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Aim

The purpose of the present study was to compare stresses in both addiction and
depression during adolescence and to determine different types of coping styles used
by these patients.
Objective

Given the growing preclinical evidence that supports the key role of stress in addiction
and depression during adolescence, this research examines empirical evidence on
stress that may play a role in addiction and depression, and it also compares different
types of stress and coping mechanism in both studied patients.
Patients and methods

The study included 30 addict patients representing as group I, and they were assessed
by Addiction Severity Index. Moreover, 30 patients diagnosed as having major
depressive disorder were included as group II who were assessed by Hamilton rating
scale for depression. Both groups were subjected to Structured Clinical Interview for
DSM-IV and assessed by life event stressors and coping processes scale.
Results

The occurrence rate of various psychosocial stressors in depressive patients was higher
than that of addict participants. Overall, 6.7% of the patients in the addictive group had
anxiety disorders, whereas 43.3% in the depressive group had anxiety disorders and
6.7% had comorbid psychotic disorders, with a statistically significant difference. In
comparison to depressive subjects who use denial coping, addictive group made more
use of avoidant-coping strategies (helplessness and mental disengagement) and the
socially supported strategies (social support and emotional discharge) and emotion-
focus coping strategies (positive reinterpretation and information).
Conclusion

Adolescent patients with depression were exposed to more stressful life events than
addictive group. Addictive group resorted to more ineffective coping strategies,
whereas depressive group used mainly denial as a coping strategy.
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Introduction
It is noted that early adolescence is a period of rapid

cognitive, social, emotional, and physical changes.

During this period, early adolescents usually lack the

ability to cope with stress, which is usually family related.

If they cannot cope with such stress, they may fail to

develop in a healthy manner and may develop habits

harmful to their health such as substance abuse (SA) [1].

Stress has long been recognized as one of the most powerful

triggers for drug abuse, craving, and relapse. People who

experience major trauma and those with post-traumatic stress

disorder or depression may self-medicate with drugs or

alcohol to relax and cope with stress [2].

Although several pathways for depression might exist

during the adolescence period, including biological,

cognitive, and environmental pathways, the devastating

effects of environmental or social stresses are likely to be

moderated by the individual’s personality characteristics

and/or behavioral and coping styles [3].

Active coping is a better way to deal with stressful events; on

the contrary, avoidant coping appeared to be a psychological

risk factor for adverse responses to stressful life events, which

lead to withdrawal state and predisposition to depression [4].

Depressive adolescents were accompanied by higher

levels of passive and avoidant coping mechanisms but

lower levels of active and approach coping styles [5].

Adolescent SA creates certain difficulties for not only the

individuals who misuse the substances but also their

parents, families, school, peers, and society as a whole [6].

Stress not only plays a key role in modulating the

development and expression of addictive behavior but

also is a major cause of relapse following periods of

abstinence.
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Stress was positively related to substance use, and four

coping mechanisms (behavioral coping, cognitive coping,

adult social support, and relaxation) were inversely

related to substance use [7].

In the context of substance use, an individual can use

drugs or alcohol as an avoidance strategy to try to reduce

distress or depression or, alternatively, can rely on active/

approach methods, such as problem solving and seeking

social support, to cope with stress [8].

Patients and methods
The study was a cross-sectional comparative study. Selection

of 60 patients was done from the outpatient clinic at Kasr Al

Aini Psychiatric and Addiction Hospital, and the patients

were subjected to Structured Clinical Interview for DSM-IV.

Patients were divided into two groups according to certain

inclusion and exclusion criteria.

The study was approved by the Research Ethics Committee,

Faculty of Medicine, Cairo University. The researchers

described the study to the patients, ensured the confidenti-

ality of information, and obtained their informed consent for

participation. It was stated that participation in the study was

voluntary and they have the freedom to withdraw from the

assessment at any time.

Group I was the substance dependence group, which

included 30 patients diagnosed as having substance use

disorders according to DSMIV criteria [tramadol (93%),

cannabis (73%), polysubstance (70%), heroin (16%),

benzodiazepine (6%), and alcohol (3%)]. Both sexes were

included. Their age range was between 12 and 19 years.

Patients were excluded in case of co-morbid psychiatric

disorder on axis I or II. Similarly patients were excluded in

case of comorbidity with any chronic medical illness.

Group II was the major depressive disorder (MDD)

group, which included 30 patients diagnosed as having

MDD according to DSM-IV criteria. Both sexes were

included with age range between 12 and 19 years.

Patients were excluded in case of comorbid substance

use disorder, any other psychiatric disorder or comorbid-

ity with any chronic medical illness.

Methods

All participants in the study were subjected to the

following:

(1) Structured Clinical Interview for DSM-IV [9] Arabic

version [10].

(2) Urine toxicology screen for addictive adolescent

group.

(3) Psychometric assessment for both groups was done

with the following:

Life event stressors [11], in Arabic version by Shokeer [12]:

It assesses different sources of stress that could be faced,

including family, economic, education, social, emotional,

physical, and personality. Each one of the seven

categories is assessed by 10 phrases; each phrase has 4°
that are scored from 0 to 3. So each category has a score

between 0 and 30 and the total score from 0 to 210.

Coping Processes Scale [13], in Arabic version by

Ibrahim [14]:

It determines the different coping mechanisms that

could be used to deal with the stressful situations. It is

classified into five categories. The first includes the

coping mechanisms that deal with the source of the

problem including active coping and exercise restraint.

The second category includes the behavioral strategy

that is used to decrease the emotional reaction to the

stress, and this includes helplessness and emotional

discharge. The third category includes the cognitive

activities that are used to deal with the problem trying to

solve it, and this includes positive reinterpretation and

denial. The fourth category includes the cognitive

process that deals with the emotional side of the

problem, and it includes acceptance, mental disengage-

ment and wishful thinking. The last category includes

mixed behavioral and cognitive mechanisms, and it

includes seeking out information and social support and

turning to religion. This scale is self-rated, and each one

of the subjects answers to each phrase from totally

accepting to totally not accepting. Each one of the 11

coping processes has certain phrases, and each phrase

takes score from 1 to 4, and then the total score for each

process is calculated.

Group I (substance dependence) was assessed by using

addiction severity index [15], Arabic Version by Qassem

et al. [16].

It is a semi-structured interview designed to provide a

multidimensional assessment of problems presented by

patients with substance use disorders to guide initial

treatment planning and to allow monitoring of patients

progress over time. It is designed for use in inpatient and

outpatient alcohol and drug abuse treatment settings. It

gathers information on seven functional areas often

affected by medical status, employment and support,

drug use, alcohol use, legal status, family and social

status, and psychiatric status.

Group II (depressive disorder) was subjected to

Hamilton rating scale for depression [17] to rate the

severity of a patient’s depression.

Statistics

Data were statistically described in terms of mean±SD,

median and range, or frequencies (number of cases) and

percentages when appropriate. Comparison of numerical

variables between the study groups was done using

Student’s t-test for independent samples in comparing

two groups when normally distributed and Mann–Whitney

U-test for independent samples when not normally

distributed. Comparison of numerical variables between

more than two groups was done using Kruskal–Wallis test.

For comparing categorical data, χ2-test was performed.

Exact test was used instead when the expected frequency

is less than 5. P values less than 0.05 was considered
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statistically significant. All statistical calculations were done

using computer program SPSS (statistical package for the

social science; SPSS Inc., Chicago, Illinois, USA) version

15 for Microsoft Windows.

Results
The mean age of addictive group was 18.48 ± 1.59 years,

and the mean duration of illness was 3.8 ± 2.155 years.

The mean age of depressive disorder group was

17.80 ± 2.23 years, and the mean duration of illness was

7.83 ± 4.23 weeks.

Table 1 shows that addictive adolescent group had mild,

moderate, and sever problems on drug abuse scale

(100%) (16.7% of the patients showed mild degree,

66.7% with moderate degree, and 16.7% with severe

degree), and also on employment scale (76.6%), social

scale (56.6%), and family history (53.3%). However, the

patients had no problems on the medical scale (100%),

legal scale (73.3%), and psychiatric scale (66.7%). The

most affected scales are drug abuse scale followed by

employment scale, social scale, and family history.

Table 2 shows that all depressive group patients had

severe depression on HDRS.

Table 3 showed that the means of various psychosocial

stressors in depressive group were higher than the means

among addictive group, with a statistically significant

difference between the two groups regarding personality,

emotional, physical, and total stressor scales (Tables 4

and 5).

The findings showed that in comparison with depressive

subjects, addictive adolescent group made more use of

helplessness, mental disengagement, emotional dis-

charge, information and social support, and positive

reinterpretation; although the drug addicts’ scores were

higher than those of depressive subjects, it was not

statistically significant. However, depressive adolescent

group made significantly more use of denial coping.

There was a statistically significant difference between

both groups regarding denial coping scale.

Addictive group showed that 6.7% of patients had

anxiety disorders, whereas in depressive group, 43.3%

had anxiety disorders and 6.7% had comorbid psychotic

disorders, with a highly statistically significant difference

between both the groups.

Discussion
The purpose of the present study was to compare the

amount of experienced stressors and stress coping

strategies of addict adolescent patients versus depressive

subjects. On the basis of the objective of the study,

findings showed that the occurrence rate of various

psychosocial stressors according to life event stressors

scale in depressive adolescent patients was statistically

higher than addict subjects regarding personality, emo-

tional, physical and total stressors scales.

This finding supports the studies that provided strong

evidence that life stress is associated with increased risk

of depression [18–20]. The findings are consistent in

adolescents [21–23].

This could be explained on the basis of the stress

generation theory of depression [24–26] which specu-

lated that depressed and depression-prone individuals

generate stress in their relationships, which then

Table 1 Addiction severity index for addictive adolescent group

Scales Severity N=30 [n (%)]

Medical scale No problem 30 (100)
Mild 0 (0.0)

Moderate 0 (0.0)
Severe 0 (0.0)

Employment scale No problem 7 (23.3)
Mild 10 (33.3)

Moderate 10 (33.3)
Severe 3 (10.0)

Drug abuse scale No problem 0 (0.0)
Mild 5 (16.7)

Moderate 20 (66.7)
Severe 5 (16.7)

Legal problems scale No problem 22 (73.3)
Mild 2 (6.7)

Moderate 5 (16.7)
Severe 1 (3.3)

Family history scale No problem 14 (46.7)
Mild 12 (40.0)

Moderate 4 (13.3)
Severe 0 (0.0)

Psychiatric scale No problem 20 (66.7)
Mild 5 (16.7)

Moderate 3 (10.0)
Severe 2 (6.7)

Social scale No problem 13 (43.3)
Mild 4 (13.3)

Moderate 10 (33.3)
Severe 3 (10.0)

Table 2 Hamilton depression rating scale for depressive group

Scale Severity N=30 (100%) [n (%)]

HDRS Mild 0 (0.0)
Moderate 0 (0.0)
Severe 30 (100)
Total 30 (100)

HDRS, Hamilton depression rating scale.

Table 3 Life event stressor scale for addictive and depressive

adolescent groups

Mean±SD

Type of
stressors

Addictive group
(N=30)

Depressive group
(N=30) P

Family stressor 13.43±8.169 15.53±6.937 0.288
Economic
stressor

11.73 ±6.427 11.70 ±5.790 0.983

Study stressor 6.53 ±6.257 5.57 ±7.001 0.575
Social stressor 9.10 ±5.604 12.00±8.554 0.126
Emotional 16.57 ±0.616 20.93±4.042 0.003*
Physical
stressor

12.23±5.740 17.27 ±4.510 0.000*

Personality
stressor

17.90 ±5.261 21.07 ±3.895 0.010*

Total stressors 87.50 ±29.093 101.77 ±23.168 0.040*

*Statistically significant.
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promotes or exacerbates their symptoms. However,

relatively little is known about which characteristics

predict stress generation, particularly during adolescence,

a well-established period of depression onset [27].

Some research studies suggest that both stress responses

and self-generated interpersonal stress also predict

anxiety during adolescence. These research studies

support the result of the present study, which found

that in addictive group, 6.7% of the patients had anxiety

disorders, whereas in the depression group, 43.3% had

anxiety disorders and 6.7% had comorbid psychotic

disorders, with a highly statistically significant difference

between both the groups.

In terms of stress responses, research studies distinguish-

ing approach coping (strategies directed toward stressors)

and avoidance coping (strategies focused on evading or

distracting oneself from stressors) generally link youth

anxiety with elevated avoidance [28,29]. This is in

agreement with our results, where depressive adolescent

group made significantly more use of avoidant-coping

strategy in the form of denial coping, with a statistical

significant difference between both the groups.

The results showed that addictive adolescent group had

mild, moderate and severe problems on drug abuse scale

(100%), employment scale (76.6%), social scale (56.6%),

and family history (53.3%) on the addiction severity

index.

These results were consistent with the literature that

established a link between stress and substance use and

abuse [30]. Moreover, life stress is related to increase in

substance use over time [31]. Moreover, in many studies,

negative affectivity owing to stressful situations has been

found to be a powerful predictor of substance use

regarding both initiation and frequency of use [32,33].

Some research studies have shown that stress increases

an individual’s vulnerability to substance misuse, both

biologically (e.g. by chronic stress-mediated changes to

the dopaminergic system) and psychologically, owing

to impaired coping skills and increased sensitivity to

negative affect [34].

However, these results were not supported by a study of

junior high school students in the borough of Manhattan.

Several midsize samples (600–900 subjects) were studied

in a staggered cohort design, in which subjects were

followed for a 2-year period over the interval from the

beginning of seventh grade to the end of eighth grade. In

this design, the subjects were surveyed four times, at

6-month intervals, over the study period. The results did

indicate that stress was related to substance use during

this period of adolescence [7,31].

Affect regulation models suggest that adolescents

experiencing higher levels of negative affect may be

more likely to adopt substance use, and this theoretical

consideration leads to the prediction that stress will

increase the probability of substance use [35].

One of the most popular cognitive-behavioral theories of

the addictive process is the stress coping model in which

substance use is viewed as a coping response to life stress

Table 5 Comorbid psychiatric disorders in addictive and

depressive adolescent groups by using Structured Clinical

Interview for DSM-IV

N (%)

Comorbidity Addictive group Depressive group P

Anxiety disorders 2 (6.7) 13 (43.3) 0.00**
Psychosis 0 (0.0) 2 (6.7)

**Highly statistically significant.

Table 4 Coping process scales for addictive and depressive

adolescent groups

Addictive group Depressive group

Scales N=30 (100%) [n (%)] N=30 (100%) [n (%)] P

Helplessness
Low 0 (0.0) 0 (0.0) 0.754
Normal 23 (76.7) 24 (80.0)
High 7 (23.3) 6 (20.0)
Total 30 (100.0) 30 (100.0)

Mental disengagement
Low 0 (0.0) 0 (0.0) 0.317
Normal 23 (76.7) 26 (86.7)
High 7 (23.3) 4 (13.3)
Total 30 (100.0) 30 (100.0)

Information and social support
Low 4 (13.3) 0 (0.0) 0.065
Normal 25 (83.3) 30 (100.0)
High 1 (3.3) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Positive reinterpretation
Low 2 (6.7) 0 (0.0) 0.206
Normal 27 (90.0) 30 (100.0)
High 1 (3.3) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Wishful thinking
Low 6 (20.0) 4 (13.3) 0.488
Normal 24 (80.0) 26 (86.7)
High 0 (0.0) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Turning to religion
Low 14 (46.7) 12 (40.0) 0.602
Normal 16 (53.3) 18 (60.0)
High 0 (0.0) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Emotional Discharge
Low 1 (3.3) 0 (0.0) 0.065
Normal 25 (83.3) 30 (100.0)
High 4 (13.3) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Acceptance
Low 5 (16.7) 4 (13.3) 0.718
Normal 25 (83.3) 26 (86.7)
High 0 (0.0) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Restraint
Low 16 (53.3) 10 (33.3) 0.118
Normal 14 (46.7) 20 (66.7)
High 0 (0.0) 0 (0.0)
Total 30 (100.0) 30 (100.0)

Denial
Low 0 (0.0) 0 (0.0) 0.032*
Normal 23 (76.7) 15 (50.0)
High 7 (23.3) 15 (50.0)
Total 30 (100.0) 30 (100.0)

Active coping
Low 5 (16.7) 8 (26.7) 0.347
Normal 25 (83.3) 22 (73.3)
High 0 (0.0) 0 (0.0)
Total 30 (100.0) 30 (100.0)

*Statistically significant.
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that can function to reduce negative affect or increase

positive affect [36].

In turn, once the individual develops physical depen-

dence, their drug abuse is assumed to be primarily

motivated by a desire to avoid negative affective states

associated with withdrawal. This negative reinforcement

model is perhaps the oldest and most widely studied

model of addiction [37]. This could explain why addictive

patients do not have co-morbid depressive disorder.

The results showed that depressive subjects, compared

with addictive group, made more use of avoidant-coping

strategies (helplessness and mental disengagement),

socially supported strategies (social support and emo-

tional discharge), and emotion-focus coping strategies

(positive reinterpretation and information).

Withdrawal and avoidant-coping mechanisms (disen-

gagement coping) have been found in several studies

to limit positive adolescent adjustment. Seiffge-Krenke

[38] found that drug dependency, depression, delinquent

behavior, and anxiety were associated with the frequent

use of withdrawal. Disengagement coping strategies

include avoidance, denial, wishful thinking, and social

withdrawal [39].

Accordingly the results showed that both groups do not

utilize problem-focused coping strategies (engagement

coping strategies), but they use disengagement coping

strategies, and this could explain their comorbidity with

anxiety; these results disagree with a study that reported

that problem-focused coping is also linked with lower

levels of internalizing symptoms [40].

Addictive group patients used more disengagement

coping strategies than those in the depressive group,

whereas they had lower means of life stressors than that

of depressive group because of substance use, which is

considered as an avoidant coping mechanism that helps

them manage their stressors. Wills and Filer found that

denial coping had no significant results with SA [41].

This is in agreement with a study which reported that

using substances for coping with problems is empirically

correlated with avoidant-type measures of coping, and it

is often classified as an avoidant coping mechanism

[42,43]. The stress-coping model of substance use

involves two additional postulates: the first is the

proposition that life stress is a risk factor for substance

use, and the second is the proposition that substances

themselves have coping functions [44–46].

Coping mechanisms grouped under the domain of

avoidant coping are related to a higher level of substance

use. Helplessness also shows substantial correlations with

more substance use [47]. Stress was positively related to

substance use, and four coping mechanisms (behavioral

coping, cognitive coping, adult social support, and

relaxation) were inversely related to substance use [35].

Results from clinical and community settings have suggested

other coping mechanisms that may be effective for coping

with problems, including social support seeking [48], physical

exercise [49], and relaxation [50]. These considerations lead

to the prediction that coping (on these five dimensions) will

decrease the probability of substance use.

The result was consistent with a study that found that

mental disengagement was associated with greater

adolescent SA [51].

Wills and Shiffman suggested that people low in personal

resources such as self-esteem, mastery, or social support

may turn to substance use because it is the only means

available to deal with stress [46]. Social learning theory

proposes that substance abusers need to learn adaptive

skills to replace the maladaptive methods of coping with

stress and seeking pleasure [52].

Adolescents are a vulnerable group especially in the

developing countries where there is fluidity, instability,

socioeconomic difficulties, and poor facilities (education or

jobs), and they do suffer more and more. Families in many

cases are no longer able to meet or afford basic needs, and

also, absence of a parent especially father, broken homes,

emotional divorce, and a poor role model to identify with

affect adolescents more than any age group and impair

proper or healthy coping, which is why both groups

(depressive and addictive) experience stressors.

In summary, on the basis of the findings of the present

study, it seems that depressive adolescent patients have

more stressful life events than addictive group, which

may play a considerable role in their comorbidity of

anxiety disorders. Depressive patients use avoidant

coping whereas addictive group patients use more

ineffective coping strategies, and their use of substance

is considered as an avoidant coping mechanism that

helps them manage their stressors and lessens the

incidence of their anxiety disorders. Identifying relation-

ships between coping styles and both depression and

addiction may help identify effective and healthy coping

strategies to help vulnerable young people through the

sometimes turbulent transition of adolescence into

healthy, happy, and productive adulthood. So, it is

advisable to teach some skills such as stress prevention,

alteration and toleration strategies to the at-risk groups.

Limitations

Limitations of the study include the relatively small

sample sizes, which limits the generalizability of the

study, and scarcity of research studies that compare

addiction and depression during adolescence. Moreover,

self-report scales were used to assess severity of

substance dependence, which can lead to a bias, so we

need to detect the severity from other aspects, for

example, family and school condition. Detection of

different types of other risk factors such as personality

traits and their role in addictive adolescent and

depressive adolescent patients was not done.

Conclusions
Depressive adolescent patients are exposed to more

stressful life events than addictive group. The addictive

group resorts to more ineffective coping strategies,
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whereas the depressive group used mainly denial as a

coping strategy.

Acknowledgements
The authors sincerely thank the affected patients and their families for
participation and also, the authors sincerely thank the clinical
psychologist at Cairo University.

Conflicts of interest
There are no conflicts of interest.

References
1 Fok MS. A pilot study on enhancing positive coping behavior in early ado-

lescents using a school-based project. J Child Health Care 2005;
9:301–313.

2 Williams JS. Depression, PTSD, substance abuse increase in the wake of
September 11 attack, NIDA publication; November 2002.

3 Hammen C. Cognitive, life stress, and interpersonal approaches to devel-
opmental psychopathology model of depression. Develop Psychopath 1992;
4:189–206.

4 Herman-Stahl M, Petersen AC. The protective role of coping and social re-
sources for depressive symptoms among adolescents. J Youth Adolesc
1996; 25:733–753.

5 Herman-Stahl M, Petersen AC. Depressive symptoms during adolescence:
direct and stress-buffering effects of coping, control beliefs, and family
relationships. J Appl Develop Psychol 1999; 20:45–62.

6 Choi Y. Academic achievement and problem behaviors among Asian Pacific
Islander American adolescents. J Youth Adolesc 2007; 36: 403–415.

7 Wills TA. Stress and coping in early adolescence: relationships to substance
use in urban school samples. Health Psychol 1986; 5:503–529.

8 Forys K, McKellar J, Moos R. Participation in specific treatment components
predicts alcohol-specific and general coping skills. Addictive Behav 2007;
32:1669–1680.

9 Ventura J, Liberman R, Green N. Training and quality assurance with the structured
clinical interview for DSM IV (SCID I/P). Psychiatry Res 1998; 79:163–173.

10 Hatata AH. Dual Diagnosis in substance use disorders, an Egyptian study
[MD thesis]. Faculty of Medicine, Ain Shams University. 2004.

11 Lazarus RS. From psychological stress to emotions, a history of outlooks.
Annu Rev Psychol 1993; 44:1–21.

12 Shokeer ZM. Life event stresses. Tanta, Egypt: Faculty of Education, Tanta
University. 1996.

13 Lazarus RS, Delongis A. From psychological stress and coping in aging. Am
psychol 1983; 38:245–254.

14 Ibrahim LA. Coping processes scale. Monofya, Egypt: Faculty of Education,
Monofya University.1994.

15 McLellan AT, Lubrosky L, Woody GE, O’Brien CP. An improved diagnostic
evaluation instrument for substance abuse patients, The Addiction
Severity Index. J Nerv Ment Dis 1980; 168:26–33.

16 Qassem T, Beshry Z, Assad T, Omar A, Abdel Mawgoud M. Profiles of
neuropsychological dysfunction in chronic herion users [MD degree thesis].
Cairo: Faculty of Medicine, Ain Shams University. 2003.

17 Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry
1960; 23:56–62.

18 Kessler RC, McGonagle KA, Nelson CB, Hughes M, Swartz M, Blazer DG. Sex
and depression in the National Comorbidity Survey II: Cohort effects. J Affect
Disord 1994; 30:15–26.

19 Hammen C. Stress and depression. Ann Rev Clin Psychol 2005; 1:293–319.

20 Mazure CM. Life stressors as risk factors in depression. Clin Psychol 1998;
5:291–313.

21 Ge X, Lorenz FO, Conger RD, Elder GH Jr, Simons RL. Trajectories of
stressful life events and depressive symptoms during adolescence. Dev
Psychol 1994; 30:467–483.

22 Meadows SO, Brown JS, Elder GH Jr. Depressive symptoms, stress, and
support: Gendered trajectories from adolescence to young adulthood.
J Youth Adolesc 2006; 35:93–103.

23 Adkins DE, Wang V, Dupre ME, Elder GH Jr. Structure, and stress: trajec-
tories of depressive symptoms across adolescence and young adulthood.
Social Forces 2009; 88:31–60.

24 Hammen C. Generation of stress in the course of unipolar depression.
J Abnorm Psychol 1991; 100:555–561.

25 Hammen C. Cognitive, life stress, and interpersonal approaches to a devel-
opmental psychopathology model of depression. Dev Psychopathol 1992;
4:191–208.

26 Hammen C. Stress generation in depression: reflections on origins, research,
and future directions. J Clin Psychol 2006; 62:1065–1082.

27 Hankin BL, Abramson LY. Development of gender differences in depression:
an elaborated cognitive vulnerability transactional stress theory. Psychol Bull
2001; 127:773–796.

28 Ollendick TH, Langley A K, Jones RT, Kephart C. Fear in children and ado-
lescents: relations with negative life events, attributional style, and
avoidant coping. J Child Psychol Psychiat 2001; 42:1029–1034.

29 Sandler I N, Tein J, West S G. Coping, stress, and the psychological
symptoms of children of divorce: a cross-sectional and longitudinal study.
Child Dev 1994; 65:1744–1763.

30 Arevalo S, Prado G, Amaro H. Spirituality, sense of coherence, and coping
responses in women receiving treatment for alcohol and drug addiction. Eval
Program Plann 2008; 31:113–123.

31 Wills TA. Stress and coping in early adolescence: relationships to substance
use in urban school samples. Health Psychol 1986; 5:503–529.

32 Tarter RE, Vanyukov M, Giancola P, Dawes M, Blackson T, Mezzich A, Clark DB.
Etiology of early age onset substance use disorder: a maturational perspective.
Dev Psychopathol 1999; 11:657–683.

33 Cyders MA, Smith GT. Emotion-based dispositions to rash action: positive
and negative urgency. Psychol Bull 2008; 134:807–828.

34 Constantinou N, Morgan CJ, Battistella S, O’Ryan D, Davis P, Curran HV.
Attentional bias, inhibitory control and acute stress in current and former
opiate addicts. Drug Alcohol Depend 2010; 109:220–225.

35 Wills TA. Stress and coping in early adolescence: relationships to substance
us e in urban school samples. Health Psychol 1986; 5:503–529.

36 Wagner EF, Myers MG, McIninch JL. Stress-coping and temptation-coping as
predictors of adolescent substance use. Addict Behav 1999; 24:769–779.

37 Kassel JD, Veilleux JC, Wardle MC, Greenstein JE, Evatt DP, Roesch LL,
Yates MC. Negative affect and addiction. In: al Absi M, editor. Stress and
addiction: biological and psychological mechanisms. London: Academic
Press; 2007.

38 Seiffge-Krenke I. Causal links between stressful events, coping style, and
adolescent symptomatology. J Adolesc 2000; 23:675–691.

39 Compas BE, Connor-Smith J, Jaser SS. Temperament, stress reactivity, and
coping: Implications for depression in childhood and adolescence. J Clin
Child Adolesc Psychol 2004; 33:21.

40 Compas BE, Connor-Smith JK, Saltzman H, Thomsen AH, Wadsworth ME.
Coping with stress during childhood and adolescence: Problems, progress,
and potential in theory and research. Psychol Bull 2001; 127:87–127.

41 Wills TA, Filer M. Stress-coping model of adolescent substance abuse. In:
Ollendick TH, Prinz, RJ, editors. Advances in clinical child psychology. New
York, NY: Plenum Press; 1996; 18:91–132.

42 Khantzian EJ. Self-regulation and self-medication factors in alcoholism and
the addictions. In: Galanter M, editor. Recent developments in alcoholism.
New York: Plenum Press; 1990; 8:255–271.

43 Rohde P, Lewinsohn PM, Tilson M, Seeley JR. Dimensionality of coping and
its relation to depression. J Personality Social Psychol 1990; 58:499–511.

44 Hull JG, Bond CF Jr. Social and behavioral consequences of alcohol con-
sumption and expectancy. Psychol Bull 1986; 99:347–360.

45 Marlatt GA. Alcohol, the magic elixir: Stress, expectancy, and the transfor-
mation of emotional states. In: Gottheil E, Druley K, Pashdo S, Weinstein S,
editors. Stress and addiction. New York: Brunner/Maze; 1987. 302–332.

46 Wills TA, Shiffman S. Coping and substance use: a conceptual framework. In:
Shiffman S, Wills TA, editors. Coping and substance use (pp. 3–24).
Orlando, FL. 1985; Academic Press.

47 Wills T, Hirky E. Coping and substance abuse: a theoretical model and review
of the evidence. In: Zeidner M, Endle NS, editors. Handbook of coping. New
York: Wiley; 1996. 279–302.

48 Cohen S, Wills TA. Stress, social support, and the buffering hypothesis.
Psychol Bull 1985; 98:310–357.

49 Norcross JC, Prochaska JO. The psychological distress and self-change of
psychologists, counselors, and laypersons. Clin Psychol 1986; 42:834–840.

50 Herbert Benson. The Relaxation Response. New York, August 1, 1976.

51 Catanzaro SJ, Laurent J. Perceived family support, negative mood regulation
expectancies, coping, and adolescent alcohol use: evidence of mediation
and moderation effects. Addict Behav 2004; 29:1779–1797.

52 Abrams DB, Niaura RS. Social learning theory. In: Blane HT, Leonard KE,
editors. Psychological theories of drinking and alcoholism. New York:
Guilford Press. pp. 131–178.

Stress among depressive adolescents versus addictive adolescents Reyad et al. 165

Copyright r 2018 Institute of Psychiatry, Ain Shams University. Unauthorized reproduction of this article is prohibited.


