been diagnosed 

with depression. The goal is to better understand children’s experience of coping during the 

experience of clinical depression. Through a better understanding of spirituality and other 

approaches to or factors in coping such as resilience among children diagnosed with depression, 

nurses may be better able to enhance their well-being during this debilitating condition. 

Children have certain ways of coping that may differ from adults when they are 

distressed or depressed (Elkins et al, 2004). Whether or not spiritual coping is one of these 

mechanisms is an interest in this study. In clinical practice, observing how children find their 

own inner strength to deal with sad and angry feelings has been of interest to this researcher. 

Spirituality may be described in terms of self-transcendence (Reed, 1991), that is the 

capacity to expand personal boundaries and be oriented toward perspectives, activities and 

purposes beyond the self without negating the value of the self and the present context (Reed, 

1991). Further, other essential elements were identified in a model by Benson, Roehlkepartain 

and Rude (2003) such as inner strength, meaning, purpose, and contribution to others. Much of 

the nursing literature on spirituality is discussed in reference to adults who have an acute or 

chronic medical illness or who are dying. Few articles are related to spiritual coping in children, 

and much less on children who have psychiatric illness such as depression. Therefore, this focus 

on spiritual coping as it may be used by children who are suffering from depression will be a 

new area of research. 
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Background and Significance 

Depression, at least as experienced by adults, has been described since ancient times. As 

stated in Kaplan, Sadock and Grebb (1994), ancient documents such as the Old Testament in the 

Bible described King Saul with anger and despair, which could have been a depressive disorder. 

Other examples discussed by Kaplan et al (1994) include the story of Ajax’s suicide in Homer’s 

Iliad, Hippocrates, around 400 BC described melancholia for mental disturbances; and Cornelius 

Celsus, around 30 AD had a description of depression causing black bile. A 12th century Jewish 

physician Moses Maimonides considered melancholia a discrete disease state, and in the 1800’s 

Jules Baillarger described a condition called folie a double forme, in which patients become 

deeply depressed and fall into a stuporous state from which they eventually recover. 

According to the United States Department of Health and Human Services (1999), 

between 10 and 15% of children and adolescents in the United States show some symptoms of 

depression. This percentage is similar to the percentage of adults with depressive symptoms, 

with Kaplan et al (1994) reporting a prevalence of about 15 percent in adults. According to 

Mesquita (1994), the prevalence of major depression in children was 1 to 2% and for dysthmia 

(depressive symptoms lasting longer than 1 year) was 2 to 14%. The one year prevalence of 

major depressive disorder in adolescents is thought to be as high as 8.3%; the prevalence of 

dysthymic disorder is estimated to be 3%. From 20 to 40% of children with depression have 

another depressive episode within 2 years, 70% will relapse in adulthood, and 20 to 40% of 

adolescents with depression will develop bipolar disorder. Most children are diagnosed with 

depression NOS (Not Otherwise Specified) due to the difficulty with making a diagnosis of 

depression in children. Depression NOS and major depression, the focus of this study, pose a 
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significant mental health problem among children. The potential connection between depression 

and spirituality is a little studied area in nursing or any discipline. 

According to Desai, Ng and Bryant (2002), human beings are spiritual by nature. Human 

beings are born with a sense of being connected to the self as they develop, and to a sense that 

there is something greater than ourselves. Spirituality as discussed in Pendelton, Cavalli, 

Pargament and Nasr (2002), is a wellspring, an inner belief system or resource from which the 

child can draw strength and solace. When spiritual endeavors for meaning are shared with others 

in an organized form, spirituality may be expressed in religious activity involving rituals of 

prayer, worship and doctrine. Pendelton et al (2002) stated that whether framed in terms of 

humanism, nature or religion, spirituality contributes to the child’s ego-strength and resilience in 

coping with extraordinary stress. However, unattended spiritual needs, such as those that 

accompany depression, may cause distress in the child. According to Elkins (2004), spiritual 

distress may occur when a child experiences a change in health status, or when an illness 

becomes chronic or the child is dying. It is unknown if spiritual distress occurs in children 

diagnosed with depression.  

Developmentally, children have spiritual needs in illness, just as they have biological, 

psychological and social needs. Nurses need to know how a child’s spirituality may affect their 

overall health state and well-being, and what its impact may have on healing and coping. 

However, research into childhood depression has focused on either biological or psychological 

or social issues in relation to depression. There is a dearth of research in the spiritual aspect of 

depression. 
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Description and Etiology of Depression in Children 

A definition of childhood depression is difficult to find in the literature as depression is 

usually described by symptoms. As Garber (1992) stated, depression in children may be defined 

with the same criteria as for adults. For purposes of this study, depression will include three 

categories as defined in the Diagnostic and Statistical Manual of Mental Disorders IV-TR 

(2007): Depression, Depression not otherwise specified, and Dysthymia. Major Depression is a 

mental disorder characterized by an all-encompassing low mood accompanied by low self-

esteem, and loss of interest or pleasure in previous enjoyable activities. Depression not otherwise 

specified (NOS) may also be called atypical depression and is characterized by mood reactivity 

(paradoxical anhedonia) and positivity, changes in weight or increased appetite (comfort eating), 

excessive sleep or sleepiness (hypersomnia), a sensation of heaviness in limbs known as leaden 

paralysis, and significant social impairment as a consequence of hypersensitivity to perceived 

interpersonal rejection. Dysthymia is a chronic mood disorder that falls within the depression 

spectrum. It is considered a chronic depression, but with less severity than major depressive 

disorder. This disorder tends to be a chronic, long-lasting illness. 

Depression is based on negative cognitions; such as hopelessness, negative view of the 

self, negative self-schema, negative attributions, loss of locus of control and cognitive 

distortions. Sacco et al (1994) defined depression as a tendency to erroneously view the self, 

future and one’s experiences in a negative manner. Sadock and Sadock (2007) looked at how 

complex it is to diagnose children with depression as they feel that half of all children who meet 

criteria for one psychiatric diagnosis also meet it for one other disorder. Depression in children 

appeared to be more a syndrome with a combination of dysphoria (inappropriately or excessively 
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sad mood) or anhedonia (loss of pleasure in response to previously enjoyed activities) as the two 

most significant symptoms. 

Developmentally, Mesquita (1994) also found that symptoms changed. For example in 

pre-school children, decreased appetite, failure to gain weight, sad appearance, irritable mood, 

feeling bored, GI (gastrointestinal) upset, sleep difficulties and repetitive behaviors are the most 

common symptoms. In children ages 3 to 8 years, aggression and self-endangering behaviors 

were noted. Mesquita (1994) also found that in a longitudinal study that negative life events lead 

to depressive symptoms in early childhood and that a negative interpretation of why things 

happen as they do leads to depressive symptoms in later childhood. According to Mesquita 

(1994), genetic and biological factors have also been found to contribute to the occurrence of 

depression in children. 

Mesquite (1994) found that depression and anxiety occurred in 16 to 62% of children 

with negative life events, with excess anxiety being a symptom of depression. Mesquita (1994) 

described that anhedonia, dysphoria, feeling unloved and guilty; along with anxiety was a 

symptom of depression in older children. It appeared that if children with depression had 

increased levels of worry about the future and academics then it was accompanied by anxiety. 

Mesquita (1994) also studied conduct disorder with depression and stated that conduct disorder 

was a complication from depression possibly due to perceived negative social status. Aggression 

and irritable mood were symptoms of both disorders, with suicidal ideation more common in 

conduct disorder. 

Mesquita (1994) noted that children with depression may have a depressed parent, may 

have received hard power-assertive discipline, and experienced a rigid and inflexible family 
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structure and internalized aggression. Family interactions that had conflict and aggression and 

maternal aversiveness were seen in both depression and conduct disorders. Mesquita (1994) 

reported that attention deficit and depression both can result in difficulty with concentration, 

psychomotor agitation and engagement in self-endangering behaviors. Social withdrawal, guilt, 

weeping and dysphoria are key to depression. Thus, it is clear, that children with depression are 

suffering, and that their emotional, social well-being and academic progress are at risk. 

Studies conducted into childhood depression have focused on biological, social and 

psychological factors and not on spiritual factors. Key findings from a review of studies by Rice, 

Harold, and Thapar (2002) showed an increased familial risk, and that recurrent prepubescent 

major depressive disorder may be more familial than previously thought. Rice et al (2002) 

review of previous studies on depression, found that chemical dependency could be a form of 

depression, and that anxiety was related to depression. They also noted that major depressive 

disorder in young people shows continuity into adulthood. Rice et al (2002) described how a 

chaotic family environment leads to dysthymia, although when chemical dependency is co-

morbid with depression, it may be less familial. Environmental stressors seem to be less 

correlated with depression. Genetic factors of depressive symptoms seem to increase with age. 

The importance of developmental change in depressive symptoms across the lifespan is 

unclear. Although Rice et al (2002) explained that overall twin studies show that children inherit 

genes from parents, are exposed to environments that are shaped by their own and parent’s 

genetic makeup, these genetic-environmental correlations increase with age as children become 

more autonomous and have more control in choosing environments. Adoption studies show little 
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evidence of genetic factors on depressive symptoms. In the context of all of these factors, 

spirituality as a potentially relevant factor has not been studied. 

Spirituality and Depression 

Pendelton et al (2002) defined spirituality as a belief system focusing on intangible 

elements that impart vitality and meaning to life’s events. As such, spirituality may be proposed 

as a coping resource for well-being during depression. Coping has been defined in Pendelton et 

al (2002) as constantly changing cognitive and behavioral efforts to manage specific external and 

or internal demands that are appraised as taxing or exceeding the resources of the person. 

Pendelton et al (2002) also defined spiritual coping as a search for significance in times of stress 

in ways related to the sacred. Measures of spiritual coping focus on specifying how an individual 

is making use of spirituality to understand and deal with stressors. In adults, spirituality has been 

hypothesized to be significant through its varying roles in coping, including influencing the 

construction of meaning of events, the coping process and ends sought. Similarly for children, 

spirituality may be significant in coping with difficult life situations or emotional experiences 

associated with depression. 

Roehlkepartain (2006) described spiritual development as a universal human process and 

a robust force in life for both individuals and societies. Roehlkepartain (2006) described 

spirituality with adults as being transformational and maturational in that adults increased in the 

depth of personal awareness and spiritual meaning as they went through life changing events, 

such as depression or other illness. If spiritual development is a universal process, then a 

hypothesis would be that children may also experience some process of spiritual development 

when depressed. 
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There is a gap in research literature in reference to spirituality in children with 

depression. However, Garber (1994) posed questions about depression that may suggest how 

spirituality may be involved in coping with depression, since some of Garber’s questions have to 

do with making meaning, cognition, interpreting a situation, self-worth, and emotional distress. 

Garber’s questions were: What is the nature of the cognitive vulnerability when a stressor 

occurs? Does a negative cognitive style cause vulnerable individuals to interpret a stressor more 

negatively initially and therefore experience more intense dysphoric affect? Or do most 

individuals experience some emotional distress after a negative life event, but among cognitively 

vulnerable individuals, does the dysphoric affect persist and intensify because of negative 

ruminations about the implications of the event for future well-being and/or sense of self-worth? 

If spirituality is based on looking at meaning and purpose in life, would the negative cognitive 

style associated with depression enhance or make it harder to have a spiritual view of situations? 

Is spiritual distress a component in depression? 

Although, spirituality may be one way to cope with these stressors, it is unknown whether 

spirituality is an active coping mechanism or a characteristic that falls on a continuum that 

influences coping. For example is a child highly engaged in spirituality likely to be more 

successful in coping than a child with low engagement in spirituality? Thus, a focus of this study 

is how spirituality may function as a potential process or resource in coping with depression, 

along with other coping strategies. 

Roehlkepartan (2006) has proposed a description of spirituality that provides assumptions 

underlying this study: 
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‘Spiritual development is the process of growing the intrinsic human capacity for self-

transcendence, in which the self is embedded in something greater than the self, including 

the sacred. It is the developmental engine that propels the search for connectedness, 

meaning, purpose and contribution. It is shaped both within and outside of religious 

traditions, beliefs and practices.’ 

Rohelkdepartan (2006) showed in a model how culture, significant life events, social 

context and the myths, narratives and interpretive frameworks about what is good, important and 

real to a person may be involved in both creating and interpreting spiritual development. 

Although this is a model for looking holistically at spiritual development, it does not address the 

spiritual process of coping.  

Conceptual Orientation 

The conceptual orientation for this study draws from existing knowledge about 

depression, spirituality and spiritual development in children, and conceptualizations about 

coping resources in childhood depression and how spirituality may function as one of those 

resources. Models of depression have been shown to encompass biological, psychological, and 

cognitive changes associated with depression. The models that are relevant to how a child may 

live with depression presented in this chapter demonstrate that stress, resilience, coping and 

spirituality have all been described as ways to deal with depression. However, a more specific 

understanding of the role of spirituality in a child’s coping with depression is needed.  

Key concepts of coping for the conceptual orientation for this study were derived from 

existing definitions of spirituality, particularly as they are congruent with cognitive and 

emotional developmental aspects in children. Key concepts are: meaning, purpose, positive 
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affirmation, hope, trust, and interest in giving to others. Other concepts may include religious 

activities, cognitive reframing, meaningful reflection, interpersonal relationships, empathy and 

compassion. These concepts are evident in the developmental theories of childhood. Whether the 

concepts are important to coping in children with depression is one focus of this study.  

The orientation includes literature on developmental theories related to spirituality in 

children, children’s cognitive development, and theories on depression as related to spirituality. 

This literature provides support for exploring spirituality as a potential factor in the coping 

processes of children who have depression.  

Developmental Theories and Spirituality in Children 

A basic assumption of this study is that children are capable of spirituality. Cognitive and 

other forms of development in childhood support this assumption. According to Elkins (2004), 

every child is born with an intrinsic spiritual essence that can be enhanced. Spirituality is often 

thought to be related to hope and making sense of experiences. Spiritual expression may include 

using positive affirmations to obtain a release from fears and worries, find purpose and meaning 

in life and refocus on the small joys of everyday life (Elkins, 2004). Further, according to Elkins 

(2004), spirituality intrinsically supports a sense of hope, comfort and strength and serves as a 

coping mechanism. 

A new line of theory and research according to Roehlkepartain et al (2006) suggests that 

there is a “core and universal dynamic in human development that deserves to be moved to 

center stage in the developmental sciences, alongside and integrated with the other well-known 

streams of development: cognitive, social, emotional and moral. The name commonly given to 

this dimension is spiritual development. It is hypothesized to be a developmental wellspring out 
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of which emerges the pursuit of meaning, connectedness to others and the sacred, purpose and 

contributions each and all of which can be addressed by religion or other systems of ideas and 

belief” (Roehlkepartain et al., 2006, p. 5). Roehlkepartain et al (2006) stated that: 

“One way to think about this core developmental dimension is to focus on the human 

capacity (and inclination) to create a narrative about who one is in the context of space 

and time. Persons are active participants in creating this narrative, working with “source” 

material that comes from and is handed down by family and social groups, but 

superimposing on this material a great deal that emerges from personal experience and 

personal history. This process of constructing the self in social and historical context is 

universal, transhistorical and transcultural” (p. 5). 

Benson et al (2003) states, ‘spiritual development is the process of growing the intrinsic 

human capacity for self-transcendence, in which the self is embedded in something greater than 

the self, including the sacred. It is the developmental “engine” that propels the search for 

connectedness, meaning, purpose and contribution. It is shaped both within and outside of 

religious traditions, beliefs and practices.’ 

Development of spirituality corresponds with other areas of child development. For 

example, Smith et al (2004) suggested that Erikson’s stage of trust vs. mistrust is a prototype for 

the spiritual development in children for the future. Trust developed in infancy provides a 

foundation for positive lifelong expectations. Bradford (as in Smith et al, 2004) suggests that 

hopes and fears are aspects of spirituality, and that positive experiences can be fostered in a child 

through love and affection, security and a stimulating environment. 
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Roehlkepartain et al (2006) suggested that there is a relationship between stress and 

activation of spiritual needs, which may be particularly pertinent in children as they may view 

illness as a punishment. Pfund (as cited in Smith et al, 2004) suggested that children experience 

many traumatic life-threatening events (such as illness, death and abuse) and, like adults will 

draw on all previous experiences, including religious and spiritual beliefs in an attempt to make 

sense and cope with crisis. However, in general children will have limited experiences to draw 

on, and their developmental stage may have a direct impact on the interpretation of their 

experiences. 

Spirituality and Child Cognitive Development 

Children have generally been seen as developmentally immature and without sufficient 

intellectual growth and abilities to be able to understand anything meaningful and/or spiritual. 

According to Hart (2003), there is a growing body of evidence that children have spiritual 

capacities and experiences, moments, both little and large, that shapes their lives in enduring 

ways. These varied experiences reveal a rich and significant spiritual life that has gone largely 

unrecognized in the annals of child development and yet may provide one of the most 

fundamental sources of human motivation. Often models that discussed children’s modes of 

thinking were described as instinctual, impulsive and animal like. 

Research indicates that the evolution of children’s spirituality parallels cognitive 

development, is developmentally sequenced, and involves making meaning out of life. Elkins 

(2004) stated that, developmentally, children make sense of the world around them. 

Hart (2003) stated that assumptions about children’s cognitive capacity were guided by 

Piaget’s 1968 model of cognitive development that viewed young children as largely incapable 
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of meaningful reflection. Many researchers therefore have concluded that children, especially 

preadolescents do not and cannot have a spiritual life. However, Hart (2003) stated that 

children’s spirituality may exist apart from adult rational and linguistic conceptions and from 

knowledge about a religion. Hart (2003) described that children develop spirituality through four 

different means, wonder, wondering, and wisdom and between you and me. Hart developed 

these four categories after reviewing case reports on how children described spirituality. 

Wonder 

Hart explained that “childhood is a time of wonder and awe as the world grabs attention 

through fresh eyes and ears. Wonder includes a constellation of experiences that can involve 

feelings of awe, connection, joy, insight and a deep sense of reverence and love. Wonder and 

awe describe a spiritual experience but also a spiritual attitude. In Zen Buddhism, this attitude or 

way of seeing is called ‘beginner’s mind.’ It means being open to the world, appreciating and 

meeting it with fresh eyes just watching it (and ourselves) with lessened preset expectations or 

categories” (Roehlkepartain, 2006, p 165, 167). 

Washburn (1995) states that wonder is of developmental significance for children and 

that children’s capacity for wonder may be engendered owing to factors such as lack of rigid 

egoic structure which permits an intimacy of contact, the natural capacity for absorption, an 

intuitive style of knowing, the perception of novelty all mixed with the mystery of life. 

Wondering 

Wondering is Hart’s next area of development. He stated that children are natural 

philosophers as they ask about life and meaning, knowing and knowledge, truth and justice, 

reality and death (Hart, 2003). 



 
27

Hart stated that he believes that children go through cognitive development in stages as 

Piaget had theorized, but he felt that these stages are general and broad. Hart (2003) stated that 

even young children have shown a capacity for thoughtful consideration of the big questions 

(metaphysics), inquiring about proof and the source of knowledge (epistemology), reasoning 

through problems (logic), questioning values (ethics) and reflecting on their own identity in the 

world. Matthews (1980) as cited in Roehlkepartian (2006) stated children’s openness, 

vulnerability, and tolerance for mystery enable them to entertain perplexing and paradoxical 

questions. Children may be especially good at philosophy because they have fresh eyes and ears 

for perplexity and incongruity and a high degree of candor and spontaneity. Wondering may help 

focus priorities and lead toward finding meaning in life. 

Wisdom 

Wisdom is not just about what we know, but especially about how we live, how we 

embody knowledge and compassion in our life and as is a blend of what is true with what is 

right, Hart stated that children can go right to the heart of an issue. They often recognize pain, 

injustice and phoniness very quickly. 

Between You and Me 

Lastly, Hart (2003) discusses the between you and me. He states, “Spirituality is often 

lived out at the intersection of our lives at the meeting between you and me. It is the quality of 

these human encounters that is the basis of a relational spirituality. Empathy and openness can be 

a spiritual knowing, especially because it awakens a sense of interconnection, compassion and 

love. Because of the profound importance of this kind of meeting, empathy has been described as 

the basis of moral development and even the truth that makes a person most human. A person’s 
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own humanity and divinity is realized through the quality of connecting with others; and when 

people genuinely connect with each other, it becomes much more difficult to perpetrate violence 

against them. This is the root of a living relational morality. Children’s openness and intuitive 

capacity allow them to experience a kind of direct empathic interconnection with the world-deep 

empathy-and their compassion can arise very naturally. The capacity for separateness and 

connection, selfishness and compassion exist simultaneously.” (Roehlkepartain, 2006, p. 172-

173). Roehlkepartain (2006) described that a prominent Native American leader, Black Elk had 

stated once that grown men may learn from very little children, for the hearts of little children are 

pure, and, therefore, the Great Spirit may show them many things which older people miss. 

Theories on Childhood Depression as Potentially Related to Spirituality 

Some in nursing science and practice look at individuals from a holistic viewpoint. With 

this in mind, looking at children with depression from a biological, psychological, cognitive, and 

developmental perspective and how they relate to spirituality will be discussed. 

Biological 

When addressing spiritual care, the physical component of what we understand about 

disorders such as depression are important to understand because brain chemistry may affect 

perception and thinking, which in turn could impact spirituality. According to Kaplan et al 

(1994), the causal basis for mood disorders is not known, but many theories have been proposed. 

Kaplan et al (1994) stated that one hypothesis is that mood disorders are associated with 

heterogeneous dysregulation of the biogenic amines, in particular that depleted levels of 

serotonin and norepinephrine are most often implicated in mood disorders as one of the 
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biological factors. The pathology for depression seems to occur in the limbic system, the basal 

ganglia and the hypothalamus. Spirituality may also have biological components.  

Some of the research on the biologic aspects of spirituality has focused on 

neuropsychology. According to Roehlkepartain (2006), one hypothesis is that the left posterior 

superior parietal lobe may be responsible for the ability to help us distinguish the self from 

others. The right posterior parietal lobe is involved in orienting us within the three–dimensional 

space. Roehlkepartain (2006) proposed that spiritually-related physical experiences may occur 

when these lobes have input blocked to them. This blocking may also occur at a chemical level 

in the brain. Roehlkepartain (2006) hypothesized that the progressive blocking of input into the 

posterior superior parietal lobe creates a sense of increased unity over multiplicity. This is the 

process of orienting us within three-dimensional space. Rohelkepartain (2006) proposed that the 

blocking of this input into this structure may result in the alterations in the sense of space and 

time that are often described during spiritual experiences. Thus both the left and right posterior 

superior parietal lobes are likely involved in spiritual experiences. However, this research has 

only been done on adults and it is not known how relevant it is with children and adolescents. 

Psychosocial 

Psychosocial factors related to depression include life events and environmental stressors, 

such as early loss and abandonment affecting children’s mood (Kaplan et al 1994). Children who 

have experienced these stressors can show symptoms of internalized hostility and ambivalence 

and loss of self-esteem. These factors can all affect thinking and perceptions which in turn may 

be related to spirituality for example in terms of negative perspectives about self and others, 

including God, and loss of hope. 
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Cognitive Theories 

One theory that has been widely studied is the cognitive theory of depression. Since it 

was previously believed that depression in children did not exist, the model did not address if it 

was relevant to children or if it should be modified. The cognitive theory of depression is defined 

by Sadock et al (2007) as; ‘Depression results from a negative cognitive set (a tendency to 

erroneously view the self, future and one’s experience in a negative manner).’ They stated that 

‘dysfunctional interpersonal responses of depressed individuals play a central role in the 

development and maintenance of depressive symptoms.’ Basically, the model reveals that a loss 

of social reinforcement and disruption of close interpersonal relationships mediate the 

development and maintenance of depression symptoms and that the less interpersonal 

competence one has, will lead to a negative impact on others and poorer interpersonal problem 

solving performance. Since spirituality is related in part to a person’s interpersonal experiences 

and abilities, it is possible that cognitive problems associated with depression may influence 

spirituality in depression. 

Stress and Coping 

It is important to understand potential resources for coping since they may be spiritual in 

nature, or they may function in place of spiritual resources for the child. Coping according to 

Pearlin et al (1999) is made up of four qualities. First, that people learn modes of coping from 

their membership group. Second, that coping involves modification of the stressful situation, 

modification of the meaning of the problem in order to reduce stress, and then management of 

the stress symptoms. Third, coping involves specific behaviors that vary depending on the 

problem and the social role one is dealing with. Last, coping has boundaries. For example, 



 
31

individual coping is effective in a family situation, but may not be in a formal organization in 

society. As Pearlin et al (1999) stated, individuals faced with an array of problems and hardships 

as they move through the life course, do not choose between coping and supports, but use both in 

an effort to avoid, eliminate or reduce distress. 

Although the study of coping is complex, examining spirituality as a potential factor in 

the process of coping among children with depression may lead to new knowledge about coping. 

Masten (2001) stated: 

‘The task before us now is to delineate how adaptive systems develop, how they operate 

under diverse conditions, how they work for or against success for a given child in his or 

her environmental and developmental context and how they can be protected, restored, 

facilitated and nurtured in the lives of children.’ 

Resilience and Spirituality 

When thinking of spirituality being a coping mechanism for life crisis, findings from 

resilience research may be relevant to the conceptual framework. Allen (1998), presented the 

following definitions of resilience: 1) the ability to either "bounce back" and to resist the pull of 

the worst effects of misfortune and abnormal environments; 2) the ability to deal with internal 

vulnerabilities such as chronic illness, unusual sensitivities, or labile patterns of autonomic 

reactivity; and, 3) the successful negotiation of salient developmental tasks despite one or more 

major stressors or weaknesses. Luthar, Cicchetti & Becker (2000), defined resilience as a 

dynamic process encompassing positive adaptation within the context of significant adversity. It 

is the positive end of the distribution of developmental outcomes among individuals at high risk. 
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If as Mastin (2001) stated, resilience is an ordinary human adaptive process, spirituality 

could also be seen as an ordinary human adaptive process. Spirituality may be what is required 

for children to have hope and meaning enough to generate better coping opportunities for 

themselves, and to place themselves in healthier context and generate opportunity for 

themselves. 

Masten (2001) discussed several models used when studying resilience. One model, the 

Interaction Model, looked at a risk (such as ‘demands on a child’) leading to an outcome 

(depression). In this model, resilience is a risk-activated moderator, and along with another 

moderator, such as capabilities and meanings they all interact to affect the outcome. 

Masten (2001) stated, “Resilience appears to be a common phenomenon arising from 

ordinary human adaptive processes. The great threats to human development are those that 

jeopardize the systems underlying these adaptive processes, including brain development and 

cognitions, caregiver-child relationships, regulation of emotion and behavior and the motivation 

for learning and engaging in the environment. Resilience does not come from rare and special 

qualities, but from the everyday magic of ordinary normative human resources in the minds, 

brains and bodies of children, in their families and relationships and in their communities.” 

Masten (2001) stated, “resilient youth appear to place themselves in healthier contexts, 

generating opportunities for success or raising the odds of connecting with pro-social mentors in 

a manner consistent with the concept of niche seeking.” This definition suggests that spirituality 

may be one manifestation of this human resource. 

Pearlin (1999) pointed out that some of the limitations in stress research is due to the 

complexity and vastness of what needs to be studied. He suggested a few different ways of 



 
33

dealing with this. Either limiting what is studied and then conducting one experiment after 

another to validate and confirm findings may give us better information, or placing small 

narratives from multiple disciplines on the research that is being done together to create a whole 

story. Studying spirituality in children with depression may be one of the ways to break down the 

complexity of studying the stress process. Pearlin (1999) stated that we need to continue to push 

against the boundaries of our knowledge, theories, methods to continue to advance research. 

Description and Definitions of Key Concepts in the Orientation 

Spirituality 

For this study spirituality is defined as the meaning and purpose children hold for why 

and how things happen to them, including the meanings children develop personally and during 

difficult life experiences. The children will be considered active participants in the journey to 

define what spirituality is for them. The research will focus on themes of connectedness, 

meaning, purpose and contribution. The process of constructing what they believe will come 

from personal experience, personal history and social and historical context. This process will 

express the way that children find purpose and meaning in their life in order to find a sense of 

hope, comfort and strength in order to cope during their experience with depression. 

Feudtner, Haney and Dimmers (2003) described spirituality as a mode of living, a 

process, an inquiry, a conversation, rather than a separate realm of life. They conceived “religion 

and spirituality” as overlapping beliefs, activities and relationships while also recognizing other 

means of mediating ordinary and transcendent concerns, separate from either spirituality or 

religion. 
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The nature of spirituality is such that it may contribute to depressed feelings as well as 

serve as a coping mechanism, depending on whether spirituality is addressed or ignored in 

therapy. Smith et al (2004) stated that spirituality is concerned with existentialism, 

connectedness or interconnectedness within oneself, other people and the universe at large, and 

that it comes into focus during times of crisis. In general, spirituality is regarded as a potential 

resource for enhancing coping ability of a depressed child. 

Spirituality as defined by Murray and Zentner (1989) is a quality that goes beyond 

religious affiliations, that strives for inspiration, reverence, awe, meaning and purpose, even in 

those who do not believe in any God. Spirituality in a person is manifested in part by a striving 

for answers about the infinite and comes into focus when a person faces emotional stress, 

physical illness or death. Smith et al (2004) stated that spirituality is concerned with 

existentialism, connectedness or interconnectedness within oneself, other people and the universe 

at large, and that it comes into focus during times of crisis. 

Depression 

Garber (1992) stated, that depression in children may be defined the same as for adults. 

Depression is based on negative cognitions; such as hopelessness, negative view of the self, 

negative self-schema, negative attributions, loss of locus of control and cognitive distortions. 

Sadock and Sadock (2000) stated that expression of depressive symptoms may vary in children 

according to their age, but depression could still be defined as a tendency to erroneously view the 

self, future and one’s experiences in a negative manner. A definition for childhood depression 

could be as follows: A disorder that affects the mind, body and spirit. Depression may also 

involve a physical depletion of serotonin regulation in the brain. Children with depression feel 
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dysphoric and have loss of pleasure, appear sad, irritable and bored with difficulties with sleep, 

poor appetite, GI upset, low self esteem and being negative that can affect functioning at school, 

socially and with family. 

Depression and Spiritual Distress 

Depression can be conceptualized as including the experience of spiritual distress. 

Depression has been shown to affect mind (by causing loss of pleasure and dysphoria), body (by 

causing symptoms such as GI upset, sleep and appetite changes) and spirit (in that looking at 

things from a negative perspective can lead to low self–esteem and feeling bad, overwhelmed, or 

punished by God.) According to Elkins (2004), spiritual distress may occur when a child 

experiences a change in health status, or when an illness becomes chronic or the child is dying. 

The process of spiritual growth involves communion with one’s self, others, and God or higher 

being. The rational for the occurrence of spiritual distress is the association between the child’s 

developmental needs for not only being taken care of in a safe and trusting environment but also 

need for support in finding purpose and meaning in day to day situations. 

Many of the same symptoms noted in depression are also seen when spiritual distress is 

described. Elkins (2004) stated that some child behaviors indicative of spiritual distress are 

withdrawal from interaction, manipulation of a situation, inability to sleep, crying, nightmares, 

an uncaring attitude and regressive or resistant behavior. Spiritual distress may be associated 

with the child feeling overwhelmed and subsequently decreases hope of ever becoming well 

again. All of these symptoms are seen in children who are depressed. 
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Conclusion 

Childhood is not always a happy time in people’s lives. According to Cullingford (1999), 

children have to learn to cope with themselves psychologically, the mixtures of fact and fantasy, 

dialogue and story, explanation and overheard remarks, experiences and imagery of the outside. 

Children need to make all of this coherent for themselves. Add to this the experience of 

depression, and children are at particular risk for further health problems. 

Spirituality may be one factor in the child’s process of coping with depression. Because it 

deals with meaning and purpose in one’s life, spirituality may be of benefit when dealing with 

psychiatric and mental health issues like depression. 

Research Questions 

The conceptual framework posits that developmental resources and coping behaviors in 

the child, along with the meanings the child has for the self, which include self-identity and 

spirituality as a worldview, all may play a role in how a child copes with life while experiencing 

depression. If and how this spirituality is a part of the child’s process of coping with depression 

however, is not well understood and is the focus of this study. The research questions are based 

in part on the conceptual framework of the study: 

1. How do children diagnosed with depression cope in the midst of having depression? 

2. Does their coping process include the use of spiritually-related resources? 

A better understanding of this process will be useful in constructing a more definitive 

theoretical framework and ultimately theory-guided practice in work with clinically children 

with depression.  
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Summary 

This chapter has discussed spirituality and depression both separately and in relation to 

each other in children as problems that need to be studied. Literature reviews on different models 

from stress, resilience and development show research that has described what occurs in children 

with negative stress such as depression. A connection with how childhood depression and 

spirituality occurs along with these models has been discussed. Definitions of depression and 

spirituality were presented. The chapter concluded with a research question focused on finding 

out if spirituality is a factor in children coping with depression. 
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CHAPTER TWO ― REVIEW OF THE LITERATURE 

This chapter is organized based upon key concepts and relationships in the conceptual 

orientation. Research studies regarding spirituality, depression, coping, and resilience in children 

will be reviewed. Spirituality in relation to coping, resilience and depression will be discussed. 

Spirituality and Coping 

An assumption that can be made is that like adults, children and adolescents may turn to 

religious faith to cope with stressful life events. Empirical studies on this though are scarce. In a 

factor analysis by Dubow et al., (2000) of a community based sample of 14, three distinct coping 

strategies used by Jewish early adolescents were identified: seeking God’s support, seeking 

support from Jewish culture/social network, and experiencing spiritual struggles to cope with 

ethnic related stressors. 

In another study, Pearce (2003) used a community sample that combined adolescent’s 

responses to two items about whether their religious congregation would offer help if they 

became sick or support in difficult situations. The study controlled for demographic and global 

religious variables. The results were statistically significant for showing a relationship between 

the congregations demanding or critical behavior with teens and increased teen depression. 

Findings indicated that adolescents who had religious support had lower levels of depression 

than those without that support when dealing with stressful situations. 

In a national survey, Heath (1999) found that adolescents who relied on religious beliefs 

used less alcohol and tobacco to deal with day-to-day living. Ethnicity, family, socioeconomic 

level, family religious affiliation and church attendance were controlled. Of interest was the 
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finding that religious coping was used, in terms of relying on religious teaching when a problem 

occurs or turning to prayer when facing a personal problem. 

In other studies of adults, Lazarus (2006) discussed his theory on primary religiously 

based appraisal by coping involving how individuals make sense of events with regard to 

threatening implications is related to a person’s core values and needs. This is accomplished by 

an appraisal of resources available to manage the stressor or a secondary appraisal. Lazarus 

described in the theory that sanctification reflects a religiously based interpretation of life events. 

Thus, sanctification of stressful events could be conceptualized as a potentially helpful religious 

coping appraisal. 

Pargament (2004) described the negative types of religious appraisal. These are 

desecration and sacred loss. Desecration occurs when a part of one’s life that God made sacred is 

attacked. Sacred loss refers to the loss of something in one’s life that was once held as sacred. 

Pargament (2004) looked at three different scenarios to study this. One involved college students 

experiencing a betrayal in a romantic relationship, another involved college students views of the 

9/11 attacks and the last was interviews with adults on their most negative life events. Pargament 

(2004) found that sacred loss was uniquely related to depression, where as desecration was 

uniquely related to greater anger. 

Pargament and Mahoney (2002) hypothesized about children and adolescents in relation 

to desecrations and sacred loss. What they proposed was that terrible traumatic events, such as a 

suicide of a friend, parents divorcing or sexual abuse, would be stressful events that damage the 

child’s emerging sense of benevolence, justice and self-worth, but also because the events 

compromise the development of the child’s spiritual system of meaning. In addition they felt that 
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desecration and sacred loss may contradict the spiritual narrative lens that children are taught to 

organize their thinking of their own personal story and other people’s behavior. Finally, youth 

may feel distress when a sacred aspect of life is violated or lost because they like adults are more 

invested in and derive greater personal benefits from things in life that reflect a connection to the 

divine. 

Benevolent religious reappraisal and reappraisal of God’s power is another way to view 

spiritual coping. Roehlkepartain et al (2006) stated that benevolent religious reappraisals occur 

when an individual uses a spiritual lens to reinterpret a stressor in a positive light. Pendleton 

(2002) found that 26% of children with cystic fibrosis used this kind of appraisal to understand 

their illness. Children who made benevolent religious reappraisals emphasized what could be 

learned spiritually from their illness. Further, unlike some ill adults, none of the children 

interpreted their illness as being part of God’s will. In addition, in this qualitative study, 

children’s benevolent reappraisals were grouped with appraisals reflective of the idea that God 

may not be all-powerful. However, anecdotal accounts by Pendleton (2002) indicated that 17% 

of elementary aged children felt that they were dealing with divine punishment when they were 

confronted by a serious illness. 

A study by Nelsen and Kroliczak (1984) with 2775 children found that 27% of school 

aged children in grades 4 to 8 in Minnesota have reported that at least one parent told them God 

will punish them if they are bad. The study results demonstrated that the childhood belief that 

God punishes youths who are bad, is positively associated with self-blame and obedience. A 

correlation between viewing a negative event as a divine punishment’s presumably exacerbate 

youths’ psychological distress just as it does for adults. 
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Collaborative religious coping is defined by Roehlkepartain et al (2006) as seeking 

control through a partnership with God. Pendleton et al (2002) conducted a qualitative study 

using ethnography of 23 children ages 5-12 with medical illnesses responses to open ended 

questions about coping activities found that 26% reported collaborative religious coping as a 

means to gain control. Also 17% of children stated that God does or would heal someone if 

asked. Sixty five percent of the medically ill children in this study reported a firm belief in God’s 

help and support. Further, 48% of these children made prayer requests to God to ask for help 

getting well and not dying, as well as for their families. Seventy two percent of the medically ill 

children either sought spiritual support for themselves or other people. Also, 39% reported 

engaging in religious rituals/activities such as going to church or reciting religious phrases. Nine 

percent of the children in this study reported thoughts that matched the construct of spiritual 

discontent. An example that was given was that of a child reporting how he felt about God 

helping him with his illness, “God’s going down in the room so He can make me feel better, but 

it didn’t work.” These kinds of beliefs could undermine how this child adjusts to his illness. 

Ezop (2002) used a quantitative approach to studying religious coping with a tool called 

the RCope or Children’s Religious Coping Scale. This scale has 20 questions that focus on 

positive religious coping and 9 items about negative religious coping. The study was made up of 

predominately Caucasian Christian pediatric patients ages 8-18 who suffered from chronic 

asthma. The study had 87 participants. The youth reported using positive religious coping 

strategies more often than negative religious coping methods. Sixty five percent of the youth 

used at least one positive religious coping strategy, whereas only 25% used at least one negative 

strategy. Based on cross-sectional data analyses, Ezop found that both positive and negative 
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religious coping were correlated with poorer psychological adjustment of ill youth after 

controlling for demographic and general religiousness. Ezop results also found that a link was 

seen between higher positive religious coping and greater psychological maladjustment which 

highlights a key complexity in studying religious coping. In other words, his study also found 

that religious coping can lead to negative psychological outcomes. 

Resilience and Spirituality 

Resilience according to Roehlkepartain et al (2006) refers to positive patterns of 

adaptation or development manifested by individuals who have experienced a heavy burden of 

risky or adverse conditions. According to Hill and Pargament (2003) people with a religious or 

spiritual framework for life may be empowered by a sense of persevering to meet transcendent 

goals and thus may be more apt to cope with life stress by practicing certain virtues (i.e. 

compassion, forgiveness, gratitude, honesty, integrity and hope) that have themselves been 

associated with better physical and mental health. 

McCullough and Van Oyen Witvilet (2002) believed that forgiveness may be an 

important component in fostering resilience because it allows the individual to move past 

potentially crippling negative emotion and despair. They defined forgiveness as a prosocial 

change in a victim’s thoughts emotions and/or behaviors toward a blameworthy transgressor. In a 

study of 236 French adolescents and adults’ ages 15-96, McCullough found that adolescents who 

forgave their parents for perceived love deprivation had higher self-esteem, better attitudes 

toward their parents, and lower levels of anxiety and depression than adolescents who had not 

forgiven their parents. Forgiveness may allow these children to let go from their pain, resentment 

and anger so they can be successful in reframing experiences. 
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Depression and Spirituality 

Wilber (1999) posited that spiritual development might be tightly woven into the course 

of mental illness, specifically substance abuse and depression, starting in childhood. He believed 

that disruptions at the personal level are associated with affective Axis I disorders such as 

anxiety or depression and concern coping with episodic life events. Miller et al (2000) in a 

community study of 676 adolescents ages 15-19 found that a strong sense of personal devotion is 

80% protective against depression among adolescents at high risk for mental illness. These 

results are higher than what has been shown in adult studies on depression. 

Roehlkepartain et al (2006) found that treatment for patients with depression with a 

strong spiritual life may benefit from psychotherapy where they work on guilt feelings. 

Roehlkepartain, described that the way we dig ourselves in the hole of an illness does not predict 

the view upward from the bottom of the hole, nor does it predict which ladder is best equipped 

for the climb toward health. In addition, Roehlkepartain stated that depression, anxiety and 

interpersonal strife are to be viewed as opportunities for spiritual growth, not merely as a 

symptom to be eradicated. Depression may signal an awakening spiritual understanding or 

capacity that may continue to evolve after the illness. Thus, other factors such as stress and 

resilience and spirituality may all pay a role in how to treat children with depression. 

Stress and Resilience in Relation to Depression 

Resilience may be one of the factors involved in how spirituality is used as a coping 

mechanism. Allen (1998) discussed that in resilience research, often the literature is 

contradictory. First, risk and vulnerability factors are not found in isolation and are not single. 

Second, the effect of a factor may vary with the developmental level and other characteristics of 
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the child, their families and their environment. Third, the effects of these factors may be different 

in the emotional cognitive, social and academic domains. Fourth, some factors such as family 

closeness may vary in curvilinear rather than a linear manner. Fifth, the effects of a stressor may 

vary in accordance with its strength. Sixth, it is often not clear, which factors are truly causative 

rather than just correlated. Seventh, many risk and protective factors are really aggregates of 

several other factors. Eighth, none seem to be specific for a given outcome. 

Luther et al (2000) stated much of the same concerns. Specifically, that resilience 

research needed to advance from just a focus on descriptions to a focus on developmental 

process questions. Looking at the process underlying protective and vulnerability factors needs 

to be advanced. Luther et al (2000) also agreed that multidisciplinary research that took into 

consideration psychological, social, developmental and biological/genetic processes in resilience 

also need to be further explored. Luther et al (2000) also questioned if there is more of a 

bidirectional nature between protective process and resilience. 

Is spirituality the protective process that Luther wonders about? 

Summary 

This chapter reviewed the literature on spirituality, resilience, coping and stress in 

relation to depression in children. As this chapter has demonstrated, there is a paucity of research 

on spirituality in relation to children with depression. Several studies discussed that religious 

coping can at times lead to negative psychological outcomes. This was seen if a congregation in 

a church was demanding and critical, more depression was noted. If children believed that God 

punishes then they are more likely to have self blame or feel God is failing them. Resilience 

studies show more positive patterns of coping even when traumatic events occur in their lives. 
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Transcendent goals of coping that include concepts such as compassion, forgiveness, gratitude, 

honesty; integrity and hope are associated with better physical and mental health. Weaknesses 

are discussed in that there does not seem to be a correlation between religious coping and when 

one is facing a problem. Although the resilience literature shows positive adaptation, there is 

some contradiction in showing that in some individuals traumatic events can compromise 

spiritual development. The resilience literature also is descriptive but has gaps in demonstrating 

how the process of resilience works. Lastly, some studies hypothesized that depression; anxiety 

and personal strife are opportunities for spiritual growth. Thus a study that incorporates 

spirituality along with these concepts would be new research. The next chapter will define the 

study further and discuss the design and methods to be used. 
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CHAPTER THREE ― METHOD AND DESIGN 

This chapter is organized with an overview of grounded theory as the methodology to be 

used in this study and why it was chosen. Discussion of the sample criteria, protection of human 

subjects, setting, description of interview schedule and procedures for recruitment and 

interviewing will be reviewed. Data management and analysis with procedures for maintaining 

trustworthiness will then be discussed. 

Overview of Grounded Theory 

Formal grounded theories look at status passage, socialization, stigma or illness. 

Grounded theory as discussed in Strauss and Corbin (1990) was developed by Glaser and Straus 

in the 1960’s on the studying of dying. According to Strauss and Corbin (1990), grounded theory 

is a qualitative research approach that uses a systematic set of procedures to develop and 

inductively derived grounded theory about a phenomenon. Grounded theory is a qualitative 

methodology created by Barney Glaser and Anselm Strauss (1967) for the purpose of explaining 

social phenomena. Arising out the philosophic tradition of symbolic interactionism, “…grounded 

theory aims to: generate a theory that accounts for a pattern of behavior which is relevant and 

problematic for those involved.” (Glaser, 1978, p. 93) 

Strauss (1990) was influenced and inspired by men such as G. Herbert Mead, John 

Dewey and Herbert Blumer. Symbolic Interactionism as Strauss et al (1990) discussed, provides 

the philosophical foundation for grounded theory and guides the research questions, interview 

questions, data-collection strategies and methods of data analysis. Herbert Mead (as cited in 

Strauss, 1990) postulated that human beings define themselves through social interaction with 

others in the forms of social roles, expectations and learned perspectives. Blumer (as cited in 
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Strauss et al, 1990) discussed that symbolic interactionism is based on the premise that human 

beings who associate with each other are engaged in processes of interpretive interaction. 

Social lives as described by Strauss et al (1990) are expressed through symbols or 

language and are as follows: 1) Human beings act toward things (objects, institutions, situations, 

other people) on the basis of meaning that the things have for them; 2) The meanings of things in 

life arises out of the social interaction that person has with others; and, 3) Meanings are modified 

through an interpretive process in which people engage when they deal with things that they 

encounter. Glaser and Strauss stated that the aim of grounded theory is to understand how a 

group of people, through social interactions define their reality. The research goal is then to 

accurately perceive and present another’s world. 

Two kinds of theory can be generated within a grounded theory study; substantive or 

formal (Glaser & Strauss, 1967). Substantive theory is developed for an empirical area of 

inquiry, whereas formal theory is developed for a conceptual area of inquiry. Data collection is 

different based on which theory is used. According to Dey (1999), in the generation of 

substantive theory, data are collected from sources only within the substantive area. In formal 

theory, data are compared across substantive contexts to generate theory that crosses, but also 

encompasses substantive boundaries. This study will generate a substantive theory for spirituality 

in children with depression. 

The Use of Grounded Theory in Nursing 

Grounded theory has gained acceptance in the nursing profession as a means for nursing 

researchers to generate substantive theories of phenomena relevant to nursing since the 1960’s 

(Benoliel, 1996). Due to the complexities of health related phenomenon, grounded theory as a 
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methodology can be used to account for these concerns. In academically young fields, such as 

nursing, the method is useful when either a phenomenon has not been identified or where a fresh 

view is needed to better understand an area of interest when developing an action or intervention 

for treatment (Wuest, 1995). 

Reasons Why Grounded Theory was Chosen 

Grounded theory is a match to the purpose of this study. The purpose of this study is to 

inductively develop a theory about how children diagnosed with depression cope. Charmaz 

(1994) stated grounded theory unites the research process with theoretical development. It is 

suitable for studying the individual processes, interpersonal relations and reciprocal effects 

between individuals and larger social process. It allows the research to process action and 

meaning. Methods enable the study of development, maintenance and change of individual and 

interpersonal process. It is used to discover the research participants’ meaning. Grounded theory 

is an inductive method, thus it takes information from practice to theory. 

The assumptions for this method as described by Strauss et al (1990) are that: 1) People 

do, in fact, order and make sense of their environment, although their world may appear 

disordered or nonsensical to observers. The meaning people create about their reality is a social 

construct; and, 2) Groups have in common a specific social psychological problem that is not 

necessarily articulated. This fundamental problem is resolved by means of social psychological 

processes. 

Another reason for using grounded theory is that the investigator’s clinical skills and 

knowledge of the problem complement the theoretical sensitivity required by the method. 

According to Strauss et al (1990), theoretical sensitivity refers to the attribute of having insight, 
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the ability to give meaning to data, the capacity to understand and capability to separate the 

pertinent from that which isn’t. Being a psychiatric nurse practitioner who has worked with 

children diagnosed with depression for the past eleven years, my personal knowledge may help 

me to understand events and actions seen and heard and to do so more quickly than if I didn’t 

have this background. At the same time this raises important concerns about investigator bias. 

Grounded theory methodology employs various means to enhance rigor and help minimize bias 

(See section on Trustworthiness.) 

Another reason for selecting grounded theory is the congruence with this researcher’s 

epistemology. According to Crotty (1998), epistemology deals with how we know what we 

know. It is the nature of knowledge and is the philosophic grounding for deciding that kinds of 

knowledge are possible and how we can ensure that they are adequate and legitimate. Basically it 

is what it means to know. The epistemology that makes sense to this researcher is 

constructionism. According to Crotty (1998), constructionism states that no objective truth is 

waiting to be discovered. Meaning is not discovered, but constructed. Different people may 

construct meaning in different ways, even in relation to the same phenomenon. Subject and 

object emerge as partners in generation of meaning. Constructionism, according to Crotty (1990) 

states that all knowledge and therefore all meaningful reality as such, is contingent upon human 

practices being constructed in and out of interaction between human beings and their world, and 

developed and transmitted within an essentially social context. 

Meanings are constructed by human beings as they engage with the world they are 

interpreting. Crotty (1998) described culture as best seen as the source rather than the result of 

the human thought and instructions. We are all born into a world of meaning. Our culture brings 
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things into view for us and endows them with meaning and by the same token leads us to ignore 

other things. Social reality is therefore a function of shared meanings; it is constructed, sustained 

and produced through social life. Crotty (1998) continued to state that what distinguishes 

constructionism, in contrast to objectivism inherent in the positivist stance, is its understanding 

that all meaningful reality is socially constructed. Further, in nursing, according to Munhall 

(2001), Patricia Benner stated that no higher court for the individual exists than meanings or self 

interpretations embedded in language skills and practices. No laws, structures or mechanisms 

offer higher explanatory principles or greater predictive power than self interpretations in the 

form of common meanings, personal concerns and cultural practices shaped by a particular 

history. 

Lastly, the method was chosen since children are a vulnerable population. Implications 

for research with vulnerable populations according to Flaskerud and Winslow (1998) include that 

the designs need to move beyond traditional epidemiological studies to include qualitative 

designs, feminist methods and action research that involves subjects as participants. Grounded 

theory as a method is appropriate to use for children with depression participants as it can look at 

both biological and behavioral issues that may be important in this vulnerable population: open-

ended or semi-structured questions allow for expression of these areas of concern. 

Differing Schools of Grounded Theory 

Grounded theory methodology has evolved into two main schools since Glaser and 

Strauss published The Discovery of Grounded Theory in 1967. According to Dey (1999), 

disagreements between Glaser and Strauss over interpretations and advancements of the 

methodology have resulted in the Straussian and Glaserian schools of thought. 
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Stern (1994) describes these changes as follows: Strauss asks “What if?” His method is 

described as a more formulated or detailed approach to data analysis and often attempts to 

explain every contingency of the data. Glaser asks “What do we have here?” Glaser accepts the 

data and allows the grounded theory to emerge on its own. This study will primarily use the 

Glaserian approach to grounded theory as it seems to fit more with a constructivist perspective. 

Procedure 

Overview 

A key goal of the interviewing process in data collection is to help the researcher to 

understand a problem through the eyes of the participants. Glaser and Strauss (1967) stated that 

interviews can also be used to clarify meanings attributed by the participants to a given situation. 

The goal is to search for their concepts of meaningfulness rather than viewing a situation from 

the researcher’s perspective. Formal interviews facilitate the discovery of process and add depth 

and breadth to the analysis. The final aim is to generate a theory that accounts for all behavioral 

variation within a group. Diversity of perspective is necessary. Participants are purposely chosen 

because they are knowledgeable about the area of study. 

The questions tend to move from general to particular. As Charmaz (1994) stated, 

grounded theory as a method is a logically consistent set of data collection and analytic 

procedures aimed to develop theory. It is an inductive strategy. Charmaz (1994) stated that one 

starts with individual cases, incidents or experiences and proceeds to develop progressively more 

abstract conceptual categories to synthesize, explain and to understand your data and to identify 

patterned relationships within it. 
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Theoretical Sampling and Constant Comparative Analysis 

Like other qualitative methodologies, grounded theory uses participant observation and 

interviews to obtain data, but theoretical sampling and constant comparative analysis are 

methods specific to generating a grounded theory (Glaser & Strauss, 1967). According to Strauss 

et al (1990) theoretical sampling is defined as sampling concepts (not people) that have proven 

theoretical relevance to the evolving theory. Strauss defined proven theoretical relevance as that 

which indicates that concepts are deemed to be significant because they are repeatedly present or 

notably absent when comparing incident after incident, and are of sufficient importance to be 

given the status of categories. 

The sampling is done on incidents rather than people. Strauss et al (1990) discussed that 

the sample in grounded theory is focused on gathering data about what persons do or don’t do in 

terms of action/interaction: the range of conditions that give rise to that action/interaction and its 

variations; how conditions change or stay the same over time and with what impact; also the 

consequences of either actual or failed action/interaction or strategies never acted on. 

Protection of Human Subjects 

Approval to conduct this study will be obtained through the University of Arizona 

Institutional Review Board. Permission to recruit participants will be obtained through 

Administration at a private practice psychiatric and counseling office. Referrals will be made 

through other Nurse Practitioners and therapists. To protect the rights of participants as human 

subjects, parents/guardians of potential participants will first be asked to read the consent form 

and give permission for their children to participate, next children will be asked to read the 

assent form and agree to participate. In addition to reading the consent and assent forms, the 
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investigator will explain the nature, purpose and procedures for the study. Participants and their 

parents/guardians will be encouraged to ask questions and discuss concerns they have about the 

study. The participants will have the right to refuse or drop out of the study at any time without 

repercussion. The investigator will explain that their anonymity will be ensured. The procedures 

that will be taken to ensure anonymity will include not transcribing any names mentioned on the 

interview audiotape, the storage of any identifying data in a locked box and the destruction of all 

identifying information at the conclusion of the study. Identification numbers and pseudonyms 

will be assigned to each participant. Identifying data including the audiotapes and the contact 

information forms will be destroyed at the conclusion of the study. Potential participants will be 

given the option of signing the consent form after the study is explained. Participants will be 

asked if they have any questions about the study once again before any interviewing occurs. 

Sample 

Children diagnosed with depression as defined in chapter one, who provided consent and 

assent and who met the inclusion criteria were recruited for participation. The estimate was 

between 10-12 participants. Inclusion criteria were: 1) Age 9-12 years old; 2) English speaking; 

3) Able to travel to and participate in an interview; 4) Able to be contacted by home or cell 

phone if additional questions arise after the interview. Exclusion criteria were: 1) Children with 

depression diagnosed with other co-morbid conditions such as Attention Deficit Hyperactivity 

Disorder, Bipolar Disorder and any other medical condition that can affect mood. Children ages 

9-12 years old were recruited in this study as it was focusing on how children in this 

developmental stage cope with the diagnosis of depression. 
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Initial recruitment of participants was broad and focused on a wide range of ethnic, 

social, economic and health contexts. The study was limited in ethnic contexts due to the 

investigator only being able to communicate in the English language. As data collection and 

analysis were completed, subjects were recruited based on the emerging theory from the ongoing 

data analysis. 

Setting 

Participants were recruited through an outpatient private practice that specializes in 

treating children and adolescents with general mental health and counseling issues. The clinic 

serves approximately 300 children and adolescents with psychiatric services and counseling for 

mental health issues. The clinic also treats adults and geriatric patients in need of psychiatric or 

counseling services to treat mental health issues. It is located in the Southwest United States in 

an urban setting. 

Data Collection 

Nurse Practitioners and therapists in the outpatient office were made aware of the study 

through a staff meeting at the site. These providers were the ones to preliminarily identify 

children whom they thought would meet the inclusion criteria, and provided the potential 

participants with information about the study. Once the potential participants expressed 

willingness to be contacted by the investigator, the investigator then contacted them and arranged 

a meeting time to explain the study and obtain informed consent and assent. The investigator 

conducted introductions, explained the study and gave the consent and assent forms for review. 

Any questions that the parents/guardians and children had were answered. If they needed 

to take more time to consider if they would enroll or wanted to talk to other family members or 
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providers before making the decision, they were sent home with the consent form to further 

review. The investigator then contacted them at a later time to see if they would like to 

participate. After the consent and assent forms were signed, a copy was given to participants. 

Parents/guardians then answered questions that were related to demographic information, and 

history. Participants who declined participation in the study or who do not meet the inclusion 

criteria were thanked for their time. The interview took place in a private office at the clinic. If 

possible the interview was conducted when the child was already at the center seeing their 

therapist so it was not an extra hardship on the family. If this was not possible a convenient time 

that was agreed upon between the family and investigator was arranged. 

Participants were interviewed using the Interview Schedule (See page 69). Responses 

were tape recorded. In addition, observations were made in regards to home environment, social 

support structure and reflections noting both verbal and non-verbal cues. These notes were 

written down immediately after the interviews. This helped in remembering what occurred and 

was less obtrusive (Glaser, 1978). 

A reflection journal regarding the investigator’s thoughts and feelings was also recorded 

separately. Tape recorded interviews were transcribed into a typed document by the investigator. 

All information obtained was assigned a number by the investigator of this study. Only that 

number appeared on the study questionnaires. Names, patient numbers, address and other 

identifying information was kept separately in an office where only the investigator had access. 

No other member of the research team or clinic personnel had access to names with the 

associated numbers. Information was reported as a group so that individuals could not be 

identified. If the child disclosed that they may hurt themselves or others, parents/legal guardians 



 
56

would have been notified. Children with depression often can be at a higher risk of having 

suicidal or homicidal ideation. For this study no disclosures regarding suicidal or homicidal 

ideation were reported by the children. If the family wished to have any of the results sent to 

their provider, a written release was obtained before that information was shared. If the child 

disclosed that they have been hurt or abused, that information would have been reported to Child 

Protective services as the researcher is a registered nurse and Psychiatric Nurse Practitioner who 

is legally bound to report any occurrence of suspected child abuse. None of the children in this 

study disclosed that child abuse was occurring.  

Demographic and Health-Related Questionnaire 

The demographic form asked general questions about the participants such as age, school 

grade, who lived in their family, if they had siblings and number of siblings, if they had an 

affiliation with a religious organization, what their favorite hobbies were, and what they did for 

fun. In addition they were asked questions about when they were diagnosed with depression, 

length of illness, if they were experiencing any other illnesses, if they were on medications, and 

if they were attending counseling. This information was gathered from the demographic data, 

interviews with the children and parents and chart data. (See Appendix A). 

Interview Schedule 

A semi-structured interview schedule was used to guide the investigator during the 

interviews to ensure the research question was addressed. The semi structured interview schedule 

included the following questions and potential prompts: 

1. I understand that you experience something called depression, is that right? 
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2. What is it like for you to be depressed? Do you have certain feelings that are sometimes 

difficult to have? 

Prompts: May ask about certain feelings like anger, anxiety, worry, can’t think, etc. 

3. Does having these feelings you described of being depressed affect things at home for 

you? At school? With your friends? Has it affected you in other ways? Do you feel 

different from other kids or do you think other kids have these feeling too? 

4. What advice would you have for other kids who are depressed to help them get through 

it? 

Prompts: What ideas would you give them for how to cope with feeling depressed? What 

would you tell them would make it better? Worse? Does anything make it better? Does anything 

make it worse? 

5. Do you ever think there is something good that can come out of having depression? 

Prompts: Sometimes people find something good in something bad. How do you think it 

happened that you got depressed? 

6. Some people think beliefs or religion can be helpful and others don’t think it’s helpful. 

What do you think? 

Prompts: Do you think that going to church/synagogue could be of help or make you feel 

better? Might it make you feel worse? What at church/synagogue helps you feel better? Does 

anything at church/synagogue make you feel worse? 

7. Are there any other things you do or beliefs you have that might be helpful when you’re 

depressed? 

Prompts: Prayer? Thoughts about how you deal with things? 
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When the participants and their parent or guardian signed the consent and assent forms, 

they were told that there may be a possibility of a second interview to clarify points from the first 

interview if needed. All participants and their parent or guardian gave consent to be called back 

for a second interview. Three participants were called back for a second interview. These 

participants were chosen as they were older and better able to articulate and provide the data that 

was needed to clarify the emerging categories. Participants received a gift card to a local store, 

not as payment, but as a token of appreciation of their participation. 

Data Management and Analysis 

The tape recorded responses were transcribed and entered into a computer file. Field 

notes of observations and memos were also typed into a document. Glaser and Strauss (1967) 

described four stages of constant comparative analysis: 1) comparing incidents applicable to each 

category; 2) integrating categories and properties; 3) delimiting the theory; and, 4) writing the 

theory (p. 105). Data was compared and contrasted within and across interviews throughout the 

interview process. The use of the coding scheme, described below, was used in the constant 

comparative analysis. 

Coding the Data 

Coding is the process of defining what the data are all about. The codes emerge and were 

created out of the data. Coding was the pivotal link between collecting data and developing an 

emergent theory. Glaser and Strauss (1967) described three main types of coding in grounded 

theory: open coding, selective coding and theoretical coding. These three types comprise a 

process of coding that was used in analyzing the data in this study. 
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Open coding involves the search for as many codes as possible in the data. Selective 

coding enables the researcher to focus, or delimit the data by comparing incidents to incidents 

while simultaneous comparing incidents to concepts. Theoretical coding is the process of 

examining relationships between and among categories. The end product of theoretical coding is 

the integration of categories and relationships into a grounded theory of the phenomenon being 

studied. 

Questions a researcher needs to ask include: What is going on with this data? What are 

these data a study of? What is the basic social psychological problems with which these people 

must deal? What basic social psychological process helps them cope with the problem and how 

does it work? How do structure and context serve to support, maintain, impede or change these 

actions and process? How does the research participant think, feel and act while involved in the 

process? When, why and how does the process change? What are the consequences of the 

process? 

The aim of grounded theory is the generation of theoretical constructs along with 

substantive codes and categories and their properties to form a theory than encompasses and 

explains as much behavioral variation as possible. It is molecular rather than causal or linear. 

The goal is to look for patterns and clusters. 

Theoretical Memoing 

Glaser (1978) stated that theoretical memos provide the foundation upon which data are 

organized to generate the structure of the emerging grounded theory. These memos provide one 

record of the thinking that goes into the theoretical coding; they are often brought to the research 

team to help with the process of member checking, peer debriefing and ongoing development of 
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theoretical ideas and relationships. Glaser and Strauss (1967) discussed using theoretical memos 

should be used when there is a conflict in findings or insights that occurs during data analysis. 

Glaser and Strauss (1967) stated that these should be written down so they are not lost. 

Establishing Rigor: Trustworthiness of the Study 

Criticisms of grounded theory are that purposeful sampling strategy does not meet the 

requirements for statistical generalizability. However the concern in grounded theory is with 

analytic generalizability not statistical generalizabilty. This means that the saturation is found in 

patterns that are found in the data rather than in the use of large numbers of subjects. The theory 

that is generated can be tested in another group of children by asking questions that would either 

confirm or disconfirm the theory. The point of the method, however, is to generate theory that 

can offer a new perspective on a given situation and useful ways of looking at a certain world. 

Reliability or consistency is taken care of in part by the duration of collecting the data in 

the field. Lincoln and Guba (1985) suggested that different criteria other than validity and 

reliability are more appropriate given the nature of qualitative research. They suggested 

credibility (truth value), transferability, dependability, auditability (the ability to follow a 

researcher’s decision trail) and confirmability of the findings themselves. 

Credibility 

Credibility according to Lincoln and Guba (1985) is based on how well the researcher’s 

representation of the data fits with the participants views. Lincoln and Guba, (1985), listed a few 

strategies to establish credibility of the emerging findings. These include checking the accuracy 

of the transcripts, prolonged engagement, and member checks. The accuracy of the transcripts 

were checked by the researcher against the tape recorded interview, comparing the transcribed 
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information to make sure the data were recorded verbatim. Member checks involve asking 

participants for feedback on the emerging hypothesis to evaluate if the finding represents their 

experience in an accurate and complete manner. To meet this criterion, as the interviewing 

progressed, participants were asked increasingly targeted questions about coping to determine if 

other participants had tried the same techniques and to saturate categories. In addition, the 

investigator’s research advisor reviewed the data to identify themes and categories independent 

of the researcher’s decisions to validate that the results were grounded in the data. The 

researcher’s decisions on categories were also reviewed in reference to theoretical rational and 

logic. Categories had to have achieved adequate saturation to be considered as theoretical.  

Peer debriefing is another way to establish credibility. Lincoln and Guba (1985) 

discussed having peer debriefing sessions with a faculty advisor throughout the data analysis. For 

this study, the faculty advisor and the investigator met regularly during data analysis to have the 

debriefing sessions to review theoretical ideas supported by the data. The faculty advisor assisted 

in identifying themes and categories in the data. The faculty advisor also audited the raw data to 

check accuracy of the transcripts and provided peer debriefing in this study. 

Dependability 

According to Lincoln and Guba (1985), dependability and credibility have an essential 

relationship where one cannot exist without the other. Dependability is achieved when research 

decisions can be traced back to the data and are documented to be logical and reliable. This was 

evaluated in an auditing process by the advisor who was given the transcripts and theoretical 

memos to determine if the investigator made decisions that were logical and traceable back to the 

data. In addition the researcher wrote and reviewed her own theoretical memos and reflection 
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journal to evaluate bias that may have occurred during analysis and theory development. It was 

important that the interpretations of the data were derived from the data and from the narratives 

of the participants.  

Transferability 

Transferability refers to the potential usefulness of the results and theory in explaining 

the underlying process identified in the substantive theory for a similar group of individuals. 

Theoretical sampling is needed to obtain a diverse and full understanding of the process and 

increase the likelihood for transferability. In grounded theory, analytic generalizability as 

opposed to statistical generalizability is an indication of the usefulness of the results. The goal 

was that the results of this study could be useful for other studies with similar contexts. Constant 

comparisons across the data and theoretical sampling of data helped assure that the results were 

theoretically sound, empirically based and may be transferable. Obtaining diverse data sources 

was done to help gain a full understanding of the underlying social psychological process among 

the participants in this study.  

Confirmability 

According to Lincoln and Guba (1985) confirmability establishes that the data and the 

interpretations arising out of the data are actually derived from the data and are not simply biased 

views of the researcher. Methods used by the investigator to support confirmability were the use 

of theoretical memos and the reflection journals as well as an audit conducted by the advisor.  
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Summary 

This chapter provided an overview of grounded theory and the methods used to complete 

a grounded theory study. Protection of human subjects, data collection, transcription and analysis 

and methods of evaluating rigor were described. 
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CHAPTER FOUR ― RESULTS 

Chapter four presents the results obtained from 10 interviews with 7 children ages 9 to 12 

who had a diagnosis of depression as defined for this study. Three of the participants had second 

interviews to help clarify information. The purpose of this study was to explore and gain 

knowledge about the process of coping and well-being among children with depression. The 

conceptual orientation for the study incorporated concepts regarding developmental resources 

and coping behaviors in the child, along with the meanings the child has for the self, self identity 

and spirituality as a world view. The goal of this grounded theory research was to generate new 

knowledge about the child’s coping process and the potential relevance of spirituality as a part of 

the coping with Depression. The research questions for this study were: 

1. How do children diagnosed with depression cope in the midst of having depression? 

2. Does their coping process include the use of spiritually-related resources? 

The first section of this chapter will summarize the characteristics of the study 

participants as a group as well as provide a synopsis of each participant. The second section will 

present the results as derived from the data generated through interviews with the participants. 

The third section will report the grounded theory developed from the data, in reference to the 

research questions and to the broader question about the social psychological process of coping. 

Sample Characteristics 

A total of 7 children were recruited and interviewed for this study. All completed the 

interview questions. Three of the participants had second interviews to help in clarifying answers 

during data analysis. Participants were all referred from the counselors they saw and were all in 

the process of recovering from Depression symptoms. Participants ranged in age from 9-12 years 
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of age (mean =10.8). The ethnic group was primarily Caucasian (6 out of 7 or 85%) and 

Hispanic (1 out of 7 or 15%). Children were in school grades 4 to 6. There were 4 girls (57%) 

and 3 boys (43%) in the sample. In terms of perceived financial status, five of the families felt 

they had enough money to cover bills with some money left over and two families reported 

feeling there was just enough money to cover the bills, financially. 

Participant Synopsis 

A synopsis of each participant is provided to provide background on their symptoms and 

brief information on family history. These synopses describe the child in their everyday context. 

Each participant was assigned a number at the time they were recruited into the study to protect 

their identity. Then initials other than their own were given for purposes of reporting. 

Participant 01 – LS 

LS is a nine year old Hispanic female. She is in the 4th grade and lives with her mother 

and maternal Grandparents. Her parents were never married. She is an only child. She is 

diagnosed with Depression NOS. There is positive family history of Depression and Anxiety. 

Mother describes LS as having sad moods, anxiety about people leaving her and difficulty 

focusing. She has been in counseling for 3 months. She has made statements of “wishing she was 

dead,” gets upset and easily frustrated if she feels she has failed at something, cries easily and 

clings to her mother. She can be sensitive to what peers say, but socially has a lot of friends. Her 

grades are A’s, B’s and C’s. The family is Catholic and attends church usually every Sunday. 

She loves to dance and read. 
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Participant 02 – JS 

JS is an eleven year old Caucasian female. She is in the 6th grade. Her parents are married 

and she is the oldest of four siblings. She is diagnosed with Depression NOS. Her mother 

describes JS as having difficulty with self control. She often becomes angry and will then break 

things or say mean things to her family members. She has a hard time communicating her 

feelings and problem solving situations frustrate her. She has been in counseling for the past year 

and symptoms have improved. Mother states that there is bipolar disorder in the family. She gets 

A’s and B’s in school and has a few close friends. She enjoys cooking, playing on the computer, 

riding her bike and swimming. The family is active in their church, The Church of Jesus Christ 

of Latter-Day Saints (LDS). 

Participant 03 – AA 

AA is an eleven year old Caucasian female. She is in the 5th grade. Her parents are 

married and she is the second of four children. She is diagnosed with Depression NOS and has 

been in counseling for the past 2 months. Mother states that family history included depression 

and anxiety. Mother described AA as very emotional, cries easily, she will have emotional 

outbursts that look like temper tantrums, and she will worry about what others think of her and 

can be impulsive and react without thinking. She enjoyed doing crafts, singing, swimming and 

drawing. The family is LDS and attends church each week. 

Participant 04 – TK 

TK is an eleven year old Caucasian male. He is in the 5th grade. His parents have recently 

divorced and he has an older brother. He is diagnosed with Depression NOS. He has been in 

counseling for the past year. Father states that he can become withdrawn, shut down and can 
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appear sad. Father states that there is depression and schizophrenia in the family history. Father 

states that TK does well in school and is a straight A student. He is popular and is on the 

basketball team. He enjoys sports, video games, DVD’s, TV and board games. He is on a laser 

tag team. The family is traditional Christian and attends services weekly. 

Participant 05 – JH 

JH is a twelve year old Caucasian female. She is in the 6th grade. Her parents are married 

and she is an only child. She is diagnosed with Depression NOS and has been in counseling on 

and off since 2004. Mother states that they started counseling after she told a friend she wanted 

to kill herself at school after having many losses, including her maternal aunt, maternal 

grandfather, and a pet. Mother states that JH can become angry, depressed, state she does not feel 

worthy, and will question if her parents love her. She states she often feels like crying, but stops 

herself. She does well at school and teachers like her. Mother states she can be a people pleaser, 

but often is a loner as kids do not like to be around her due to anger outbursts. She can be 

mouthy and not think about what she is going to say and will impulsively say things that hurt 

other’s feelings. She has a hard time getting along with her father and they often argue. Mother 

states that there is depression and obsessive compulsive symptoms in the family history. JH 

enjoys softball, reading, and arts and crafts. The family does not attend church. 

Participant 06 – ZB 

ZB is an eleven year old Caucasian male. He is in the 6th grade. His parents are married 

and he is the youngest of three children. He is diagnosed with Depression NOS. He has been in 

counseling since 2004. His Mother describes his symptoms as feeling sad and overwhelmed. He 

is serious, often shuts down and has low energy, where he wants to just lay around. He often 
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feels lonely, sluggish and lacks motivation to complete things. This is seen in grades dropping 

and not wanting to play at recess. He does not sleep and will worry about his parents dying, what 

will happen to him when he grows up and if he will get sick. He has frequent stomachaches. 

Transitions can be difficult for him and he will lose his sense of humor. Mother states that family 

history includes depression and obsessive compulsive tendencies. ZB enjoys building Lego’s and 

models, swimming and playing computer games. The family attends church services each week. 

Participant 07 – RS 

RS is a nine year old Caucasian male in the 4th grade. His parents are married and he is 

the second of four children. He is diagnosed with Depression NOS. He has been in counseling 

for the past two months. His mother describes him as emotional, “he wears his feelings on his 

sleeve.” He can get his feelings hurt easily. He can also become easily frustrated and have anger 

outbursts both at home and at school. Grades are average. Mother states that there is depression 

and bipolar disorder in the family history. He enjoys being in cub scouts, swimming, and playing 

electronic games. The family takes sacrament on Sundays and he is involved with youth services 

at church. 

Initial Categories 

Data analysis revealed that the children created or integrated different ways of coping 

either through their social contexts, time and their own narratives. The data indicated that the 

many ways of coping involved a trying-out of both positive and negative ways of coping with 

depression. The categories revealed opposite ways of coping. The participants seemed to need to 

try on many different ways to cope. 
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Each major category and supporting data is presented below. Data excerpts will 

substantiate concepts and relationships within the grounded theory. Each excerpt will be labeled 

by participant pseudonym, identification number and transcript line number(s) to facilitate the 

reader’s evaluation of dependability, transferability, and confirmability. Please refer to tables 1 

and 2 and figure 1 at the end of the section to see the full information on these sub-categories. 

After the categories are reviewed below, the social process of what this may signify will be 

discussed further. 

Physical Exertion 

One of the principal ways of coping identified by the children was the use of physical 

activity to help them feel better. Physical exertion is defined as physical activities that are used to 

deal with negative feelings. Participants when asked about things they did to help them feel 

better would say: “Deep Breathing calms you down” (LS-01, 207), “I also like to jump on my 

trampoline” (AA-03, 70), “I play a lot of sports to keep my mind off of things” (TK-04, II, 123-

124), “I like swimming” (JS-02, 227). “Yell out a lot” (TK-04, 55), “Relaxation methods” (ZB-

07, 107), “Throw the ball, sometime its let all your anger out” (JH-05, 207), “We wrestle a lot, so 

that definitely helps for my anger” (TK-04, 168). Often the children would state in the interviews 

that doing the physical activity was a great way to help them get rid of negative energy and help 

them feel happier. It also seemed to serve as a distraction from worry about their problems. 

Spiritual Reframing 

Another well-saturated category that was found when asked how they cope with 

depression, was Spiritual Reframing. Spiritual reframing is defined as the participants’ review of 

what had happened to cause them to become depressed and then change their thinking to find 
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meaning, hope or otherwise more positive perspectives during the experience. These behaviors 

go beyond mere distraction because they often involved constructing a positive view while 

distracting from depressing feelings. Questions asking them to identify what activities have made 

them feel the most better included these examples: “Forgetting the bad things that happen and 

then think of the positive” (LS-01, 188-189), “If you want to do something hard you have to 

keep working at it” (JS-02 II, 55), “Not be so stressed” (TK-04, 95 ), “Therapy teaches me a lot 

like not to think bad of myself” (AA-03, 93), “I think in my heart and how much I miss the 

things I think about” (LS-01, 195), “It showed me that they (friends) almost love me and they 

care about me” ( RS-07, 247), “ Like I am crying and you tell me a funny joke and I laugh and I 

forget what I was crying about, (JS-02, II, 66), “I try to just calm myself down, I think about 

something else like music, anything else” (LS-01, 84-86) and “ think of the good times we had” 

(LS-01, 114). “Look on the bright side of things” (AA-03, 106), “Get your mind off of anything 

bad” (JS-02, II, 11), “Parents give me encouragement” (ZB-06, 103), “I get over it” (AA-03, 

143”, “I think about something else like music” (RS-07, II, 95). This reframing process reflects 

spirituality in terms of looking for meaning and hope beyond the immediate context and by 

reframing negative into positive perspectives on life. These children seemed to be able to take 

the negative in a situation and turn it around to a more hopeful way of coping that shows inner 

strength. 

Interpersonal Transcendence 

The next major category the participants described as a way of making them feel better 

was by reaching out to others to transcend negative feelings. Interpersonal transcendence was 

defined as reaching out to others beyond the self in order to cope and transcend negative 
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feelings. Examples in this category including comments such as: “Because they’re your best 

friends and they will never do anything mean to you” (RS-07, 183), “Being near my parents 

kinda helps” (ZB-06, 166),”Not be mad because nobody bosses you at church”, (RS-07, 195), 

“My dad cares a lot about me” (TK-04, 169), “My dad said bad things and then that would make 

him sad and so when he’s sad, I’m sad” (TK-04, II, 11-12), “When I am sad my friends make me 

feel happy” (JS-02, 205) “You want to meet people instead of staying by yourself” (JS-02, II, 

33), “When I am sad my friends make me feel happy” (JS-02, 205), “My guinea pigs, I pick 

them up and just kinda hold them and pet them” (ZB-06, 96-97), Playing with pets (ZB-06, 92). 

When asked what advice they would give other kids, responses reinforced those related to 

interpersonal reaching-out: Answers in the interpersonal category came up as: “Go hang out with 

other people that don’t have depression” (JS-02, 223), “Go talk to your friends and your parents” 

(JS-02, 225), “Teachers help” (JS-02, II, 55), “You want to go meet people instead of staying by 

yourself” (JS-02, II, 33), “Participate in a group” (JS-02, 169), “Talking to people” (RS-07-54). 

The best advice they could give others was to find a way to connect with others interpersonally 

to help with the bad feelings. 

Non-expressive/Withdrawn 

Some of the activities the participants answered when asked what they did when feeling 

sad included just staying in the depressed or negative mode of thinking or acting. This approach 

usually occurred prior to being in counseling. Non-expressive or withdrawn behavior is defined 

as the inability to discuss negative feelings or withdrawing from interpersonal contact. Activities 

were more non-expressive, or withdrawn behaviors: “Forget it forever, sometimes, I remember is 

and I get angry” (RS-07, II, 90-91), “Hide away, I don’t tell anybody really” (AA-03, 23), “I 
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can’t forgive people, then I say to myself” (AA-03, 24)”I don’t really care about anything” (TK-

04, 111), “I don’t have friends anymore” (LS-01, 77), “There’s not really anyone to talk to” (ZB-

06, 49-50), “I try to do my work, but I end up stopping” (LS-01, 21), “I am used to getting hit 

and stuff by my brother, so it doesn’t really affect me” (TK-04, 152), “I don’t really like to do 

other stuff” (AA-02, 37), “I keep it inside and go my room” (ZB-06, 51). 

Emotional Inertia 

When the participants discussed coping in the more negative realm, they also brought up 

that the negative way of coping made them feel more depressed. Emotional inertia is defined as 

having feelings that did little to move them forward in their coping. Data supporting this initial 

category were found in comments about feelings such as: “Ashamed” (JH-05, 301), “Sadness” 

(JH-05, 301), “Scared” (JH-05, 301), “Embarrassment” (JH-05, 60), “I felt depressed too, like 

kind of down in the dumps” (ZB-06, 18-19), “I feel lonely” (ZB-06, 18), “ I feel worse at home” 

(JS-02, II, 57-58), “Not very energetic and sorta sad” (ZB-06, 27), “I think something bad is 

going to happen” (ZB-06, 33), “Made me feel worse remembering” (LS-01, 106-107), “Makes 

me feel sad and worried” (LS-01, 60), “ I was not like being nice as I could be, but I wasn’t 

being the meanest either” (AA-03, 11). Many of them stated that these feelings were the ones 

they wanted to get away from feeling and why they would try other approaches to rid themselves 

of these feelings. 

Being Destructive 

Often participants described that their depression symptoms were frustrating and that 

they sometimes responded to this frustration in destructive ways. Being destructive is defined as 

those behaviors that destroy objects when they are depressed. These behaviors were a form of 
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coping opposite to more creative ways (described below) of dealing with the depressed feelings. 

Examples are: “Destroying things” (JS-02, 20), “hit your pillow” (JH-05, 40 and RS-07, 159-

160), “I got really mad and I started to hit my head on the wall” (RS-07, 84-85), “They always 

take the negative way, they always find out what’s bad and not good” (JS-02, 131-132), I write 

“em” (bad feelings) in my journal and sometimes I just rip “em” apart” (JH-05, 151), “One time 

I was so angry I broke my glasses” (JS ), “Punch something” (JS-05, 38). Although these may 

not be the most positive ways to deal with depression, the participants would point out that these 

behaviors temporarily made them feel better, until they got in trouble for these behaviors. 

Being Creative 

Opposite to destructive behaviors in coping, participants also described creative coping. 

Rather than destroying things, they would engage in creative approaches. Being creative is 

defined as behaviors that produce new expressions of oneself or ideas, in the form of verbal or 

nonverbal behaviors to cope with depression symptoms. Examples of this include: “Dance class 

helps me” (LS-01, 151), “I like playing with paper, (JS-02, 227), “I write in my journal” (JH-05, 

168), “I like to draw and listen to music and dance” (AA-03, 66), “I like to draw cause it gets my 

anger out” (AA-03, 40). “Writing in a diary” (JS-02, II, 24) or “Writing a letter to my mother” 

(JS-02, II, 24-25). In addition to previous questions, when asked what they would tell other 

children to do to make themselves feel better, creative ideas came out there as well such as “they 

(other kids) could do their hobbies that might help” (AA-03, 106). 

Religious Activities 

One main question that was asked participants was if they went to church or engaged in 

any religious activities that helped them feel better or helped with relieving depressive 
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symptoms. Religious activities were defined as any type of participation in a religious 

organization or any form of religious expression. Many felt these activities did help and included 

statements like these: “ I like church “ (TK-04, 171), “I prayed” (JS-02, 62), “I talk to God when 

everyone’s asleep” ( JS-02, 88), “Pray about what is happening” (JH-05, 255), “Praying helps, 

like you get all of the anger out of you” (RS-07, 214), “Yeah I pray, I sometimes pray to make 

things better” (TK-04, 174), “pray and say it into my pillow” (TK-04, 185). These activities did 

seem to help with making sad or angry feelings better and were things and were a way that 

instilled hope into the participants on how to feel better. Only one participant did not feel these 

activities helped and he stated, “I go to church with my Dad, but it doesn’t really help me” (TK- 

157). 

Spiritual Activities 

In addition to questions about religious activities, participants were also asked more 

general questions about how they viewed their life situation. This was done to elicit any further 

ideas about finding meaning in coping, finding hope and having inward connections with others. 

Spiritual activities were defined as any coping technique that helped in either finding meaning in 

negative feelings, finding new hopeful ways to deal with negative feelings or any inward 

connections that helped children to feel less depressed. It may have been the case that 

developmentally this concept was too abstract, or the children developmentally were still trying 

to figure these things out for themselves in order to verbalize these ideas even put it into words, 

so the category on spiritual reframing seemed to fit better for these children. It may have been 

that these children were showing these activities as spiritual coping and we just do not 

understand what this may look like for 9-12 year olds.  
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Use of Humor and Play 

One surprising area that emerged was the children’s reports on the use of humor, which 

many or the participants discussed as helping them when they were having bad feelings. 

Statements included: “Definitely laughing helps” (TK-04, II, 83), “Do funny stuff” (RS-07, II 

35-37), “Think of funny things” (RS-07, II, 38), “Have a sense of humor” (TK-04, II, 67), “I 

laugh and laughing comforts me” (TK-04, II, 67), “My dad is definitely funnier when he’s not 

sad” (TK-04, II, 61), “My sense of humor never goes away” (RS-07, 294). There did seem to be 

some sort of connection on humor and positive coping skills. Many of the kids stated that this 

was a way that parents helped them feel better and that they would use it too as they saw that it 

helped others when they felt bad. This category later was included as a sub-category under 

Creativity because it was used to construct something ‘new’, that is, new or more positive 

feelings.  

Emotional Coping (Physical and Expressive) 

The participants in this study also described what emotions they were feeling when 

depressed and how they dealt with them from a more physical emotional standpoint. The 

questions asked to illicit these responses were on if they showed their depressive symptoms in 

any physical ways. They reported: “Crying” (TK-04, 45), “Expressing how you feel” (JS-02, 

150), and “Get really mad” (RS-07, 18), “Taking “medicine” (RS-07, 139). 

In addition to these descriptions, they would express the actual feeling they had which 

included things like: “angry” (RS-07, 18), “Shock” (TK-04, II, 219-220), “Mad sometimes keeps 

me going” (LS-01, 21). Thus acting out or expressing these bad feelings helped in coping. As the 

data analysis continued, this category was included under that of Emotional Exertion.  



 
76

Rewarding Self 

Some felt rewarding themselves helped them feel better when they felt bad. And they 

responded with this when asked the question on advice they would give others to help them feel 

better when they feel depressed: “Some sort of treat like ice cream or something that helps” (ZB-

06, 101). This initial category was not as well-supported as other categories. These data were 

later incorporated under the category Creative because they were congruent with other strategies 

to achieve a new perspective or feeling.  

Blaming Self 

Once again an opposing response was found, with “Blaming self” contrasting with 

rewarding self, as us seen in this quote. This response came from questioning about what may 

have brought about the depressed feelings, “When my parents were fighting, I would get low 

self-esteem because I would think it might have been my fault, it was my fault of something” 

(TK-04, II, 207-208). There were few data in this category. These statements were judged as 

destructive and then were included within the category of Destructive in the next iteration of the 

data and categories.  

Other Areas Identified 

A few other areas that came out that participants discussed as helpful in making them feel 

better and less depression include other more passive ways of humor or play. Comments 

included: “I look at my Yu-gi-oh cards” (RS-07, II, 88), or “I like to watch (the show) Full 

House (TK-04, 83). Also included in this category is play as a way to cope: “Play a game” (TK-

04, 98), “Play a video game or something” (TK-04, II, 81). These data were determined to be 
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similar to use of humor or play to construct new or positive feelings. They were included in the 

category of Creative in the final analysis.  

Categories: Final Iteration 

Some of the initial categories described above that were coded, were further refined and 

collapsed as the theoretical idea of self-regulation of opposing feelings emerged. For example, 

humor and play were incorporated into a broader category called Creative Coping. Religious 

Activities was incorporated under Interpersonal Transcending to describe positive ways children 

used to cope with bad feelings; that is, they reached out to connect with others or some source 

beyond themselves such as God. The category, Spiritual Activities, was further refined into 

describing Spiritual Reframing. The category, non-expressive/withdrawing became “Pulling 

Inward.”  

 Clarifying one category of data sometimes helped clarify another category, particularly if 

it consisted of opposing feelings or behaviors. In this way, the emerging ideas about self-

regulation served as a way to interrogate the data and ‘discover’ better categories to represent the 

data and the underlying process. Working back and forth, between the data and theoretical ideas, 

comparing and contrasting statements in the data, is a key analysis technique of grounded theory. 

Table 1 outlines the final iteration of data, into eight major categories.  
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TABLE 1. Final Categories on Ways of Coping with Supportive Data 

Ways of Coping Examples of Statements 
Physical Exertion Deep breathing calms you down. 

Plays a lot of sports to keep my mind off of things. 
Throw the ball, sometimes lets my anger out. 

 
Spiritual Reframing Forgetting the bad things that happen and then think of the 

positive. 
If you want to do something hard you have to keep working at it. 
Therapy teaches me a lot like not to think bad of myself. 

 
Interpersonal Transcending When I am sad, my friends make me happy. 

You want to go meet people instead of staying by yourself. 
Go talk to your friends and your parents. 
I go to church. 
I pray, praying helps like you get all of the anger out of you. 
I talk to God when everyone else is asleep. 

 
Creative Dance class helps me. 

I like to draw and listen to music and dance. 
I like to draw cause it gets my anger out. 
Definitely laughing helps. 
I laugh and laughing comforts me. 
My sense of humor never goes away. 
Play a game or video. 
Rewarding self. 

 
Emotional Exertion Crying. 

Get really mad. 
Expressing what you feel. 
Angry. 
Shock. 

 
Pulling Inward I get really mad. 

Forgetting. 
Hideaway, I don’t tell anybody really. 
I keep it inside and go to my room. 

Destructive Destroying things. 
I write “em” (bad feelings) in my journal and sometimes just rip 
“em” up. 
Punch something. 
Self-blaming. 
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Once the categories were collapsed into categories that were well-supported by the data, 

the dichotomies between categories became evident. The following tables show the dichotomies 

found in the data on what are deemed the positive ways to cope versus the negative ways to 

cope. Both approaches were means of coping in that they diminished feelings of depression for 

the child, but the positive ways were more socially acceptable, while those labeled as ‘negative’ 

were typically viewed as less socially acceptable. Both approaches however, are considered 

important in child development and in the child’s repertoire for coping with depression.  

TABLE 2. Dichotomies Between Theoretical Categories 

Positive Ways of Coping Negative Ways of Coping 

Physical Exertion Emotional Exertion 
Spiritual Reframing Emotional Stagnation 

Interpersonal Transcendence Pulling Inward 
Creative Destructive 

Grounded Theory of Self-Regulation 

As a result of this study, the grounded theory of Self-Regulation was identified to answer 

the research questions, how do children diagnosed with depression cope in the midst of having 

depression? And does their coping process include the use of spiritually-related resources? The 

human process of self-regulation was theorized to underlie children’s coping in the midst of 

depression. Self-regulation involves a repertoire of coping strategies, some of which require 

regulation between conflicting feelings and behaviors. The data indicated that coping in 

depression involved many dimensions, including physical exertion, and two spiritually-related 

categories: spiritual reframing and interpersonal transcending such as reaching out to others. The 

data also indicated a kind of dialectic process in coping, where opposing strategies were used at 
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the same time: creative-destructive; interpersonal transcending and pulling inward; spiritual 

reframing and emotional stagnation; and physical exertion and emotional exertion. The diagram 

of the theory of self-regulation below depicts this ongoing dialect process as it helps sustain the 

children in the midst of their depression. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FIGURE 1. Model of Self-Regulation and Spiritual Coping 

Summary 

In summary, ten interviews were conducted with seven children. Through a process of 

theoretical sampling and constant comparative analysis, eight categories were identified, which 

explained a dialectical process of self-regulation and spiritual coping. 
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CHAPTER FIVE ― DISCUSSION AND RECOMMENDATIONS 

The process of self-regulation as a coping method for depression in children was 

discovered as a result of this study. Self-regulation was the underlying process that explained 

how children in this sample coped in the midst of having depression. Of particular interest is the 

dialectic process of self-regulation where conflicting feelings or behaviors were expressed in the 

children’s coping strategies. In addition, several categories identified spiritually-related coping 

strategies. The findings of the study are congruent with findings reported in previous literature, 

yet they also provide new thinking about coping among children who are diagnosed with 

depression. 

When looking at spiritual coping, strategies not necessarily reported in the literature or in 

the coping theories were found; that is, in reframing efforts that involved meaning and hope, and 

in interpersonal strategies and creativity that involved some expression of self-transcendence. 

Trying out different ways of coping allows children to regulate behavior with the outcome being 

to learn healthy ways for them to cope with trauma and distress in their lives. 

One definition of self-regulation is found in Raffaelli, Crockett and Shen (2005), as the 

internally-directed capacity to regulate affect, attention and behavior to respond effectively to 

both internal and environmental demands. Another definition comes from Ryan, Kuhl and Deci 

(1997), stating that self-regulation and autonomy are interchangeable and are both an expression 

and an outcome toward the extension, coordination and integration of functioning of a living 

thing. 

Ryan et al (1997) stated that self-regulation is associated with personality development 

and that it is part of the process of development and self-awareness. The process of self-
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regulation includes intrinsic motivation, to assist in cognitive and personality growth. This 

growth then allows individual to assimilate the social prescription to the self and to coordinate 

and govern behavior. According to Ryan et al (1997), “In many forms of severe psychopathology 

persons experience their behavior as being driven by forces beyond their control and with which 

they do not concur. Similarly, in many behavior problems ….persons often complain that they 

cannot help but engage in a behavior, even though they do not want to”. Of interest to the 

process of self-regulation, Ryan et al (1997) found that failures of internalization and motivation 

in regard to regulation can lead to depression. For these reasons self-regulation are at the heart of 

mental illness and social alienation. 

As we learn more about the brain, there is evidence that self-regulation is needed to help 

with executive functioning skills, in particular with coping with negative emotion and distress. 

Posner and Rothbart (2000) discuss that activity in the amygdala help with these activities. 

Posner et al (2000) found that the difference between the child and adult resides in the unfolding 

of executive functions. As these functions develop, so does the development of behavioral and 

emotional control. Raffaelli et al (2005) explained that there is a plethora of research on self-

regulation during the first 6 years of life, but a paucity of research into middle to late childhood 

and adolescents. Raffaelli et al (2005) stated that self-regulation does continue though-out the 

life span, and that during ages 9-12, better impulse and inhibitory controls are seen in children. 

Emotionality and self-regulation are interrelated in complex ways and multiple 

dimensions come into play in responding to everyday childhood challenges. Raffaelli et al (2005) 

looked at self-regulation at age 4, age 8 and age 12. They found that if children could delay 

gratification at age 4, they have better self regulatory abilities as they got older. This was seen in 
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academic and social competence and resistance to temptation, planfulness and coping. Those 

children at age 4 that lacked control had more difficulties with attention span, emotional liability 

and restlessness and showed externalizing behavior in adolescents. The emotional issues that 

were seen if self-regulation was lacking included moodiness temper outburst, being unhappy and 

crying. They also found that a significant increase in self-regulation occurred during the middle 

childhood years (ages 4-9). 

Another way to understand self-regulation is in reference to emotional regulation. 

Eisenberg and Spinrad (2004) noted that with age children become increasingly able to 

participate in the process of managing emotions and their expression. They stated that the 

process of emotion regulation involved both external regulation and self-regulation. Eisenberg et 

al (2004) postulated that emotion self-regulation was based on the experience of modulation of 

emotion and related physiological states but also the regulation of overt behaviors that are 

associated with the experience of emotion such as facial expressions of emotion and reactive 

aggression. They viewed self-regulation as volitional, but not necessarily very conscious because 

effortful control comes with age. Eisenberg et al’s (2004) final definition of emotion-related self-

regulation, “ as the process of initiating, avoiding, inhibiting, maintaining or modulating the 

occurrence, form, intensity or duration of internal feeling states, emotion-related physiological, 

attentional processes, motivational states, and/or the behavioral concomitants of emotion in the 

service of accomplishing affect-related biological or social adaptation or achieving individual 

goals. 
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Research Question 1: How do children diagnosed with depression cope in the midst of 

having depression? 

Coping according to Skinner and Zimmer-Gembeck (2007) is the study of how people 

deal with actual stressors in real-life context and how the effects of these episodes accumulate. In 

other words, coping is action regulation under stress. Skinner et al (2007) description of coping 

reflects the idea of self-regulation of opposing feelings and strategies found in this study. 

Skinner et al (2007) explained that children worked from their current developmental 

capacity along with their own make-up and internal and external problem solving to cope with 

stressful events. They may use conflicting approaches, adaptive and maladaptive patterns to 

achieve the solving of a problem. Skinner et al (2007) gave examples of coping being such 

things as problem solving, support seeking, escape, rumination, positive restructuring, 

distraction, negotiation, direct actions, social withdrawal and helplessness. As the data show, 

some ways of coping were positive and some were negative. Skinner et al (2007) stated that 

emotion is integral to all phases of coping. The adaptation does not rely exclusively on positive 

emotions as Skinner et al (2007) stated, anger for example can have an important function to 

sweep away an obstacle as well. Thus Skinner et al (2007) believed that coping was a duel 

system of stress reactions (immediate and automatic responses to stressful situations) and action 

regulation (effort to mobilize, manage and direct physiology, emotion, attention, behavior and 

cognition in the response of stress). 

Skinner et al (2007) reviewed different studies on coping and self-regulation. Their 

findings showed that the biggest increase in problem solving occurred from a developmental 

standpoint between the ages of 9 and 12. Skinner et al (2007) noted that cognitive problem 
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solving such as working out other ways to deal with problems occurred in this age group, along 

with being able to use behavioral distraction such as thinking about other things, things that were 

fun or forgetting as the most common ways to cope. Another major finding by Skinner et al 

(2007) was that although aggression and opposition would occur, the transition to focusing on 

positive acceptance and accepting responsibility and self regulating emotion also occurred. The 

data from this study show what Skinner et al were describing as the multiple ways that this age 

group learns to cope and that regulation of emotion and behaviors is at the crux of how coping 

occurs. It was exciting to see that the children in this study were able to use so many different 

ways to cope to figure out what was the best way for them to deal with their depression systems. 

It is likely that each child’s social context played a role in the way they coped with depression, 

from ideas they have received from parents, teachers, friends, church, therapist and thoughts they 

have on their own. 

Research Question 2: Does their coping process include the use of spiritually related 

resources to cope? 

Spirituality as defined by Cotton, Larkin, Hoopes, Cromer and Rosenthal (2005) is a 

construct that may include religiosity but also extends further to include additional concepts such 

as spiritual well-being, peace and comfort derived from faith, and spiritual coping. Cotton et al 

(2005) also found that spirituality had a stronger relationship with depressive symptoms than did 

religiosity. Cotton et al., (2005) stated that faith and spirituality have long been proposed as 

resilience factors in adolescents for coping with depression. In Cotton et al., (2005) study, they 

found that negative interpersonal religious experience was associated with greater depressive 

symptoms. Alternatively though they found that as adolescents became depressed they turn to 
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religion for support or to search for life’s meaning and thus rate religion as important when 

experiencing depressive symptoms. As the data in this study showed, religious coping was used 

as well as other spiritual coping and that children who were involved in religious activities such 

as weekly attendance at services used prayer and support from the church as ways to cope. 

Integration with the Literature 

Cotton et al., (2005) concluded that both attending religious services encouraged 

spirituality and helped to promote resilience and healthy adolescent development. In the data 

from this study it was noted that while some traditional religious activities (use of prayer and 

going to religious services) were used to cope, most behaviors reflected broader concepts of 

spirituality such as reframing to gain meaning and hope, or transcending negative feelings by 

reaching out to others. 

As Benson et al (2003) stated development is the engine that propels the search for 

connectedness, meaning and purpose and contribution. Self-regulation as a developmental 

process found in this study leads to this development of meaning and purpose in one’s beliefs 

and perceptions. Elkins (2004) stated that children’s spirituality parallels cognitive development 

and involves meaning of life. 

As Masten (2001) stated, “The task before us now is to delineate how adaptive systems 

develop, how they operate under diverse conditions, how they work for or against success for a 

given child in his or her environmental and developmental context and how they can be 

protected, restored, facilitated and nurtured in the lives of children.” When looking at this quote, 

the process of self-regulation seems appropriate in describing how adaptive coping may occur. 

As stated by Raffaelli, Crockett and Shen (2005), self-regulation is the internally-directed 
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capacity to regulate affect, attention and behavior to respond effectively to both internal and 

environmental demands. 

Self-regulation may be one of the ways that we can help children learn to adapt to diverse 

conditions as Masten (2001) charged. According to Ryan et al (1997), “In many forms of severe 

psychopathology persons experience their behavior as being driven by forces beyond their 

control and with which they do not concur. Similarly, in many behavior problems ….persons 

often complain that they cannot help but engage in a behavior, even though they do not want to”. 

Of interest to the process of self-regulation, Ryan et al (1997) stated that failures of 

internalization and motivation in regard to regulation can lead to depression. For these reasons 

autonomy and self-regulation are at the heart of mental illness and social alienation. Thus having 

children use a multi-model approach to coping as we see with self-regulation we may be able to 

help them cope better. 

Skinner et al (2007) stated that emotion is integral to all phases of coping. The adaptation 

does not rely exclusively on positive emotions as Skinner et al (2007) stated that anger for 

example can have an important function to sweep away an obstacle as well. Thus Skinner et al 

(2007) felt that coping was a duel system of stress reactions (immediate and automatic responses 

to stressful situations) and action regulation (effort to mobilize, manage and direct physiology, 

emotion, attention, behavior and cognition in the response of stress). Skinner et al (2007) 

reviewed different studies done on coping and self-regulation. Their findings showed that the 

biggest increase in problem solving occurred from a developmental standpoint between the ages 

of 9 and 12. Skinner et al (2007) noted that cognitive problem solving such as working out other 

ways to deal with problems occurred in this age group, along with being able to use behavioral 
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distraction such as thinking about other things, things that were fun or forgetting as the most 

common ways to cope. The other big area that Skinner et al (2007) found in this age group was 

that although aggression and opposition would occur, the transition to focusing on positive 

acceptance and accepting responsibility and self regulating emotion occurred. 

Summary of Integration with the Literature 

This study identified how self-regulation is an underlying process of coping that includes 

elements of spirituality as well as other areas of coping. Positive ways to cope include: physical 

exertion, spiritual reframing, interpersonal transcending and being creative. Negative ways to 

cope include: emotional exertion, emotional stagnation, pulling inward, and begin destructive. 

While this latter set is more negative, it nonetheless provided a temporary way of coping among 

the children. The shift to or inclusion of more positive approaches to coping likely balanced the 

more negative approaches, to provide for effective coping overall. 

Children in this study demonstrated many of the same symptoms of depression proposed 

in other depression studies on children. Often in clinical practice, one will see children with 

depression act out their feelings before being able to express them. Like those studies and what is 

seen in clinical practice, these children also showed both the negative and positive ways of 

emotional coping as others stated, such as anger being a way that helped with coping with 

depression. In sum, the major finding in this study was the underlying process of self-regulation, 

generated by a dialectic tension among coping behaviors. 

Congruence with the Conceptual Orientation 

Initially for this study, the process of spirituality as another way to cope with depression 

was proposed. The original conceptual framework presented several concepts that related to 
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coping in depression, including spiritually-related themes such as meaning, connectedness, hope 

and inner strength. These were found in the study, but the data from this study extended the 

initial framework to include the idea that dialectic movement between opposing coping 

approaches occurred, as part of the overall process of self-regulation. 

The ability to reframe experiences into a more positive way to cope and to transcend the 

negative behaviors and feelings while coping with the experience of depression for these 

children was paramount in their recovery from the symptoms they experienced. Their ability to 

self-regulate emotion along with behavior showed that they could find hope, comfort and 

strength in this process. 

Limitations of the Study 

I acknowledge several limitations in this study. While the study did recruit diverse 

participants from a variety of contexts, the sample was mostly composed of children from the 

Caucasian ethnic group. The transferability of the results to different contexts should be 

undertaken with caution and note the highly individualized context-dependent nature of coping 

with depression for an individual. Additionally, children excluded from the inclusion criteria, 

children from ethnic groups not represented in this study and children who refused participation 

may have different experiences on coping with depression from those reported. 

Secondly, the transferability of this study’s results were further limited by the setting of a 

private practice where the children were receiving counseling for their depressive symptoms. 

Children in the community who were not in treatment or who had fewer financial resources for 

care are also important to include in future research.  
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Lastly, some may feel that a limitation to this study was the inability of children to 

articulate abstract ideas about spirituality and how they felt spirituality or other means helped 

them cope with depression. Due to the developmental stage abstract thought and explanations 

were not able to be used, which may have made understanding spiritual coping more difficult to 

study. However, the investigator believes that children are capable of expressing at least some 

key ideas and feelings that are important to them and those skills in interviewing and listening to 

children can reveal results that contribute to theory development. What may have been found 

was that this study is a contribution to the literature on what spiritual coping may look like in this 

age group and how it may contribute to self-regulation when coping with depression. 

Implications of the Study 

As a middle-range theory, self-regulation as a coping mechanism for depression in 

children has several implications for existing and future nursing theory development. This study 

supports and challenges a number of existing theoretical notions on coping with depression 

including spirituality as a coping agent. This study supports the existing conceptualization that 

there is a connection between religious and spiritual coping as a way to cope with depressed 

feelings, and separating these two areas is not particularly helpful in understanding coping 

among school-age children with depression. 

There is also support for how much the social context and environment impact children 

from a developmental and cognitive level. This study showed that if parents, teachers, people in 

church and peers supported these children, they were more likely to develop ways to cope with 

depression. Even though one of the concepts of coping was to be withdrawn and destructive, 

these participants found that it may not have been one of their best choices when they talked to 
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others about their behavior. As Masten (2001) stated, these children were able to show 

adaptation in coping skills to promote self-regulation which in turn helped them cope with 

depressive symptoms. 

Self-regulation became the main process seen in this study and helped the children to be 

able to both internalize and motivate themselves to get better and to promote a feeling of well-

being. It is possible that self-regulation helps these children cope with depression in a sustained 

and productive manner. In addition, the coping process found in this study may inform other 

research on resilience and mental health in children with depression.  

Implications for Nursing Practice 

With additional research, the findings of this study may have implications for nursing 

practice by providing nurses with a more thorough understanding of how children ages 9 to 12 

cope with depression in everyday life. The model of self-regulation as a coping mechanism for 

children with depression is parsimonious, while at the same time accounting for and explaining a 

larger amount of complexity in coping with depression exists in current literature. The 

empirically supported relationships between spirituality and self-regulation suggest a path for 

nursing interventions to effect changes for children suffering from depression. Interventions may 

also focus more indirectly on changing the influencing factors of educating parents and children 

on how to deal with depression in the future. 

Second, the theory of self-regulation may provide ideas about new strategies for coping 

with depressed or negative feelings on a daily basis. Knowing that trying out different ways to 

cope with issues can help children figure out what is the best way for them to cope, that can help 



 
92

them to regulate their behavior and learn effective coping skills that they can use throughout 

their lifespan to promote well-being. 

Implications for Nursing Research 

Grounded theory was an appropriate methodology to study how children ages 9 to 12 

cope with depression. Grounded theory and its tenets of theoretical sampling and constant 

comparative analysis proved to be particularly productive for elucidating the human process of 

self-regulation. A methodological implication is to modify and broaden the traditional focus in 

grounded theory research from basic social process to human process (Reed & Runquist, 2005). 

This approach better reflects health and nursing-related processes that emerge from the use of 

grounded theory and has implications for nursing research. The study of human health processes 

is also congruent with nursing philosophical perspectives. Grounded theory is also helpful when 

there are complex social processes that one is trying to explore such as children coping on a daily 

basis with depression. Understanding what this is liked for children on a daily basis helps to 

determine the best way nurses can help patients to deal with their disorders. 

Quantitative, qualitative and mixed methodologies can all contribute in unique ways to 

advance the science of studying coping skills in children with depression. For example grounded 

theory aimed to exploring the human process of coping through social contexts and across time 

from a developmental level. Quantitative methodologies on the other hand may be quite useful 

for identifying how the dimensions of self-regulation may change in response to coping 

techniques and influencing factors. Likewise, coping techniques could also be the focus of 

quantitative research to evaluate the effectiveness of other aspects of care of depression such as 
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meds and therapy on the response in children with depression. It is unknown at this time if 

finding ways to promote self-regulation in children can decrease depression in the future. 

Recommendations for Future Research 

Future research should be designed to examine questions regarding the dialectic process 

identified in self-regulation in this study. That is, does another sample of children with 

depression evidence efforts to regulate between opposing feelings and behaviors as a way of 

coping? A second area of further study is that of spiritually-related ways of coping, and whether 

another sample of children will generate data that support the spiritual dimensions identified in 

this study. Quantitative research is also indicated, to examine more closely how influencing 

factors of family and social context, cultural elements, specific beliefs, and other measurable 

concepts influence children’s coping processes. 

Some of these recommendations may indicate the development of a measurement 

instrument; others may suggest a substantive research focus to further formalize the theory of 

self-regulation. These would just be a starting point for future continuation of this research. 

Conclusion 

In closing, treatment for children with depression is such an important need in our nation. 

Exploring ways to help these children can only enhance our care for them in the primary care 

and mental health/psychiatric arena. If helping children use different coping mechanisms in order 

to learn self-regulation will benefit them in the future, and then we should further explore this 

area. As in all areas of development, we want our children to live happy lives and to become 

productive members of society. Helping to promote the process of self-regulation and understand 
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spirituality, from a broadened perspective, as a resource for coping may be new and relevant 

ways to make this happen. 
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APPENDIX A: INFORMATION FORM 
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DEMOGRAPHIC AND HEALTH RELATED INFORMATION FORM FOR PARENT/GUARDIAN 

Instructions: Please respond to each question in terms that best describe your family. 

1) What is your relationship to the child you are bringing to clinic today? 

______________________________________________________________ 

 
2) In the past year, please tell me how many times your child had medical problems that 

required a visit to a physician or health clinic, and the reason for each visit: 

___________________________________________________________________________

___________________________________________________________________________

________________________________________________________________________ 

 
3) In the past has anyone else in the family had mental health issues such as Depression or 

Anxiety? ___________________________________________________________________ 

 
 If so, please briefly describe the mental health problem:  
 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 
4) Concerning the finances in the home of the family this child lives with, please check the 

statement that best describes the family situation: 

 
1._____There is not enough money to make ends meet 

2._____There is barely enough money to make ends meet 

3._____There is enough money to just pay the bills 

4._____There is money to pay bills and some left over for extra things we want to do 

5._____There is enough money to do whatever we want 
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Questions about the child with Depression: 
 

5) Age of child: ______years 

6) Sex of the child: 1. __ boy 2. __ girl 

7) School grade of child:_______________ 

8) Has your child had any Developmental Delays? Please explain. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

9) At what age was the child with Depression diagnosed? __________________ 

10) Medical problems in the past 2 years (please explain):  
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

11)  Describe the Behavioral or Emotional problems for this child (please list):  
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

12) Has the child in this survey ever seen a counselor for behavior or coping problems? If so 
how recently: _______________________________________________________________ 
 
For what reason: _____________________________________________________________ 

 
13) Does your child take any medications? Please list: 
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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14) What adults live with this child? 
 

1.__Mother 
2.__Father  
3.__Sibling 
4.__Grandmother 
5.__Grandfather 
6.__Other (please list relationship) ____________________ 
 
 
 

15) Please list all the children that live with this child: 
 

Age Sex Relationship to this child 

   

   

   

   

   

 

16) Does your family attend Religious services? _______________ 
 

If so, what type of services? ________________________________ 
 

Approximately, how often? _________________________________ 
 
 

17) What hobbies does your child have? Please explain: 
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 
 

Thanks so much for completing this form with me. Do you have any questions at this point? 
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APPENDIX B: HUMAN SUBJECTS FORMS
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