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 Cognitive-behavioral therapy (CBT) is used to treat children and adolescents with 

depression. Researchers determined that many individuals undergoing CBT and other 

therapies experienced sudden gains, meaning that they experienced a rapid and large 

improvement in their symptoms between sessions. The studies demonstrated that by the 

end of treatment, individuals who experienced sudden gains were significantly less 

depressed and had better long-term outcomes than individuals who did not experience 

sudden gains. Previous studies investigated sudden gains in individual therapy while the 

present study examined sudden gains in group treatment. In addition to replicating results 

of previous studies, the present study sought to examine the effect of sudden gains on 

depressive symptoms, family environment, cognitive triad, and negative life events at 

pre-treatment and at a one year follow-up using multivariate analysis of variance. 
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Participants included 136 girls, aged 9 to 13, in two treatment conditions (CBT, CBT+ 

parent training (CBT+PT), and a Minimal Contact Control (MCC)). At pre-treatment, 

post-treatment, and at a one year follow-up, participants completed self-report measures 

of the family environment, cognitive triad, and negative life events. They also completed 

a semi-structured diagnostic interview designed to symptoms of depression. After 

beginning the study, participants’ depressive symptoms were monitored with a brief 

symptom interview and/or a self-report measure of depressive symptoms. Findings from 

the study provided further evidence that sudden gains occur during group CBT, and that 

the majority of sudden gains occur early in CBT. The number of sudden gains did not 

vary significantly by treatment condition, and similar to previous research, the presence 

of a parent intervention component did not appear to significantly change the relation 

between sudden gains and treatment outcome. One important finding was participants in 

the Minimal Contact Control group experienced sudden gains despite not being in 

treatment. Another important finding was that the participants who experienced sudden 

gains differed significantly from the participants who did not experience sudden gains on 

pre-treatment measures of family environment and the cognitive triad but no differences 

were found at post-treatment or at a one year follow-up. Implications of these results, 

limitations, and recommendations for future research are provided. 



  

viii 
 

Table of Contents 

List of Tables          xiii 

List of Figures          xiv 

CHAPTER 1: Introduction         1 

CHAPTER 2: Review of the Literature       7 

Child and Adolescent Depression      7 

Overview of Child and Adolescent Depression    7 

Epidemiology        8 

Clinical Presentation        10 

Clinical Course        15 

Gender Differences in Depression     18 

Implications of Depression       22 

Assessment of Depression      25 

Summary of Child and Adolescent Depression   28 

Factors Influencing Depression      30 

Family Environment       31 

Assessing the Family Environment     34 

Summary of the Family Environment     37 

Cognitive Vulnerability and Cognitive Style    38 

Beck’s Cognitive Diathesis-Stress Theory of Depression  38 

Assessment of Cognitive Style     40 

Summary of Cognitive Vulnerability and Cognitive Style  42 

Negative Life Events       43 



  

ix 
 

Treatment of Child and Adolescent Depression    45 

Cognitive Behavioral Theory and Therapy     46 

Cognitive Behavioral Interventions with Children and Adolescents 48 

  Efficacy of Cognitive Behavioral Therapy in Treating Child and  
  Adolescent Depression       49 
 
  Summary of the Treatment of Child and Adolescent Depression  53 
 
 Sudden Gains in Treatment       55 
 
  Defining Sudden Gains      59 
   
  Effects of Sudden Gains      61 
  
  Implications for the Study of Sudden Gains    63 
 
 Statement of the Problem        63 
 
 Research Hypotheses         66 
 
  Hypothesis 1         66 

  Hypothesis 2         67 

  Hypothesis 3         68 

  Hypothesis 4         68 

  Hypothesis 5         69 

  Hypothesis 6         69 

  Hypothesis 7        70 

CHAPTER 3: Method         71 

  Participants        71 

  Instrumentation        74 

   Measures of Depression      74 

   Measure of Negative Life Events    74 



  

x 
 

   Measure of Cognitions     85 

Measure of Family Environment    86 

Procedure          88 

Screening and Assessment of Participants     88 

Treatment Protocol        94 

Training of Measures Administrators     99 

Training of Interviewers       99 

Training of Therapists       100 

Treatment Integrity       101 

Ethical Considerations       102 

CHAPTER 4: Data Analyses         103 

Power         103 

Missing Data         104 

Descriptive Statistics         104 

Preliminary Analyses         107 

 Testing the Assumptions of MANOVA and MANCOVA  107 

 Demographic Variables and Sudden Gains    109 

 Demographic Variables and Total Depression Score   109 

 Hypothesis 1        110 

 Reversal of Sudden Gains      114 

 Additional Sudden Gains      115 

 Sudden Gains and Comorbidity     115 

 Hypothesis 2        115 



  

xi 
 

 Hypothesis 3        116 

Exploratory Analyses: Timing of Sudden Gains    116 

Exploratory Analyses: Magnitude of Sudden Gains    119 

Main Analyses        122 

  Difference between Sudden Gain Status at Pre-treatment  122 
 
  Differences between Treatment Conditions at Pre-treatment  123 
 
  Hypotheses 4, 5, 6, and 7      123 
  
  Depressive Disorder Diagnoses by Treatment Condition at  
  Post-treatment         125 
 
  Depressive Disorder Diagnoses by Sudden Gain Status at Post 
  -treatment        126 
 
  Depressive Disorder Diagnoses by Sudden Gain Status at One Year  
  Follow-Up        126 
 
CHAPTER 5: Discussion        127 
  
 Overview of Findings and Integration with Previous Research  127 
  
  The Presence, Rate, and Timing of Sudden Gains (Hypotheses 
  1 & 3)         128 
 
  Magnitude of Sudden Gains (Exploratory Analysis)   131 

  Sudden Gains and Treatment Condition (Hypothesis 2)  131 

  Sudden Gains in the Minimal Contact Control Condition  133 

  Possible Explanations for Sudden Gains in the Minimal Contact  
  Control Condition       134 
 
   Explanation 1: Family Intervention    135 
     
   Explanation 2: Assessment as Brief Therapy   137 
     
   Explanation 3: Non-specific Therapeutic Effects   138 
 
   Explanation 4: Safety Contracts    139 



  

xii 
 

 
   Explanation 5: Placebo Effects    19 

  Effects of Sudden Gains at Post-treatment (Hypotheses 4, 5, 6,  
  and 7)         140 
     
   Possible Explanation for the Lack of Differences at Post- 
   treatment: The Effect of Group Therapy   140 

 
   Differences at Pre-treatment     142 
 
  Limitations        142 
 
  Implications        146 
 
   Critical Sessions      147 
  
  Conclusions        149 

Appendices           152 

References           206  

Vita           249 

            

      



  

xiii 
 

List of Tables 

Table 1. Summary of Participant Demographic Variables    72 
 
Table 2. Summary of Participant Diagnoses at Pre-treatment   73 
 
Table 3. Summary of Participant Diagnoses at Post-treatment   73 
 
Table 4. Means, Standard Deviations, Sample Sizes, Cronbach’s Alphas, and  
Pearson Product Correlations among Dependent Variables at Pre-treatment 104                     
 
Table 5. Means, Standard Deviations, Sample Sizes, Cronbach’s Alphas, and  
Pearson Product Correlations among Dependent Variables at Post-treatment 105 
 
Table 6. Means, standard deviations, and sample size for the dependent variables  
(sudden gains vs. no sudden gains)                                      106 
 
 
 



  

xiv 
 

List of Figures 

Figure 1. Flowchart of Multiple Gate Screening Process    93 

Figure 2. Individual BDI-Y Scores for Participants in the CBT Treatment  
Condition Who Experienced Sudden Gains (n=15)     111 
 
Figure 3. Individual BDI-Y Scores for Participants in the CBT+PT Treatment  
Group Who Experienced Sudden Gains (n=12)      112 
 
Figure 4. Individual BDI-Y Scores for Participants in the MCC Treatment  
Condition Who Experienced Sudden Gains (n=7)     112 
 
Figure 5. Individual CDI Scores for Participants in the CBT Treatment  
Condition Who Experienced Sudden Gains (n=5)     113 
  
Figure 6. Individual CDI Scores for Participants in the CBT+PT Treatment  
Condition Who Experienced Sudden Gains (n=1)     113 
 
Figure 7. Individual CDI Scores for Participants in the MCC Treatment  
Condition Who Experienced Sudden Gains (n=6)     114 
 
Figure 8. Total Number of Participants Who Experienced Sudden Gains at  
each Assessment Time Point        117 
 
Figure 9. Number of Participants Who Experienced Sudden Gains at each 
Assessment Time Point by Treatment Condition     117 
 
Figure 10. Mean BDI-Y Scores across Time by Treatment Condition  118 
 
Figure 11. Mean CDI Scores across Time by Treatment Condition   118 

Figure 12 . Magnitude of Sudden Gains across Time     120 

Figure 13. Magnitude of Sudden Gains across Time by Treatment Condition 121 

Figure 14. Number of Participants with and without Diagnoses of Depressive  
Disorders by Treatment Condition at Post-treatment (n =136)   126 
            
 

 



 

1 
 

Chapter 1 
 

Introduction 
 
 

Depression in children and adolescents is a serious and impairing disorder, and it 

is one of the most common psychiatric disorders faced by adolescents (Lewinsohn, Hops, 

Roberts, Seeley, & Andrews., 1993). Before completing high school, 15 to 20% of 

adolescents will have experienced an episode of major depression (Seligman, 1998). 

Rates of depression have been increasing (Reinherz, Giaconia, Hauf, Wasserman & 

Silverman, 1999), and the age of onset has been decreasing (Klerman & Weissman, 1989; 

OAS, 2006). Early-onset depression tends to continue into adulthood, meaning that 

children and adolescents who experience an episode of depression are more likely to 

experience more depressive episodes in adulthood (Birmaher et al., 1996a; Lewinsohn et 

al., 1996).  

Early adolescence is a significant period in the development of depression, as 

rates of depression rise dramatically during adolescence, particularly for girls. In fact, the 

lifetime risk for major depression for females is twice that of males (APA, 2000). This is 

a serious concern, since individuals with depression may be at risk for problems with 

substance abuse and academic failure (Birmaher et al., 1996a), internalizing disorders 

like anxiety and future episodes of depression (Lewinsohn, Gotlib, Seeley, 1999), as well 

as behavior problems and interpersonal difficulties (Reinherz et al., 1999).  

Given the negative outcomes associated with depression, it is imperative that 

effective interventions be developed. Early adolescent girls appear to be especially 

vulnerable to depression (Hankin et al., 1998), so the development of effective 

interventions targeting this population is of particular importance. Cognitive-behavioral 



  

2 
 

therapy (CBT) is used to treat children and adolescents with depression. CBT for 

depression was designed to alleviate depression by modifying the individual’s cognitive 

processes (Beck, Rush, Shaw, & Emery, 1979). CBT is both the most frequently 

investigated and the most empirically supported treatment for this population (Curry, 

2001), and studies investigating CBT with depressed youth have found many positive 

results (50 to 66% participants experience an improvement in symptoms) (Clark et al., 

1992). However, it is still unknown exactly how CBT produces change in symptoms, and 

researchers begun to report different patterns in symptom change over the course of 

treatment. 

Researchers like Hollon (1992) and Tang & DeRubeis (1999) found that many 

individuals undergoing CBT and other therapies experienced sudden gains, meaning that 

they experienced a rapid and large improvement in their symptoms between sessions. The 

studies demonstrated that by the end of treatment, individuals who experienced sudden 

gains were significantly less depressed than other individuals who did not experience 

sudden gains. Also, the individuals who experienced sudden gains in treatment had better 

long-term outcomes than individuals who completed therapy without experiencing 

sudden gains. However, in a study conducted by Vittengl, Clark, & Jarrett (2005), 

participants who experienced sudden gains had more depressive symptoms and negative 

failure attributions in follow-up assessments as compared to participants who did not 

experience sudden gains. 

Not a lot is known about the characteristics of the individuals who experience 

sudden gains. As research has shown that family environment, negative life events, and 

cognitive vulnerabilities may affect depression, these factors were included in the study 
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in order to examine whether they affect sudden gains in the treatment of depression. In 

other words, more negative life events and/or perceiving the effects of those negative life 

events to be large, a conflictual and/or uncohesive family environment, and a negative 

view of the self, the world, and the future may contribute to the maintenance of 

depressive symptoms. Changes in these factors may result in sudden gains. There is a 

paucity of research in this area, and therefore some of the hypotheses in the present study 

are speculative.  

However, one previous study of sudden gains included a life events measure 

(Hardy, Cahill, Stiles, Ispan, Macaskill, & Barkham (2005), and individuals who 

experienced sudden gains did not differ significantly in the number of good life events or 

bad life events from participants who did not experience sudden gains. However, the 

researchers in that study assessed life events at each therapy session, while the present 

study assessed the participants at pre-treatment and post-treatment, which is a limitation 

to the present study. No studies of sudden gains and negative life events have been 

conducted with children and early adolescents, so the present study may still contribute 

valuable insight into the effect of life events on sudden gains. 

Participants in the present study are girls, ages 9 to 14, who participated in a CBT 

depression intervention study (called the ACTION study). A multi-gate screening process 

using self-report questionnaires, a brief symptom interview, and an in-depth diagnostic 

interview was implemented to identify participants for the ACTION study. Prior to 

treatment participants and their parents also completed pre-treatment measures including 

an intake form with information about the child and their families. The participants 
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completed 12 weeks of CBT or CBT plus a Parent Training component or were assigned 

to a minimal contact control condition.  

Sudden gains over the course of therapy were measured with the Children’s 

Depression Inventory (CDI) (only for the first cohort) or the Beck Depression Inventory 

for Youth (BDI-Y). Treatment outcomes were assessed with total depression scores 

which was obtained through the administration of the Schedule for Affective Disorders 

and Schizophrenia for School Age Children (K-SADS-IVR). The version of the interview 

used in this study was adapted by Ambrosini and Dixon (2000) from the K-SADS-P IV 

(Puig-Antich & Ryan, 1986). Participants also completed self-report measures of the 

family environment, cognitive triad, and negative life events at post-treatment and at the 

one year follow-up.  

One of the primary aims of the present study was to investigate the effects of 

sudden gains during therapy on treatment outcomes for early adolescent girls who were 

diagnosed with a depressive disorder. It was hypothesized that participants who 

experienced sudden gains during CBT or CBT+PT would have lower depressive 

symptoms and improved global functioning post treatment and at one year follow-up 

when compared to participants who did not experience sudden gains during treatment. A 

secondary aim of the present study was to examine the characteristics of the participants 

who experienced sudden gains in order to investigate the possible effects of those 

characteristics. The family environment, cognitive style, and negative life events of the 

participants who experienced sudden gains were compared to the participants who did not 

experience sudden gains at post-treatment and at the one year follow-up to determine 

whether there were significant differences. Pre-treatment scores were also examined to 
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ensure that participants were not significantly different on those characteristics prior to 

treatment. 

Currently, a limitation in the sudden gains literature is that studies have not 

included a minimal contact control condition nor have they examined group treatment. 

Therefore, additional aims of the present study were to determine whether sudden gains 

happen in group treatment, and whether participants in the minimal contact control 

condition also experienced sudden reductions in their depressive symptoms. If sudden 

gains occurred in the minimal contact control condition, it could indicate that sudden 

gains may not be effects of CBT but rather any intervention (including brief 

assessments). Based on prior research, it was hypothesized that participants in the 

treatment conditions would experience significantly more sudden gains than those in the 

control condition. Another limitation in the sudden gains literature is that studies of 

sudden gains have focused on adolescents of high school age, approximately age 14 and 

up (Asarnow, Jaycox, & Thompson, 2001; Compton, Burns, Egger, & Robertson, 2002). 

No studies of sudden gains have included participants younger than 13. The present study 

included participants from ages 9 to 14.  

Much is still unknown about sudden gains. By exploring the aims of the present 

study, information was obtained that can be used to better understand sudden gains in 

general, sudden gains in group treatment, when they happen, whether they happen in 

outside of treatment, whether they were the effects of treatment outcomes. Understanding 

sudden gains has important implications for monitoring individual’s progress in therapy, 

examining therapy quality, and identifying sessions that are critical for treatment success. 

There is also some evidence that sudden gains may enhance the effects of CBT (Tang & 
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DeRubeis, 1999); thus, being better able to identify who will experience sudden gains 

may inform treatment decisions. Moreover, understanding sudden gains and their causes 

and consequences might be important in preventing relapses in depression (Tang et al., 

2007). Therefore, the study of sudden gains is important for improving treatment process 

and outcome, and warrants additional research. 
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Chapter 2 

Review of the Literature 

Child and Adolescent Depression 

Overview of Child and Adolescent Depression 

It was not until recently that depressive disorders were recognized as common in 

children and adolescents. In the past, depression was viewed as an adult disorder and 

many psychologists believed children either did not possess the cognitive capacity to 

experience depression or that experiencing depressive symptoms was just a typical part of 

development (Christner & Walker, 2007). However, in 2005, it was estimated that 

approximately 13.7% of American adolescents aged 12 to 17 had experienced at least one 

episode of major depression in their lifetimes (OAS, 2006). Despite the prevalence of the 

disorder, depressed children were a relatively neglected population, and were largely 

under-researched and untreated until relatively recently (Beardslee, Keller, Lavori, 

Staley, & Sacks, 1993).  

Research indicates that the incidence of depression in children and adolescents is 

increasing at a high rate, while the age of onset is decreasing (Birmaher, Ryan, 

Williamson, Brent, Kaufman, Dahl, et al., 1996a; Seligman, 1998). During the past fifty 

years there was at least a tenfold increase in the rate of depression and the rate is still 

continuing to rise (Seligman, 1998). This is disconcerting, given that depression is a 

pernicious disorder, may have a chronic course, and is associated with many negative 

outcomes (Lewinsohn et al., 1998). In addition, depressive disorders in children and 

adolescents may have a greater influence and last longer than depressive disorders in 

adults (Jensen, Ryan, & Prein, 1992). Moreover, experiencing depressive disorders a 
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younger age increases the risk of experiencing future psychopathology including 

depression recurrence (Lewinsohn et al., 1999; Rao et al.1995). 

When untreated, depression in children and adolescents is associated with poor 

functioning within the multiple contexts of a child’s life, including school, peer, family, 

and community systems (Stark, 1990). Research has demonstrated that depression in 

children and adolescents may be related to substance abuse, suicidal behaviors, and future 

social, academic, and work related difficulties (Fergusson & Woodward, 2002; OAS, 

2006; Weissman et al., 1999). The economic cost of depression in children and 

adolescents is as of yet incalculable, but the cost is likely to be substantial as depression 

affects numerous groups, including healthcare, schools, child serving agencies, and 

families (Lynch & Clarke, 2006).  

Epidemiology 

Currently, depression is one of the most common mental health problems in 

children and adolescents, and a greater number of children and adolescents are 

experiencing depressive disorders than in the past (Lewinsohn, Hoberman, & 

Rosenbaum, 1988; Reich, Van Eerdewegh, Rice, Mullaney, Klerman, &Endicott, 1987). 

Population studies show that at any one time, between 10 and 15% of the child and 

adolescent population has some symptoms of depression (Smucker et al., 1986), and in a 

survey of over 22,000 adolescents, 13.7% of 12 to 17 year olds reported that they had 

experienced an episode of major depression (OAS, 2006). However, in preschool aged 

children, depression is still very rare, affecting approximately 1% of this population 

(Kashani & Carlson, 1987; Luby et al., 2006; Stalets & Luby et al., 2002), though this 

may be an underestimate of prevalence rates, as depression in very young children is 
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difficult to assess. In childhood, prevalence rates are also relatively low (Birmaher et al., 

1996a; Kashani & Carlson, 1987), as depression is estimated to affect 0.6% to 2.5% of 

elementary school-aged children (Costello, Erkanli, & Angold, 2006).  

Rates of depression increase rapidly during adolescence, and longitudinal research 

has demonstrated that the transition from childhood to adolescence is associated with 

lifetime prevalence rising from 1% to 5.6% between the ages of 11 and 15 (Hankin et al., 

1998). This trend was also observed in cross sectional studies; the point prevalence of 

Major Depressive Disorder (MDD) has been reported to be between .4 and 2.5% in 

children and between .4 and 8% in adolescents (see Birmaher et al., 1996a for review). In 

adolescents, rates of depression are between 4% and 8% (American Academy of Child 

and Adolescent Psychiatry (AACAP); 1998). Dysthymic disorder, otherwise called 

dysthymia, has a prevalence of 0.6% to 1.7% in elementary school-aged children and 

1.6% to 8% of adolescents (Birmaher et al., 1996a).  

The lifetime incidence of depression in adolescents is thought to be between 15% 

and 20% (Lewinsohn et al., 1993), which is similar to the rate in adults (Birmaher et al., 

1996a). Research indicates that rates in adolescents may be slightly higher than those in 

adults as Lewinsohn et al. (1998); reported that 28% of adolescents may experience a 

major depressive episode by the time they are nineteen years old.  However, there is other 

evidence that incidence rates of depression in adolescents may be slightly lower than 

those in adults (OAS, 2006). The prevalence of dysthymic disorder in adolescents has 

been estimated at around 3 % (Garrison, Waller, Cuffe, & McKeown 1997). Before 

puberty, major depressive disorder and dysthymic disorder are equally common in boys 

and girls (Rutter, 1986). But after age 15, depression is twice as common in girls and 
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women as in boys and men (Weissman & Klerman, 1977; McGee, Feehan, Williams, & 

Partridge, 1990; Linehan, Heard, & Armstrong, 1993). 

It appears that the prevalence of depression is increasing in successive generations 

of children, with onset at earlier ages (Gershon, Hamovit, Guroff, & Nurnberger, 1987; 

Kleman, Lavori, Rice, Reich, Endicott, Andreasen, et al., 1985), and comparisons of 

current and past prevalence rates indicate that the incidence of depression is on the rise, 

particularly in younger cohorts (Klerman, 1988; Klerman & Weissman, 1989). However, 

this is debatable. After conducting meta-analysis, Costello et al. (2006) concluded that 

there was no evidence of increasing prevalence. Instead, the authors proposed that 

depression is more easily recognized due to increased awareness. 

Clinical Presentation 

According to the Diagnostic and Statistical Manual of Mental Disorders (DSMIV-

TR; APA, 2000), there are three types of mood disorders: bipolar disorders, depressive 

disorders, and mood disorders based on etiology. Depressive disorders do not include 

manic episodes, whereas bipolar disorders include episodes of depression as well as 

mania. Mood disorders based on etiology include Mood Disorder Due to a General 

Medical Condition and Substance-Induced Mood Disorder (APA, 2000). The present 

study excluded participants who met the criteria for bipolar disorder, so this review 

encompasses only depressive disorders.  

There are three major depressive disorders, and the disorders differ based on 

duration, symptom severity, and the presence of specific symptomatology (APA, 2000). 

Individuals who have Major Depressive Disorder (MDD) experience at least one major 

depressive episode characterized by several severe depressive symptoms that last for two 



  

11 
 

weeks or longer (see Appendix A). Dysthymic Disorder (DD) is similar to MDD but 

includes fewer depressive symptoms which are often not as severe. However, in order to 

meet criteria for DD, depressive symptoms must be present for two years or longer in 

adults and one year or longer in children and adolescents (see Appendix B). The third 

depressive disorder, Depressive Disorder Not Otherwise Specified (DDNOS), is 

diagnosed when an individual is experiencing features of depression but does not fully 

meet criteria for MDD, DD, Adjustment Disorder with Mixed Anxiety and Depressed 

Mood, or Adjustment Disorder with Depressed Mood (see Appendix C; APA). 

Children and adolescents meet criteria for MDD when they experience one or 

more major depressive episodes (APA, 2000). The essential feature of a Major 

Depressive episode is a period of at least two weeks during which there is either 

depressed mood or the loss of interest or pleasure in nearly all activities. Depression in 

children and adolescents has many clinical features similar to those in adults, though for 

children and adolescents, the mood may be irritable rather than sad. Depressed children 

often express their emotions with behavior problems or temper tantrums instead of 

talking about their feelings (AACAP, 1998), and as a result, the DSM-IV-TR has a 

modification in the criteria for depressive disorders allowing children and adolescents to 

meet diagnostic criteria with a primary mood symptom of irritability (APA, 2000).  

In addition to a primary symptom of a disturbance in mood (irritability or 

sadness) or anhedonia more often than not for a period of two weeks, the individual must 

also experience at least four additional symptoms drawn from a list that includes changes 

in appetite or weight; sleep disturbance (insomnia or hypersomnia); psychomotor 

retardation or agitation; decreased energy; feelings of worthlessness or guilt; difficulty 
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thinking, concentrating, or making decisions; or recurrent thoughts of death or suicidal 

ideation, plans or attempts. The symptoms must persist for most of the day, nearly every 

day, for at least two weeks. In addition, the episode must be accompanied by clinically 

significant distress or impairment in social, occupational, or other important areas of 

functioning.  Depressed children may criticize themselves and feel that others criticize 

them. They may report feeling unloved, may be pessimistic, or even hopeless about the 

future; they think that life is not worth living (APA, 2000).  

In order to meet diagnostic criteria, the symptoms must have begun at the same 

time as the depressive episode or have become worse when the episode began. The youth 

must also experience these symptoms almost every day for the majority of the day and 

the symptoms must create either impairment or distress in social, academic, occupational, 

or other areas of functioning. If the symptoms are a result of the physiological effects of a 

medical condition or substance, there is a history of a manic episode, or the symptoms fit 

better with the criteria for a Schizoaffective Disorder, then the child does not meet 

criteria for MDD. In addition if the symptoms occur within the period of two months 

after the loss of a loved one, then the child does not meet criteria for MDD unless the 

symptoms are very severe. MDD in partial remission is diagnosed if the person has had a 

major depressive episode and some symptoms of the episode are still present but the 

person no longer meets the full criteria. It may also be diagnosed if there are not any 

symptoms of an episode but the person has been without symptoms for less than two 

months (APA, 2000). 

Despite some similarities, childhood depression differs in important ways from 

adult depression. Symptoms that are common in depressed children but become less 
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prevalent with age are low self esteem, depressed appearance, and somatic complaints 

(Carlson & Kashani, 1988). Guilt also appears to be more common in depressed children 

and adolescents than adults (Mitchell et al., 1988). Depressed children have also been 

shown to exhibit more anxiety symptoms (AACAP, 1998) than depressed adults do. 

Some depressive symptoms increase as people get older (Carlson & Kashani, 1988). 

Suicidal ideation, sleep and appetite disturbances, and delusions are all more common in 

adolescence than childhood (AACAP, 1998).  

Anhedonia is not very common among preschoolers with depression, but the rate 

of anhedonia is much higher in children and continues to increase into adulthood. 

Hopelessness is not very common among children but becomes much more common in 

adolescence and even more common in adults (AACAP). Psychomotor retardation also 

increases with age, being less common among children but increasing into adolescence 

and then adulthood (Carlson & Kashani, 1988). Depressed adolescents also seem to 

experience less vegetative symptoms than depressed adults (AACAP). Suicidal ideation 

is also common among depressed children and adolescents and occurs in over 60% of 

depressed youth from preschool through adolescence (Kashani & Carlson, 1988; Mitchell 

et al., 1988; Ryan et al., 1987). Rates of suicidal ideation are similar between youth and 

adults but appear to attempt suicide more often than do depressed adults (Mitchell, et al., 

1988). 

Psychotic features do not occur as often in depressed children and adolescents 

than they do in depressed adults, and when they occur, auditory hallucinations are more 

common than delusions (Ryan et al., 1987; Birmaher et al., 1996a, 1996b). Delusions 

occur much less often in youth than hallucinations and they are found to appear in 
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approximately 7% of depressed youth (Chambers et al., 1985; Mitchell et al., 1988). The 

presence of delusions increases with age and becomes more common in adulthood 

(Carlson & Kashani, 1988). Associated anxiety symptoms, such as fears of separation or 

reluctance to meet people, and somatic symptoms, such as general aches and pains, 

stomachaches, and headaches, are more common in depressed children and adolescents 

than in adults with depression (Kolvin et al., 1991; Birmaher et al., 1996a, 1996b).  

The diagnostic criteria for Dysthymic Disorder in children and adolescents 

include experiencing depressed mood or irritability more often than not for at least one 

full year (APA, 2000). The child or adolescent must also experience at least two other 

symptoms that cause impairment or distress in social, academic, occupational, or other 

areas of functioning. These two symptoms may include sleep disturbance, lack of energy 

or fatigue, low self-esteem, concentration difficulties or trouble making decisions, 

hopelessness. During this year long period, the child or adolescent cannot experience a 

symptom free period for more than two months and cannot experience a major depressive 

episode during the first year of experiencing DD in order to meet criteria. In addition, 

children and adolescents with a history of a Manic Episode, Cyclothymic Disorder, or 

depressive symptoms associated with a Psychotic Disorder do not meet criteria for DD. 

Depressive symptoms that are a result of the physiological effects of a medical condition 

or substance do not meet criteria for DD as well (APA, 2000). 

The diagnosis of Depressive Disorder Not Otherwise Specified (DDNOS) is given 

when a person is experiencing depressive symptoms but the symptoms do not meet the 

diagnostic criteria for MDD, DD, Adjustment Disorder with Mixed Anxiety and 

Depressed Mood, or Adjustment Disorder with Depressed Mood (APA, 2000). Examples 
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of this include a Minor Depressive Disorder that lasts for two weeks but has less than the 

five required symptoms (APA, 2000). Children and early adolescents meeting criteria for 

Adjustment Disorder with Depressed Mood also meet eligibility for the present study. In 

order to meet criteria for an Adjustment Disorder, an individual must develop symptoms 

as a result of a specific identifiable stressor and the symptoms must occur within three 

months of when the stressor began and end within six months of when the stressor or 

consequences of the stressor are no longer present (APA, 2000; see Appendix D). The 

symptoms must either cause excessive distress that is more than expected as a result of 

the stressor or cause serious social, occupational, or academic impairment. If the 

symptoms from the stressor meet criteria for another Axis I disorder, are related to a 

previous Axis I or II disorder, or meet criteria for Bereavement then the person does not 

meet criteria for Adjustment Disorder. In order to meet criteria for an Adjustment 

Disorder with Depressed Mood, the emotional or behavioral symptoms the person is 

experiencing are usually symptoms such as hopelessness, depressed mood, or tearfulness 

(APA, 2000). Appendices A through D include more detailed information about the 

diagnostic criteria for the disorders discussed in this section.    

Clinical Course 

Depressive episodes usually first occur during adolescence (Hankin, 2006) and 

the mean age of onset for MDD in community samples is between 14 and 15 years old 

(Lewinsohn, Clarke, Seeley, & Rohde, 1994), though girls may have an earlier age of 

onset than boys (Lewinsohn et al., 1998). Most adult depression is preceded by 

adolescent or childhood depression (Kim-Cohen et al., 2003; Pine, Cohen, Gurley, Brook 

& Ma, 1998), and Kim-Cohen et al. (2003) determined that the majority of adults with 
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adult depression had a diagnosis of depression prior to age 18.  In children and 

adolescents, an episode lasts on average from 7 to 9 months in clinical samples (Birmaher 

et al., 1996a, 1996b) and 1 to 2 months in community samples (AACAP, 1998; Birmaher 

et al., 1996a; Lewinsohn et al., 1994a). Most children with depression experience a 

recurrence; twenty to 40% of depressed children relapse within 2 years, and 70% will do 

so by adulthood (Fleming, Boyle, & Offord, 1993; Garber et al., 1988; Garrison et al., 

1997; Harrington et al., 1990; Kovacs, Akiskal, Gatsonis, & Parrone, 1994; Lewinsohn et 

al., 1994a; Velez, Johnson, & Cohen, 1989). The reasons for relapse are not known, but 

there is some evidence that experiencing a depression leaves behind psychological 

“scars” that may increase vulnerability throughout early life.  

The age of first onset of depression appears to play a role in its course. Children 

who first become depressed before puberty are at risk for some form of mental disorder 

in adulthood, while adolescents who first become depressed after puberty are most likely 

to experience another episode of depression (Harrington et al., 1990; McCracken, 1992; 

Lewinsohn et al., 1994a, 1994b; Rao et al., 1995). It also appears that twenty to 40% of 

adolescents with depression eventually develop bipolar disorder, and factors that predict 

later bipolar disorder include young age at the time of the first depressive episode, 

psychotic features in the initial depression, a family history of bipolar illness, and 

symptoms of hypomania developing during treatment with antidepressant drugs (Garber 

et al., 1988; Strober, Lampert, Schmidt, & Morrell, 1993). These differences in outcome 

suggest that different mechanisms may lead to superficially similar but inherently 

different clinical conditions. Factors that worsen the prognosis for depressed children and 

adolescents include depression occurring in the context of conduct disorder (Harrington 
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et al., 1990; Asarnow et al., 1994) and living in conflict-ridden families (Asarnow et al., 

1994). Children and particularly adolescents who suffer from depression are at much 

greater risk of committing suicide than are children without depression (Shaffer et al., 

1996a). 

Dysthymia is a mood disorder like major depressive disorder, but it has fewer 

symptoms and is more chronic. Because of its persistent nature, the disorder is especially 

likely to interfere with normal adjustment. The onset of dysthymia usually occurs in 

childhood or adolescence (Akiskal, 1983; Klein et al., 1997). The child or adolescent is 

depressed for most of the day, on most days, and symptoms continue for several years. 

The mean duration of a dysthymic period in children and adolescents is about 4 years 

(Kovacs et al., 1997b). Sometimes children are depressed for so long that they do not 

recognize their mood as out of the ordinary and thus may not complain of feeling 

depressed. Seventy percent of children and adolescents with dysthymia eventually 

experience an episode of major depression (Kovacs et al., 1994). The prognosis for 

dysthymia (Klein et al., 1997) is unfavorable, with most patients continuing to feel 

depressed and to have social difficulties even after they have apparently recovered. 

However, its chronic nature can severely impair a child's development of the social skills 

needed to combat these same symptoms. While the mean duration of episodes of major 

depressive disorder in clinically referred samples is seven to nine months, the duration of 

dysthymia is three years. While 90% of children with major depressive disorder reach 

remission by 18 months to two years after onset, about one half of children diagnosed 

with dysthymia disorder are still struggling with their symptoms at this point. (Birmaher 

et al., 1996a; Birmaher, Brent, et al. 1998). When a combination of major depression and 
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dysthymia occurs, the condition is referred to as double depression. The prognosis for 

double depressives is worse than that for either condition alone (Kovacs et al., 1994).  

These disorders are associated with significant comorbidity, including the 

superimposition of major depressive disorder and dysthymia on each other (double 

depression). In major depressive disorder, 40 to 70% of patients have comorbid 

psychiatric disorders, whereas dysthymia has a 50 to 70% comorbidity rate. Thus, it is 

important for physicians to maintain a high index of suspicion for the presence of other 

disorders when depression is uncovered. Roughly two-thirds of children and adolescents 

with major depressive disorder also have another mental disorder (Angold & Costello, 

1993; Anderson & McGee, 1994). The most commonly associated disorders are 

dysthymia, an anxiety disorder, a disruptive or antisocial disorder, or a substance abuse 

disorder. When more than one diagnosis is present, depression is more likely to begin 

after the onset of the accompanying disorder, except when that disorder is substance 

abuse (Biederman, Faraone, Mick, & Lelon, 1995; Kessler & Walters, 1998). This 

suggests that, in some cases, depression may arise in response to the associated disorder. 

In other instances, such as the co-occurrence of conduct disorder and depression, the two 

may arise independently in response to inadequate maternal supervision and control, 

raising the possibility that parental behavior may be a risk factor for both conditions 

(Downey & Coyne, 1990; Rutter & Sandberg, 1992; Harrington, 1994).  

Gender Differences in Depression  

Women and girls may experience greater severity of symptoms (Kandel & 

Davies, 1982) and different patterns of symptoms than do men and boys (Ostrov, Offer, 

& Howard, 1989). Prior to adolescence, there appear to be no gender differences in rates 
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of depressive disorders (Wolraich, Felice, & Drotar, 1996). In fact, some studies reported 

that more boys than girls experience depressive disorders in the general population 

(Anderson, Williams, McGee, & Silva, 1987) and in clinical samples (Kashani, Cantwell, 

Shekim, & Reid, 1982). However, during early adolescence, the rates of depression begin 

to rise for girls, and by the end of adolescence, twice as many girls appear to be 

depressed compared to boys (Hankin et al., 1998; Lewsinsohn et al., 1993). In 

adolescents from 12 to 17 years old, 13.3% of females reported experiencing a depressive 

episode in the past year whereas only 4.5% of adolescent males reported experiencing an 

episode in this same time period (OAS, 2006). Two longitudinal epidemiological studies 

suggest that the gender difference begins to emerge in early adolescence (ages 13 to 15) 

with a continued increase into late adolescence (ages 16 to 19). In a large clinical sample, 

Angold and Rutter (1992) found similar rates of depressive disorders and of depressive 

symptoms before age 11 in girls and boys, and by ages 14 to 16, girls were twice as likely 

to have symptoms of depression as boys.  

In another study that followed a nationally representative sample for 10 years 

beginning at age 11, Hankin et al. (1998) found that small gender differences in rates of 

depressive disorders at age 11 became significant between ages 13 to 15, with the 

greatest differences emerging between ages 15 and 18. Smaller longitudinal studies 

examining depressive symptoms from early through middle adolescence have also 

reported increases in depressed affect at about ages 13 to 14 (Ge, Lorenz, Conger, Elder, 

& Simons, 1994; Petersen, Sarigiani, & Kennedy 1991). Research conducted by Petersen 

et al. (1991) suggested that by 12th grade, girls have significantly poorer emotional tone 

and more depressed affect than boys. Their findings indicated that the difference in 
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depressive features between genders begins in about eighth grade and then continues to 

increase over time.  

Although the mechanisms through which the gender difference in depression 

emerges are still unknown, several researchers (e.g. Hankin & Abramson, 2001; Nolen-

Hoeksema & Girgus, 1994) put forth hypotheses to explain the gender difference. 

Research suggests that the use of less instrumental coping is related to depression 

(Marcotte, Alain, & Gosselin, 1999). Hankin and Abramson (2001) also found that girls 

are more likely to have more negative thoughts about themselves and approach events 

more negatively. They found that this cognitive style mediated the differences between 

gender and depressive symptoms. Stress is related to depressive symptoms in girls but not 

boys (Rudolph & Hammen, 1999), which provides further evidence that stressful events 

seem to have a more negative impact on girls. The higher prevalence, therefore, could be 

a result of greater vulnerability, combined with coping mechanisms different than those 

of boys.  

Gender role intensification may also lead to different coping styles for boys and 

girls. The gender intensification theory proposes that the physical changes occurring 

during puberty cause an increased differentiation in gender roles (Hill & Lynch, 1983). 

Boys are socialized to value independence and exploration and girls are socialized to 

value interpersonal relationships, perhaps even deriving their self-worth from those 

relationships. This reliance may render girls more vulnerable to depression because they 

cannot fully control the valence of their relationships, those relationships may be 

emotionally harmful, and the relationships may be lost (Allgood-Merten, Lewinsohn, & 

Hops, 1990). This would increase girl’s vulnerability to the interpersonal stresses that are 
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common in adolescents. However, the gender intensification theory has received weak 

and inconsistent empirical support, as girls do not appear to increase in femininity during 

puberty and gender role internalization has not been found to correlate consistently with 

depression (Peterson et al., 1991; Wichstrom, 1999).  

There is also evidence that the methods girls use to cope with stress may entail 

less denial and more focused and repetitive thinking about the event (Nolen-Hoeksema & 

Girgus, 1994), which may impact the way they experience stressful events. Whereas 

males tend to try to actively problem solve stressful situations using instrumental coping 

strategies, females more often ruminate about how they feel and the cause of their stress 

(Nolen-Hoeksema, 1994). Rumination is believed to make girls more vulnerable to 

depression because they dwell on their problems rather than actively solving them 

(Nolen-Hoeksema, 1994; Nolen-Hoeksema & Girgus, 1994). Research has suggested that 

low self-esteem is a significant predictor of depression (Allgood-Merten et al., 1990) and 

girls appear to view themselves more negatively than boys (Cole, Jacquez, & Maschman, 

2001). Cole et al. (2001) found that girls’ self ratings of their competence were often 

lower than parent, teacher, and peer ratings of their competence, whereas boys often 

provided self ratings of their competence that were higher than parent, teacher, and peer 

ratings. Body image also appears to be a major factor in the self-esteem of adolescents, 

especially for girls (Allgood-Merten et al., 1990). These authors found that body image 

was a major contributor to self-esteem in adolescence and in turn self-esteem was related 

to depression. Other studies have suggested that body image is a mediator between 

gender and depression (Siegel, Yancey, Aneshensel, & Schuler, 1999). 
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Puberty also appears to be exceptionally stressful for girls. When girls experience 

menarche or puberty earlier than their peers they are more likely to experience 

psychopathology, especially depression (Ge, Conger, & Elder, 2001; Stice, Presnell, & 

Bearman, 2001). Some theorize that gender differences in depression during adolescence 

are related to the stressful changes youth experience during early adolescence (Petersen et 

al., 1991). Petersen and colleagues found that experiencing peak pubertal change at least 

six months before or within six months of changing from elementary to middle 

school/junior high school was strongly related to depression and emotional tone for both 

genders. The authors suggested that since pubertal change and school change occur more 

often at similar times in girls, this suggests why girls may be more at risk for depression. 

They also indicated that these findings highlight the importance of developing 

interventions for early adolescents when they are experiencing so many stressful changes 

during puberty to prevent future negative mental health outcomes. 

Implications of Depression 

Effective intervention for children and adolescents with depression is important 

because research suggests that the presence of depression in youth is related to negative 

future outcomes (Fergusson & Woodward, 2002; OAS, 2006; Weissman et al., 1999). 

Depressed adolescents are more likely to experience social difficulties, academic 

problems, and employment struggles in the future (Capaldi & Stoolmiller, 1999; Kandel 

& Davies, 1986; Weissman et al., 1999). Depressive symptoms in early adolescence have 

been found to be predictive of difficulties with peers in later adolescence (Capaldi & 

Stoolmiller, 1999). Adolescents with depression are also more at risk of experiencing 

school failure, are not as likely to participate in higher education, and are more likely to 
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have experience with unemployment in late adolescence and early adulthood (Fergusson 

& Woodward, 2002). In addition, adolescent depression is related to psychopathology 

and depression recurrence in adulthood (Kandel & Davies, 1986; Lewinsohn et al., 1999; 

Rao et al., 1995). Research has also suggested that the outcomes of adolescent depression 

may be impacted by gender. For example, Kandel and Davies (1986) found that for girls, 

depression in adolescence predicted experiencing psychiatric hospitalization sometime 

before early adulthood but this was not found for depressed boys.  

Depression in youth has also been found to be related to substance use and 

dependence (Fergusson & Woodward, 2002; Kandel & Davies, 1986; OAS, 2006). A 

survey of more than 22,000 adolescents, ages 12 to 17, determined that of the adolescents 

who reported having a major depressive episode in the past year, 19.8% suffered from 

illicit drug or alcohol dependence, 38% reported the use of illicit drugs in the past year, 

and 5.3% smoked cigarettes daily (OAS, 2006). Substance use in the depressed 

adolescents was much more common than in adolescents who did not report depression. 

The answers of the non-depressed adolescents suggested that 6.9% of them were 

dependent on drugs or alcohol, 18% of them reported the use of illicit drugs sometime in 

the past year, and 2.5% reported using cigarettes daily. In addition, of the adolescents 

who reported experiencing alcohol or drug dependence, 21.7% reported experiencing a 

major depressive episode in the past year. 

The risk of suicide is also a significant concern for depressed adolescents, as 

suicide is the third leading cause of death for youth between the ages of 10 and 24, and 

results in the loss of approximately 4,500 lives each year (CDC, 2005).  In 1996, the age-

specific mortality rate from suicide was 1.6 per 100,000 for 10- to 14-year-olds, 9.5 per 
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100,000 for 15- to 19-year-olds compared with 13.6 per 100,000 for 20- to 24-year-olds 

(CDC, 1999). Cultural variations in suicide rates also exist, with Native 

American/Alaskan Native and Hispanic youth having the highest rates of suicide-related 

fatalities. There have been some notable changes in suicide rates over the past few 

decades: since the early 1960s, the reported suicide rate among 15- to 19-year-old males 

increased threefold but remained stable among girls in that age group and among 10- to 

14-year-olds (National Center for Health Statistics, 1998). Among African American 

adolescent males, the rate increased substantially in the same period (from 7.1 per 

100,000 in 1986 to 11.4 per 100,000 in 1997 (CDC, 1999).  

Boys are more likely than girls to die from suicide. Of the reported suicides in the 

10 to 24 age group, 83% of the deaths were males and 17% were females. Girls, however, 

are more likely to report attempting suicide than boys. Firearms are the most commonly 

used method of suicide among males (57.6%), and poisoning is the most common 

method of suicide for females (39.1%) (CDC, 2005). It has been proposed that the rise in 

suicidal behavior among adolescent boys results from increased availability of firearms 

(Brent, Perper, & Allman, 1987; Brent et al., 1991) and increased substance abuse in the 

youth population (Birckmayer & Hemenway, 1999; Shaffer et al., 1996a; Shaffer et al. 

1996b). 

Fergusson and Woodward’s (2002) study found a relationship between depression 

at 14 to 16 years of age and suicidal behaviors at 16 to 21 years of age. In addition, 

Weissman et al.’s (1999) study included 73 adults who were depressed as adolescents and 

they found that 50.6% made a suicide attempt before they were assessed at follow-up, 

22% reported multiple suicide attempts before follow-up, and seven of their original 
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group of 91 adolescents had committed suicide by the time of follow-up. Suicide is a very 

significant concern in our current society given that the risk of suicide in adolescence has 

increased fourfold since 1950 and 12% of deaths among adolescents can be attributed to 

suicide (Birmaher et al., 1996a). Rao et al. (1995) and Lewinsohn et al. (1999) 

determined that adolescent depression was related to future psychopathology when they 

looked at psychopathology in adults who were depressed in adolescence. Rao et al. 

(1995) followed up with 12 to 18 year old depressed and non-depressed adolescents when 

they were adults. They found that the depressed adolescents were more likely to have 

experienced new episodes of depression, dysthymic disorder, and bipolar disorder during 

the follow-up period than the nondepressed adolescents. Lewinsohn et al. (1999) 

compared adult psychopathology in four groups of participants. The groups included 

adults who had four different types of psychopathology in childhood or adolescence: 

MDD, Adjustment Disorder with Depressed Mood, a non-affective disorder, or no 

psychiatric disorder. The MDD group had a significantly higher prevalence of MDD in 

adulthood than those in the non-affective disorder and the no diagnosis group. The 

researchers found that 45% of the adolescents with MDD experienced depression 

recurrence when they were between 19 and 24 years old. 

Assessment of Depression 

There are many different methods used to assess depression in children and 

adolescents, but best practices for the assessment of depression include multiple measures 

and multiple methods completed by multiple raters. The most common measures of 

depressive symptoms and diagnoses are self-report questionnaires, observational 

methods, ratings scales completed by parents and teachers, projective techniques, and 
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diagnostic interviews. Self-report measures of depressive symptoms are often used to 

screen youth for psychopathology and to monitor progress during therapy (Lewinsohn et 

al., 1998). The Children’s Depression Inventory (CDI; Kovacs, 1981) and the Beck 

Depression Inventory for Children (BDI-Y; Beck, Beck, & Jolly, 2001) are common self-

report instruments used to screen for depressive symptoms in research. In addition, 

diagnostic interviews such as the Schedule for Affective Disorders and Schizophrenia for 

School-Age Children (K-SADS-IVR; Ambrosini & Dixon, 2000) are often used to 

determine depressive diagnoses in youth. 

Self-report measures are often used effectively to screen depressive symptoms 

quickly and efficiently, monitor symptom improvement, and determine the severity of 

specific depressive symptoms (Birmaher et al., 1996a). These authors explain, however, 

that self-reports are not designed to diagnose depression. Although popular measures 

such as the CDI have shown good reliability, they have not produced results suggesting 

they are able to accurately discriminate between nondepressed and depressed children 

(Stark, 1990). In addition, self-report measures do not provide enough data to determine 

whether a child or adolescent meets criteria for a depressive disorder (Klein, Dougherty, 

& Olino, 2005). Semi-structured clinical interviews provide much more detailed 

information that allows a clinician to more accurately determine the presence and severity 

of a depressive disorder (Stark, 1990). In addition, Lewinsohn et al. (1998) recommend 

using a semi-structured assessment tool when assessing depression because these 

measures can provide information about many different psychiatric disorders, which is 

important since comorbidity is so common in depressed children and adolescents.  
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Lewinsohn et al. (1998) suggest that the assessment of psychopathology in 

children should include multiple informants because children who are young may not 

have the ability to provide certain information reliably or validly. Children may also 

minimize or deny symptoms that are undesirable. Multiple adults should be used because 

adults may not know about all of the situations in which the behavior occurs since they 

are often not present in every setting or situation. In addition, adults and children may 

have different beliefs about what level of behavior is a problem (Lewinsohn et al., 1998). 

These researchers found that agreement between adolescents and their parents was low 

when determining the presence of MDD and parents reported lower rates than their 

children. Achenbach, McConaughy, and Howell (1987) completed a meta-analysis of 

consensus in ratings from multiple informants. They found that the mean correlation 

between parent and child reports of adjustment in the child was .25. 

These researchers also suggested that there is less consensus between parents and 

children on internalizing symptoms than externalizing symptoms. Children have been 

reported to be more accurate reporters of subjective symptoms such as worthlessness, 

anhedonia, and sadness (Kendall, Cantwell, & Kazdin, 1989) but less accurate reporters 

of the duration and onset of symptoms (Stark, Sander, Yancy, Bronik, & Hoke, 2000). 

Therefore, in order to provide the most accurate assessment of depression in youth it is 

important to integrate both parent and child reports of symptoms. Clinicians must often 

rely on their clinical judgment to determine which informant is the more accurate reporter 

when reports are inconsistent between parent and child (Klein et al., 2005). 

Combining different methods of assessment through the use of a multiple gate 

procedure has been suggested to be an accurate, efficient, and effective way to identify 
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youth that are clinically depressed in school settings (Reynolds, 1986). According to 

Reynolds, three stages of assessment should be used in the multiple gate procedure. The 

first stage involves using a self- report measure of depression to screen a large group of 

youth for depressive symptoms. The next stage involves identifying those youth who 

scored above a specific cutoff on the self-report measure and reassessing them with the 

same self-report measure three to six weeks later in order to determine whether the 

youth’s distress was not just specific to the day they were assessed. The last stage 

involves identifying the youth who still scored above the cutoff in the second assessment 

of the self-report measure and conducting diagnostic interviews with those youth.  

The present study will use a modification of the procedure outlined by Reynolds 

(1986). Youth that score above the cutoff on the first self-report measure will be 

administered a brief DSM-IV symptom interview on the same day they complete the first 

questionnaire instead of completing the self-report measure for the second time three to 

six weeks later. The interview was used instead of the second self-report measure in order 

to provide the most ethical treatment of the participants. The brief symptom interview 

often allowed youth to talk about possible suicidal ideation, self harm behaviors, or abuse 

and it was imperative that the youth in significant distress receive a full assessment of 

their depressive symptoms as soon as possible rather than waiting three to six weeks.  

Summary of Child and Adolescent Depression 

Depressive disorders are common in children and adolescents (Birmaher et al., 

1996a), and are recurrent, enduring, and can result in negative outcomes (Lewinsohn et 

al. 1998). Those negative outcomes include future psychopathology (Lewinsohn et al., 

1998), academic failure, interpersonal difficulties, and suicide (Rao et al.,1995). Early 
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adolescence appears be a significant period in the development of depression. Between 

early and late adolescence, the rates of depression increase dramatically, especially in 

girls. This gender difference suggests that girls are especially vulnerable to depression at 

this time, and by late adolescence twice as many girls are depressed compared to males 

(Hankin et al., 1998). Moreover, the lifetime risk of major depression for girls and 

women is twice that of boys and men (APA, 2000; OAS, 2006; Saluja et al., 2004).  

There are many different theories that have attempted to elucidate the gender 

differences in depression. Some theories suggests that girls more vulnerable to stress and 

depression (Nolen-Hoeksema, 1987; Petersen et al., 1991), and other theories suggest that 

boys and girls have differences in coping and cognitive styles (Hankin & Abramson, 

2002; Nolen-Hoeksema), different levels of self-esteem and body image (Allgood-Merten 

et al., 1990; Cole et al., 2001), and different levels of stress during puberty (Petersen et 

al., 1991). However, none of the proposed theories completely or conclusively explains 

the gender difference in rate of depression that appears in early adolescence, and further 

research is needed in this area. 

There are many different methods used to assess depression in children and 

adolescents including self-report questionnaires, observational methods, ratings scales 

completed by parents and teachers, projective techniques, and diagnostic interviews. 

Different assessment methods may be more useful depending on the purpose of the 

assessment. If the aims are to screen depressive symptoms quickly and efficiently, to 

monitor symptom improvement, or to determine the severity of specific depressive 

symptoms, self-report measures can be an effective assessment method (Birmaher et al., 

1996a). However, self-report measures, however, do not have the necessary discriminant 
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validity to provide a differential diagnosis (Stark, 1990) and they do not provide enough 

data to determine whether a child or adolescent meets criteria for a depressive disorder 

(Klein et al., 2005).   

In order to more accurately determine the presence and severity of a depressive 

disorder, semi-structured clinical interviews are much more useful (Stark, 1990), because 

diagnostic interviews have the potential to integrate self and parent reports and provide a 

means for differential diagnosis. However, diagnostic interviews require substantial time 

and training (Reynolds, 1986). In order to identify clinically depressed individuals in 

large groups of children or adolescents, such as school settings, the use of a multiple gate 

procedure which combines different methods of assessment has been suggested to be an 

accurate, efficient, and effective technique (Reynolds, 1986). This method was utilized in 

the present study. 

In summary, the research on depression suggests that depression is a common 

disorder in youth and is related to many negative outcomes. Girls appear to be especially 

vulnerable to depression and early adolescence seems to be a critical period in the 

development of depression, particularly for girls. More research is needed to better 

understand the treatment of depression in early adolescent girls. 

Factors Influencing Depression 

 The present study will examine three characteristics of the participants at post-

treatment and at the one year follow-up to see how they may affect sudden gains in 

treatment:  family environment, negative life events, and cognitive vulnerabilities related 

to cognitive style. These factors may predict the onset of depression and they maintain 

depressive symptoms.  
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Family Environment 

Evidence from research and clinical observations suggests that many depressed 

children and adolescents come from families that are experiencing disturbances (Sander 

& McCarty, 2005). Research has shown that between 20 and 50% of depressed youth 

have a family history of depression (Puig-Antich et al., 1989; Todd et al., 1993; 

Williamson et al., 1995; Kovacs, 1997a), and family research found that children of 

depressed parents are more than three times as likely as children with nondepressed 

parents to experience a depressive disorder (see Birmaher et al., 1996a, 1996b for a 

review). They also are more vulnerable to other mental and somatic disorders (Downey & 

Coyne, 1990). Conversely, estimates of the proportion of depressed parents who have a 

depressed child or adolescent vary from approximately one in six to just under a half 

(Hammen, Burge, Burney, & Adrian 1990). It is not clear whether the relationship 

between parent and childhood depression derives from genetic factors, or whether 

depressed parents create an environment that increases the likelihood of a mental disorder 

developing in their children. 

Families of depressed children and adolescents are characterized by more conflict 

in the home (Forehand, Brody, Slotkin, Fauber, McCombs, & Long, 1988; Kane & 

Garber, 2004; Marmorstein & Iacono, 2004; Sagrestano, Paikoff, Holmbeck & Fendrich, 

2003) greater disorganization in the family, abuse and neglect (Kashani, Ray, & Carlson, 

1984), a critical, punitive, and shaming parenting style (Arieti & Bemporad, 1980), 

communication difficulties (Puig-Antich et al., 1985), and lower activity level (Stark, 

Humphrey, Crook, & Lewis, 1990).  The mother-child relationship, and as well as the 

father-child relationship to some extent, is characterized as cold, hostile, tense, and at 
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times rejecting (Puig-Antich et al., 1985). When affection is expressed, it is conditional, 

meaning that affection depends upon whether the child behaves in the way the parents 

expect (Cole & Rehm, 1983).  

One of the most consistent findings reported across studies is that depressed 

children come from families where there is a lack of support and approval from the 

family (Sheeber & Sorensen, 1998; Stice, Ragan, & Randall, 2004). In addition to being 

related to depression, parent-child conflict appears to be a precipitant to suicidal behavior 

among adolescents (Brent, et al., 1993). High, affectionless control is related to 

depression and pathology in general (Nomura, Wickramaratne, Warner, & Weissman, 

2002). In addition to a correlational relationship between family disturbances and 

depression, a prospective relationship has been found between family disturbances and 

the development of depressive symptoms (Asarnow, Goldstein, Tompon, & Guthrie, 

1993; Sheeber, Hops, Alpert, Davis, & Andrews, 1997), and to the recurrence of 

depressive episodes during adolescence (Sanford et al., 1995).   

The family environment may put children and adolescents at risk for depression 

because it provides a context in which cognitive vulnerabilities to depression could 

develop. If the relationship between parent and child is distant or conflictual, that 

dynamic may foster many negative childhood experiences. Multiple studies have also 

demonstrated that negative cognitions about one’s self, such as beliefs of self-

worthlessness, are associated with negative perceptions of parent–child relationships 

(Blatt, Wein, Chevron, & Quinlan, 1979; Ingram, Overbey, & Fortier, 2001; McCranie & 

Bass, 1984; Randolph & Dykman, 1998; Whisman & Kwon, 1992). For example, 

Whisman and Kwon (1992) found that perceptions of low parental care are associated 



  

33 
 

with dysfunctional attitudes and depressogenic cognitive styles (i.e., attributing negative 

events to internal, stable, and global causes).  

Similarly, other studies found that reports of parental perfectionism and criticism 

are associated with higher levels of dysfunctional attitudes (Gamble & Roberts, 2005; 

Randolph & Dykman, 1998), and adverse parenting is associated with low self-esteem 

(Gamble & Roberts, 2005; Garber, Robinson, & Valentiner, 1997). Parents who impose 

rigid or perfectionistic standards on their children may be inadvertently influencing their 

children to adopt these standards for themselves. Children may then internalize their 

parents’ harsh perfectionistic standards and this likely leads to a negative cognitive style. 

Furthermore, Gamble and Roberts (2005) found that adverse parenting tends to have a 

particularly negative effect on the cognitive style of girls, as compared to boys.    

It is evident that the relationship between children and parents is an essential 

context to consider when exploring the risk and maintenance factors for depression. 

However, family members can be supportive and buffer children from stress. Healthy 

relationships between parents and children, both boys and girls, serve as protective 

factors on adjustment (Petersen, et al., 1991). Warm, supportive relationships between 

parents and their child are associated with psychosocial coping resources among 

adolescents and positive self-esteem (Sheeber & Sorensen, 1998). Furthermore, though it 

appears that parent-child relationships may affect symptoms of depression through the 

mediating experiences of self-esteem, those self-esteem experiences can be positive 

(Avison & Mcalpine, 1992). 
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Assessment of the Family Environment 

Assessment methods for family context fall under the general categories of self-

report questionnaires, interviews, and observations. Interviews involving the whole 

family system are more commonly used as an assessment technique in clinical practice 

than in research (Carlson, 1990). These interviews are useful to define treatment goals 

and to observe family interactions and recursive family patterns.  However, interviews 

utilized for the purpose of research are typically completed separately with the child and 

parent and primarily assess for a number of psychosocial stressors. Semi-structured 

interviews have been developed by researchers to assess stress in multiple interpersonal 

domains, including family and peers. Examples of these interviews include the 

Psychosocial Schedule for School-Aged Children (PSS; Lukens, Puig-Antich, Behn, 

Goetz, Tabrizi, & Davies, 1983), as well as interviews developed to assess life stress in 

several domains (Hammen, Burge, Bruney, & Adrian, 1990). These domains include 

close friendships, family relationships, academic performance, school behavior, romantic 

relationships, and social life (e.g., Brennan, Hammen, Katz, & LeBrocque, 2002; 

Hammen & Brennan, 2001; Nelson, Hammen, Brennan, & Ullman, 2003).  The above 

interviews have been found to be reliable and valid measures of the respective 

psychosocial domains, including family relationships. 

 Observation is a more objective assessment tool than self-report and interview.  

However, in order for observational methods to be considered a valid and reliable 

measure of family functioning, extensive and thorough training is required of the 

observer (Carlson, 1990; Margolin Oliver, Gordis, O’Hearn, Medina, Ghosh, et al., 

19981998).  Furthermore, while observations appear more useful in measuring contextual 
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factors related to changes in behavior, self-report may be more useful to measure family 

members’ general impressions of the presence and intensity of certain behaviors, such as 

conflict, across different situations (Margolin et al., 1998; Schumm, 2001). Observational 

techniques are more valuable in the assessment of coercive family environments with 

children demonstrating conduct disorder and aggressive behavior than for families with a 

depressed child (Carlson, 1990; Donenberg & Weisz, 1997; Pavlidis & McCauley, 2001).  

It is possible that families of depressed children or parents are characterized by less overt 

behaviors that are therefore more difficult to detect via observations. 

 For the purposes of this study, a self-report questionnaire will be utilized to assess 

the family environment. Although both semi-structured interviews (e.g. Brennan et al. 

2002, Hammen & Brennan, 2001; Nelson et al., 2003) and observational techniques 

(Carlson, 1990; Margolin et al., 1998) have been found to be useful tools in measuring 

family environments, self-report questionnaires provide a far more efficient means.  

Overall, self-report questionnaires are a relatively accurate method by which to assess the 

family context. A variety of measures have been developed for this task; however, the 

majority are only appropriate for use with adults or adolescents and are generally driven 

by specific theories of family functioning (Schumm, 2001). For example, the Family 

Environment Scale (FES, Moos & Moos, 1981) measures the family’s social climate, the 

Family Assessment Measure (FAM, Skinner, Steinhauer, & Santa Barbara, 1983) 

measures a process model of family functioning, and the Family Adaptability and 

Cohesion Scales III (FACES III; Olson, Portner, & Lavee, 1985) measures the family as 

a system that varies across the dimensions of adaptability and cohesion. Although these 

instruments are created from unique theories and conceptualizations of family 
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functioning, they also share common dimensions. Specifically, each instrument includes 

scales for cohesion, control, and communication. In an effort to integrate these diverse 

theories and create an all-encompassing measure of family functioning, Bloom (1985) 

created the Self-Report Measure of Family Functioning.  Bloom’s instrument integrates 

items from the FES, FACES III, FAM, and Family-Concept Q Sort (FCQS; Van Der 

Veen, 1965), resulting in a measure with three dimensions (relationship, value, and 

system maintenance) along with multiple subscales. 

Researchers must use a psychometrically sound instrument that is appropriate for 

younger children and assesses a variety of family functioning domains in order to 

accurately assess youth perspectives of their family environment. To accomplish this 

task, the Self-Report Measure of Family Functioning was adapted and revised for use 

with children and adolescents (Stark et al., 1990). Overall, the Self-Report Measure of 

Family Functioning – Child Revision (SRMFF-CR) offers a reliable method of assessing 

youth’ perspectives of the dimensions of family functioning common across family 

theories (Stark, 2002). The SRMFF-CR consists of six subscales: Communication, 

Conflict, Social/Recreational Orientation, Cohesion, Laissez-Faire Style, and 

Authoritarian Style. In a pilot study evaluating the psychometric properties of the 

SRMFF-CR (unpublished data), the following internal consistency reliabilities 

(coefficient alphas) were found for the subscales: Communication = .92, Conflict=.84, 

Social/Recreational Orientation=.85, Cohesion=.91, Laissez-Faire Style=.69, 

Authoritarian Style=.74. This child-appropriate instrument will be utilized to assess the 

family environment in the present investigation. 
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Summary of Family Environment  

The research reviewed in this section emphasizes the importance of considering 

early relationships with caregivers, as well as other factors of family environment, 

biological factors, and interpersonal relationships when studying the onset and 

maintenance of childhood depression.  Research has found that depressed children have 

families that are less cohesive, more controlled and conflictual, communicate less, 

express emotion more intensely, and engage in few social and recreational activities 

(Barerra & Garrison-Jones, 1992; Cole & McPherson, 1993; Jewell & Stark, 2003; 

Kaslow et al., 1988; Ostrander & Weinfurt, 1998; Stark et al., 1990).  In addition, 

researchers have found that depressed adolescents (Sheeber & Sorensen, 1998; Hops, 

1995) and children (Stark et al., 1990) perceived themselves as being in less supportive 

family environments than nondepressed individuals.  

Research has also shown that depression tends to run in families.  However, it is 

difficult to completely separate the genetic transmission of depression across generations 

from the psychosocial factors that are common to families with a depressed parent 

(Goodman & Gotlib, 1999). Regardless, the literature indicates that children of depressed 

parents are far more likely than children in the general population to experience a variety 

of adverse psychosocial outcomes (Billings & Moos, 1983; 1985; Orvaschel et al., 1988), 

including depression (Hammen, 2000). Having a parent with major depression is one of 

the strongest predictive factors in childhood or adolescent depression (for a review, see 

Beardslee , Keller, Lavori, Staley, & Sacks, 1998).  However, is important to remember 

that childrens’ interactions with their family can serve as either a vulnerability or 
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protective factor in regard to the development of depressive symptoms, particularly for 

young girls (Compton, Snyder, Schrepferman, Bank, & Shortt 2003).   

Cognitive Vulnerability and Cognitive Style 

Beck’s Cognitive Diathesis-stress theory of Depression 

Beck’s theory of depression emphasizes cognitive structures as the critical 

elements in the development, maintenance, and recurrence of depression (Beck, 1967, 

1987; Kovacs & Beck, 1978). The construct of schemas is central to the theory. Based 

out of the information processing model, schemas are defined as stored bodies of 

knowledge that interact with incoming information to influence selective attention and 

memory search (Segal, 1988; Williams, Watts, MacLeod, & Mathews, 1997). Schemas 

are hypothesized to develop from interactions with the environment, primarily during 

childhood (Beck, 1967, 1976, 1987; Kovacs & Beck, 1978). Therefore, if an individual 

encounters many negative experiences early in life, schemas may develop that guide 

attention toward negative rather than positive events and lead to the enhanced recall of 

negative experiences (Scher, Segal, & Ingram, 2004). Such preferential processing 

reinforces the knowledge contained in schemas, ultimately leading to stable and negative 

views of the world (Markus, 1977). These depressogenic schemas provide access to a 

complex system of negative themes and cognitions that contribute to a pattern of negative 

self-referent information processing characterized by systematic errors in thinking (Beck, 

1967, 1972, 1987; Kovacs & Beck, 1978).   

Every person possesses schemas that develop from life experiences and guide 

information processing. But the schemas of individuals vulnerable to deprssion are 

considered dysfunctional, in that they contain views about the self, the world, and the 
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future that are both rigid and unrealistically negative (Beck, 1967, 1972, 1987; Kovacs & 

Beck, 1978). Individuals with depressogenic schemas demonstrate cognitive distortions 

by misinterpreting neutral stimuli as negative or catastrophizing the consequences and 

implications of a negative life event. Therefore, Beck’s theory (Beck, 1963, 1987) 

proposes that depression is intimately associated with negative thinking about the self, 

the world, and the future. Numerous studies support the contention that depressed 

individuals are more likely than nondepressed people (e.g. Dobson & Shaw; 1986) or 

individuals with other diagnoses (e.g., Watkins & Rush, 1983) to draw strong negative 

conclusions going beyond the information given in negative scenarios (for a review, see 

Haaga, Dyck, & Ernst, 1991). Such studies have assessed cognitive bias with 

questionnaires (e.g., Smith, O’Keeffe, & Christensen, 1994), sentence completion tests 

(Watkins & Rush, 1983), or by asking clients to articulate their thoughts in response to 

simulated situations presented in the laboratory (White, Davison, Haaga, & White, 1992). 

However, according to Beck’s theory, the presence of a negative self-schema is 

not sufficient for depression to develop. Beck contended that stress (e.g., traumatic events 

or daily stressful events), activate schemas that have lain dormant (Beck, 1967,1972, 

1987; Kovacs & Beck, 1978).  When activated, these dysfunctional schemas give rise to 

negative cognitions and corresponding patterns of information processing that serve to 

precipitate depression (Beck, 1967,1972, 1987; Kovacs & Beck, 1978; Eaves & Rush, 

1984; Rush & Beck, 1978, Scher, Segal, & Ingram, 2004). Beck asserts that people who 

possess negative self-schemas typically revolving around themes of inadequacy, failure, 

loss, and worthlessness consequently possess a cognitive vulnerability to depression 

(Beck, 1967/1972, 1987; Kovacs & Beck, 1978). In other words, individuals who 
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interpret or explain events through this negative lens are more likely to experience 

depression when encountering stress in their lives. Complimentary to research 

emphasizing biological or genetic risks for depression, Beck’s theory helps answer the 

question of why some people are more vulnerable to depression and relapse of depression 

than others.   

 Beck’s cognitive diathesis-stress theory of depression (Beck, 1963, 1967, 1972, 

1983, 1987; Kovacs & Beck, 1978) has generated a vast body of empirical research, and 

substantial evidence supports this theory.  Indeed, depressogenic cognitions and/or 

automatic thoughts are associated with an increase in depressive symptoms in a host of 

studies (e.g. Abela & D’Allesandro, 2002; Hankin, Abramson, Miler, & Haeffel, 2004; 

Joiner, Metalsky, Lew, & Klocek, 1999; Kendall, Stark, & Adam, 1990; McDermut, 

Haaga, & Bilck, 1997; Stark, Schmidt, & Joiner, 1996).  Depressogenic cognitions have 

been found to be related to depressive symptoms in populations of adults (e.g. Beck, 

Brown, Steer, Eidelson, Riskind, 1987; Jolly, Dyck, Kramer, & Wherry, 1994), college 

students (e.g. Bruck, Mattia, Heinberg, & Holt, 1993; McDermut & Haaga, 1994), 

adolescents (e.g. Garber, Weiss, & Shanley, 1993; Jolly, 1993), and children (e.g. Epkins, 

1996; Kendall et al., 1990; Stark et al., 1996).   

Assessment of Cognitive Style 

For research purposes, self-report questionnaires have typically been used to 

assess cognitive vulnerability in youth. Numerous questionnaires have been developed to 

assess depressogenic cognition based upon Beck’s cognitive theory of depression (Beck, 

1967; Beck et al, 1976) and the attributional/hopelessness theory of depression 

(Abramson et al., 1978; Alloy et al., 1988). Considering this study is assessing 
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depressogenic cognition based upon Beck’s model of depression, only relevant cognitive 

measures to Beck’s theory will be discussed. 

The Children’s Negative Cognitive Errors Questionnaire (CNEQ; Leitenberg, 

Yost & Carroll-Wilson, 1986) was designed to assess 4 types of cognitive errors outlined 

in Beck’s theory (Beck, 1967), including: (1) catastrophizing, (2) overgeneralizing, (3) 

personalizing, (4) selective abstraction. The questionnaire has 24 items with hypothetical 

scenarios and a cognitive error. Respondents are to rate how likely they are to think like 

the item presented. This measure has demonstrated moderate test-retest reliability and 

acceptable internal consistency (Leitenberg et al., 1986). The Dysfunctional Attitude 

Scale (DAS; Weissman, 1979) is a measure based upon Beck’s theory related to 

dysfunctional core beliefs and attitudes. The measure has two parallel forms assessing an 

individual’s core beliefs on a 7-point scale. The DAS was designed to be used with adults 

but has been used with adolescent populations, aged 11-18, and has demonstrated good 

psychometric properties with this age group (Ingram, Nelson, Setidtmann, & Bistricky, 

2007). The Negative Affect Self-Statement Questionnaire (NASSQ; Ronan, Kendall, & 

Rowe, 1994) corresponds to the Automatic Thought Questionnaire-Negative (ATQ-N; 

Hollon & Kendall, 1980) in adults. This measure evaluates the frequency of self-

statements associated with negative affect in children and adolescents, aged 11 to 15. The 

measure provides anxiety specific, depression specific, and negative affect specific self-

statements. The NASSQ has been shown to demonstrate acceptable validity and 

reliability. Lastly, the Cognitive Triad Inventory-Children (CTI-C; Kaslow, Stark, Printz, 

Livingston, & Tsai, 1992) was developed to assess Beck’s cognitive triad in children.  
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The Cognitive Triad Inventory (CTI; Beckham, Leber, Watkins, Boyer, & Cook, 

1986) was specifically created to assess the three distinct domains of the cognitive triad 

in adults. Similarly, a modified version of the CTI was created for the purpose of 

assessing the cognitive style of children (CTI-C; Kaslow, Stark, Printz, Livingston, & 

Tsai, 1992). These 36-item questionnaires are both psychometrically validated measures 

that can be completed in a relatively short amount of time (Beckham et al., 1986; Kaslow 

et al., 1992).  The measure has 12 item subscales that reflect the child’s view of the self, 

world and future. Given that the cognitive triad is a central component of Beck’s theory 

of depression (Beck, 1967), the present investigation will utilize the CTI-C to assess 

depressogenic cognitions. 

Summary of Cognitive Vulnerability and Cognitive Style  

Understanding the origins of cognitive vulnerability to depression has important 

implications for the treatment of depression. Research is lending support to theorists 

suggesting negative schemas constituting an increased vulnerability to depression are 

primarily learned via childhood experiences. Garber and Flynn (2001) suggest the 

experience of negative life events is likely one of most important factors underlying the 

development of cognitive vulnerability. Multiple studies have shown a direct relation 

between negative life events and depressogenic cognition (Cole & Turner, 1993; Garber 

& Flynn; Greenberg et al., 2008; Rienemann & Teeter Ellison, 2004; Rudolph et al., 

2001; Tram & Cole, 2001). The findings from these studies suggest negative life events 

not only have a direct effect on depression in childhood but are also a key factor in the 

developmental origins of maladaptive cognitions. In addition to negative life events, 

theorists have hypothesized depressive schemata are formed through early learning 
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experiences within the family (Beck et al., 1979). Researchers have shown children 

develop depressogenic cognitions via their parents through modeling, direct learning 

from the parents’ maladaptive cognitions, or indirect learning through the family 

environment. Research suggests exposure to a depressed mother may be one process by 

which negative cognitions develop in children (Garber & Flynn, 2001). Children’s 

maladaptive cognitions, both attributional style and cognitive triad, have been 

significantly associated with parental cognitive style or triad (Alloy et al., 2001; Garber 

& Flynn, 2001; Stark et al., 1996).  

Lastly, the family environment has been another avenue through which children 

may develop maladaptive cognitions. Lower levels of maternal acceptance (Garber & 

Flynn, 2001; Rudolph et al., 2001) and higher levels of rejection (Rudolph et al., 2001) 

have been associated with negative cognitions in adolescents. Negative parenting, often 

characterized by harsh, critical, and rejecting environments, has been associated with 

maladaptive cognitions in several studies (Gibb et al., 2001; Mezulis, Hyde, & 

Abramson, 2006; Rose, Abramson, Hodulik, Halberstadt, & Leff, 1994). Overall, 

negative life events and a negative family environment are all possible contributors of 

depressogenic cognition in children. 

Negative Life Events 

The experience of negative life events is widely believed to be a risk and 

maintenance factor for depression, and research on life stress and depression indicates 

that children and adolescents experiencing negative life events are more vulnerable to 

developing a depressive disorder (Kashani, Vaidya, Soltys, Dandoy, & Reid, 1990; 

Thoits, 1983). In fact, the experience of negative life events prior to an episode of 
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depression is one of the most common findings in the literature (Lewinsohn, Hoberman, 

& Rosenbaum, 1988). Approximately 60% to 70% of depressed adults have experienced 

at least one stressful life event in the year preceding the onset of the major depressive 

episode depressed individuals reported a greater number of negative events in the months 

preceding their depression than nondepressed individuals (Burton, Stice, & Seeley, 2004; 

Goodyer, Herbert, Tamplin, & Altham, 2000; Lewinsohn, Allen, Seeley, & Gotlib, 1999; 

Lewinsohn, et al., 1988).  

Researchers also have found that depressed individuals report up to six times as 

many negative life events as compared to non-depressed individuals (Brown & Harris, 

1978; Costello, 1982). Negative life events have been shown to predict depression in 

adolescence and adulthood. In a study with 9th graders, Tram and Cole (2000) assessed 

life events during the fall semester and found they predicted depression in the spring 

semester. Ge et al. (2001) reported that negative life events in the previous year predicted 

depression in the following year from the 8th to the end of 12th grade, after controlling 

for initial symptoms and other risk factors. Results from a study of a sample of 760 youth 

who were assessed in 1986 and again in 1992 indicated that adolescent life events did 

predict an increased risk for diagnosis of major depression in adulthood, controlling for 

prior levels of depression and anxiety (Pine, Cohen, Johnson, & Brook, 2002). Even the 

experience of minor negative events or “microstressors” has been shown to predict 

episodes of depression (Lewinsohn, Mermeistein, Alexander, & MacPhillamy, 1985). It 

is theorized that when individuals experience several negative life events, their resources 

may be overtaxed, leaving them unable to cope. Thus, negative life events may make 

individuals vulnerable to depression. 
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The relationship of the specific type of negative life event to depression has also 

been studied. Studies with adults find that specific life events are highly predictive of 

future depression (Tram & Cole, 2001; Ge et al., 2001). For example, childhood physical 

or sexual abuse prospectively predicts depression in adult women (MacMillan, Fleming, 

Streiner, Lin, Boyle, Jamieson, et al., 2001), and parental loss, either through divorce or 

death, has been associated with later depression (O’Connor, Thorpe, Dunn, & Golding, 

1999; Servaty & Hayslip, 2001). Several specific life events such as housing problems, 

loss, and interpersonal problems, were related to subsequent higher rates of depression in 

adult women (Kendler, Thornton, & Prescott, 2001).  

Negative cognitive schemas associated with depression are hypothesized to 

develop in response to stressful events in childhood (Beck, 1967). Once negative events 

have become cognitively encoded, schemas sensitize individuals to respond in a 

dysfunctional fashion to circumstances that resemble those experienced in childhood 

(Beck, 1967). Accordingly, individuals become more sensitive to certain types of life 

situations and tend to assert negative assumptions about many neutral or vague situations 

(Beck, 1967). In other words, individuals who experience negative life events may be 

more vulnerable to developing a depressive disorder, and depressed individuals are 

significantly more likely to have experienced undesirable life events than nondepressed 

individuals (Kashani, Vaidya, Soltys, Dandoy, & Reid, 1990).  

Treatment of Child and Adolescent Depression 

Depression during childhood and adolescence is a significant social concern, and 

given the increasing incidence rates of depression and the decreasing age of onset (OAS, 

2006), as well as the negative outcomes associated with depression (Fergusson & 
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Woodward, 2002; OAS; Weissman et al., 1999), early therapeutic intervention is 

imperative for children and adolescents with depression. Effective interventions may 

alleviate depressive symptoms; improve the quality of life for the individual in the short-

term; and possibly have long-lasting positive effects on the course of depression (Brooks 

& Kutcher, 2001). The evidence-based literature on the treatment of major depressive 

disorder in adolescents is growing and on children it is still somewhat limited, but 

suggests that CBT is an efficacious treatment for depressed children and adolescents 

(Birmaher et al., 1996b). Moreover, reviews of child and adolescent depression research 

suggest that CBT is both the most frequently investigated and the most empirically 

supported treatment for children and adolescents (Curry, 2001). Interpersonal therapy 

(IPT), another treatment of depression, has demonstrated evidence of efficacy with 

adolescents and adults (Curry, 2001). However, IPT has not been investigated with 

children. 

Cognitive Behavioral Theory and Therapy 

CBT is now one of the most empirically tested psychosocial interventions for 

depression in children and adolescents. It has roots in cognitive therapy, a short-term 

therapy for depression Aaron Beck developed in the 1960s (Beck, 1964). However, since 

its development, cognitive therapy has been adapted to be used with many different 

populations (Beck, 1995). Although cognitive therapy was designed to be structured, time 

limited, active, directive and used as an intervention for many different psychiatric 

disorders such as depression and anxiety (Beck, Rush, Shaw, and Emery, 1979). The 

theory that underlies cognitive therapy posits that the way an individual feels and acts is 

significantly affected by the way that individual views and organizes information they 
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receive about the world (Beck, 1976). The person’s schemas, or beliefs or assumptions, 

influence the person’s cognitions or thoughts (Beck, 1967).  

As stated previously, schemas about the self, the world, and others are usually 

developed in childhood (Beck, 1967, 1972, 1987; Kovacs & Beck, 1978), and these 

schemas include beliefs that become central to the way individuals view the world. These 

central beliefs are called core beliefs (Beck, 1995), and these beliefs influence the 

creation of other assumptions, rules, and attitudes called intermediate beliefs. The 

intermediate beliefs affect the automatic thoughts individuals have which then influence 

the person’s emotions and their behaviors. If an individual encounters many negative 

experiences early in life, schemas may develop that guide attention toward negative 

rather than positive events and lead to the enhanced recall of negative experiences (Scher, 

Segal, & Ingram, 2004). Such preferential processing reinforces the knowledge contained 

in schemas, ultimately leading to stable and negative views of the world (Markus, 1977). 

These depressogenic schemas provide access to a complex system of negative themes and 

cognitions that contribute to a pattern of negative self-referent information processing 

characterized by systematic errors in thinking (Beck, 1967, 1972, 1987; Kovacs & Beck, 

1978).   

Beck premised the cognitive theory of depression on the idea that negative 

interpretations of events increase vulnerability to depression. Negative interpretations can 

lead to feelings of depression and counter-productive behaviors, such as social 

withdrawal (Asarnow, et al., 2001).  Thus, cognitive behavioral therapy is directed at 

specific deficits, cognitive distortions, maladaptive cognitions and behaviors, and social 

and interpersonal problem solving with the goal of improving client skills. People with 
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psychological disturbance have distorted thoughts and schemas and those negative 

cognitions then impact their affect and behavior (Beck, 1995). The goals of cognitive 

therapy are to identify cognitive distortions and maladaptive schemas and then test and 

correct these cognitions and beliefs (Beck et al., 1979).  

The therapist works with the client to change their thinking about certain 

situations and their own difficulties which allows them to take charge of problems they 

thought they could not solve and develop a more realistic view of themselves. These 

changes in thinking are then expected to lead to symptom reduction. Clients are 

specifically taught to develop an awareness of their negative thoughts, to test their 

negative thoughts using evidence, and to replace distorted thoughts with more realistic 

thoughts. They are also taught to understand that thoughts, feelings, and behaviors are 

related. Through therapy clients are encouraged to become aware of their distorted beliefs 

and how those beliefs change how they perceive their world and then work to change 

those beliefs (Beck et al., 1979). 

Cognitive Behavioral Interventions with Children and Adolescents 

Although originally developed for use with adults, over the past 10 years CBT 

techniques have been adapted for use with children and adolescents, and have been 

investigated across a variety of disorders. Cognitive behavioral interventions for youth 

with depression can include a variety of different components (Stark et al., 2006) but they 

are all based upon the same goal. The goal of CBT is to impart a set of skills that children 

and adolescents can use to change both their behaviors and cognitions in order to improve 

their moods when they encounter stressors outside of therapy, and long after therapy has 

ended (Compton et al., 2004; Gillham, Chaplin, Reivich, & Hamilton, 2008).  
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The CBT therapist creates a collaborative relationship with clients to assist them 

in developing different ways to think and act, decreasing their depressive symptoms, and 

reducing their risk of depression recurrence (Compton et al., 2004). The skills that the 

therapist helps the client to develop include regulating emotions, coping, social skills, 

developing effective problem-solving skills, learning to restructure negative thoughts and 

beliefs, developing positive views of oneself and the future, and learning to associate 

positive results with global, stable, and internal causes (Compton et al., 2004; Stark et al., 

2006). The therapist also teaches the participant about depression and supports the 

participant in creating and making progress on individual goals (Compton et al., 2004). 

Parent components are also sometimes part of a CBT intervention and often focus on 

training the parents in positive reinforcement, effective communication, parenting 

techniques, increasing the number of pleasant activities the family does together, and 

helping them to develop a positive environment within the family (Compton et al., 2004). 

Efficacy of Cognitive Behavioral Therapy in Treating Child and Adolescent Depression 

Evidence of the efficacy of CBT is growing. In a review by Compton, Burns, 

Egger, and Robertson (2002), they identified six well-designed studies of cognitive-

behavioral interventions with children reviewed the research focused on intervention 

studies conducted exclusively with children ages 6 through 12:  Kahn, Kehle, Jenson, and 

Clark (1990); Stark, Reynolds, and Kaslow (1987); Liddle and Spence (1990); Vostanis, 

Feehan, Grattan, and Bickerton (1996); Jaycox, Reivich, Gillham, & Seligman (1994); 

Weisz, Thurber, Sweeney, Proffitt, & LeGagnoux (1997). These studies shared many key 

elements, including cognitive restructuring, social and interpersonal problem–solving 

skills, decision-making skills, relaxation training, and coping strategies. In addition, these 
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studies employed similar techniques for intervention, such as psychoeducation, 

discussion, modeling, role-playing, self-monitoring, corrective feedback, reinforcement 

of adaptive responses, and homework assignments.   

Due to the somewhat limited amount of research on interventions targeting 

childhood depression, studies in which participants covered a greater age range or were 

adolescents are included in the remainder of this discussion for the purpose of broadening 

the scope of possible explanations for effects of depression screening and assessment. A 

number of other studies have also provided support for using cognitive behavioral 

therapy with adolescents (Brent, et al., 1997; Clarke, Rohde, Lewinsohn, Hops, & Seeley, 

1999; Kaufman, Rohde, Seeley, Clarke, & Stice, 2005; Lewinsohn, Clarke, Hops, & 

Andrews, 1990; Reinecke, Ryan, & DuBois, 1998; Reynolds & Coats, 1986; Weisz, 

Weiss, Han, Granger, & Morton, 1995; Wood, Harrington, & Moore, 1996).   

Outcome studies suggest that cognitive-behavioral approaches may be efficacious 

for treating depression among adolescents (Fonagy, Target, Cottrell, Phillips, & Kurtz, 

2002; Moore & Carr, 2000; Reinecke, Ryan, & DuBois, 1998; Weisz, McCarty, & 

Valeri, 2006). Outcome research with depressed prepubertal youth, although more 

limited, also is encouraging. A meta-analysis by Reinecke, Ryan, and Dubois (1998) 

found a moderate to large effect size for post-test scores from CBT trials with depressed 

adolescents. Studies evaluating the use of CBT with young adolescents and children have 

shown that CBT is superior to no treatment (Asarnow, Scott, & Mintz, 2002; Butler, 

Miezitis, Friedman, & Cole, 1980; De Cuyper, Timbremont, Braet, De Backer, & 

Wullaert, 2004; Stark, Reynolds, & Kaslow, 1987; Weisz, Thurber, Sweeney, Proffitt, & 

LeGagnoux, 1997) and attention control groups (Butler et al.). Liddle and Spence (1990) 
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did not find that CBT was superior to no treatment or an attention control group, 

however, their small sample size limited the power of their analyses. In addition, their 

results indicated that the CBT group showed twice as much reduction in symptoms than 

the other groups. 

The efficacy of cognitive behavioral therapy for children and adolescents has 

been compared to other treatments, including relaxation training, non-directive 

supportive therapy, self-modeling, and life skills therapy. Interestingly all of the 

alternative therapies proved to be effective in reducing symptoms of depression in youth, 

an indication that “non-specific therapeutic effects” are involved in the process of change 

(Kaufman, et al., 2005). In some studies, the alternative treatments appeared to be as 

effective as cognitive behavioral therapy (Liddle & Spence, 1990; Stark et al., 1987). In 

other instances the participants receiving CBT reached normal range by the end of the 

intervention at twice the rate of those receiving other treatments (Kahn et al., 1990) or 

showed cognitive changes that could be attributed specifically to cognitive behavioral 

therapy (Kaufman, et al., 2005). This could suggest that some children who are 

experiencing depression are highly responsive to intervention.   

Other studies have suggested that CBT is superior to traditional school counseling 

groups (Stark, 1990), systemic behavioral family therapy, and nondirective supportive 

therapy (Brent et al., 1997). Results from a study by Vostanis, Feehan, Grattan, and 

Bickerton (1996) suggested that CBT was not superior to non-focused supportive therapy 

but their results may be questionable since the treatment received as part of this study 

consisted of only two to nine therapy sessions given over one to five months. The 

Treatment for Adolescents with Depression Study (TADS) Team (2004) compared 
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fluoxetine pharmacological treatment, CBT, a combination of both, and a control placebo 

group for depressed adolescents. They found that the combination of fluoxetine and CBT 

produced the most improvement. CBT was found to be less effective than fluoxetine and 

not superior to the placebo group after 12 weeks of treatment. Kuehn (2007), however, 

cited research from the TADS team who reported new findings at the annual meeting of 

the American Academy of Child and Adolescent Psychiatry in 2005. These results 

suggested that after receiving 18 weeks of treatment, adolescents receiving CBT alone 

had just as much treatment response as those receiving fluoxetine and after 36 weeks of 

treatment the youth who received CBT alone had a treatment response that was 

comparable to the participants who received both CBT and fluoxetine.  

Rosello and Bernal (1999) compared individual CBT to interpersonal therapy and 

a control condition and found that the two treatments were equally efficacious and both 

were superior to the waitlist control condition. The results of this study were limited, 

however, due to a small sample size and outcome measures that were based on only self-

report data. In addition, Stark et al. (2006) explained that the generalizability of the study 

by Rosello and Bernal may have been impacted by their use of a nonstandard CBT 

treatment protocol.  

Others have compared full CBT interventions to relaxation training which is one 

component of CBT programs. Kahn, Kehle, Jenson, & Clark (1990) compared three 

interventions; CBT, relaxation only, and self modeling only, to a waitlist control. They 

found that all three interventions were superior to the control condition but there were no 

significant differences between the interventions. Reynolds and Coats (1986) compared 

CBT, relaxation training, and a waitlist control condition. Both the CBT and relaxation 



  

53 
 

training showed significantly better results than the control condition but there was no 

difference between the treatments. Wood, Harrington, and Moore (1996), however, found 

that CBT was superior to relaxation training in terms of self-esteem, reductions in 

symptoms, global functioning, and patient satisfaction. Birmaher et al. (1996b) suggest 

that determining whether to include parents in the treatment of children and adolescents 

with depression is important because research has suggested that the families of youth 

who are depressed often have high rates of conflict and parental psychopathology 

(Birmaher et al., 1996b).   

Although several CBT studies included parent components, only two directly 

compared a parent training plus child CBT treatment condition with a child CBT only 

condition (Clarke et al., 1999; Lewinsohn et al., 1990). These studies found that although 

there was some more diagnostic improvement among youths in the CBT and parent 

training group, the differences were not statistically significant between the two groups. 

Lewinsohn et al.’s (1990) study, however, found that the parents of youth in the parent 

training condition saw their children more positively at the end of treatment than the 

parents of youth in the group without parent training. 

Summary of the Treatment of Child and Adolescent Depression 

Developing early effective interventions for depressed children and adolescents is 

important in order to provide these individuals relief from their current depressive 

symptoms, improve their quality of life, and positively impact their future development 

(Brooks & Kutcher, 2001). Research on treating depression suggests that psychotherapy 

is an effective initial treatment for depressed children and adolescents (Birmaher et al., 

1996b). Reviews of psychotherapy treatment studies for children and adolescents with 
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depression suggest that CBT is both the most frequently investigated and the most 

empirically supported treatment for this population (Curry, 2001). Studies have generally 

found that CBT is superior to no treatment for young adolescents and children with 

depression (Asarnow et al., 2002; Butler et al., 1980; De Cuyper et al., 2004; Stark et al., 

1987; Weisz et al., 1997). CBT programs for older adolescents that either involve group 

therapy for adolescents only or group therapy and an additional parent training 

component have been found to be effective as well (Clark et al., 1999; Lewinsohn et al., 

1990).  

When compared to other treatments, CBT has been generally found to be as 

effective (Kahn et al., 1990; Reynolds & Coats, 1986; Rosello and Bernal, 1999) or more 

effective (Brent et al., 1997; Stark, 1990; Wood et al. 1996) at reducing depressive 

symptoms or diagnoses. Since research has suggested that the families of youth who are 

depressed often have high rates of conflict and parental psychopathology (Birmaher et al., 

1996b), researchers have tried to determine whether adding a parent training component 

to CBT interventions for youth increases the efficacy of the interventions. Only two 

studies directly compared a CBT plus parent training component condition with a CBT 

only condition and both were with older adolescents (Clarke et al., 1999; Lewinsohn et 

al., 1990). These studies found that although there was some additional diagnostic 

improvement among youths in the parent training group, the differences were not 

significant between the two groups. Lewinsohn et al.’s (1990) study, however, found that 

the parents of youth in the parent training condition saw their children more positively at 

the end of treatment than the parents of youth in the group without parent training.  
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Overall, research suggests that CBT is generally an efficacious treatment for 

children and adolescents with depression. However, questions remain about how CBT 

reduces depressive symptoms and whether some individuals respond better to CBT 

instead of other treatments.  

Sudden Gains in Treatment 

Over the course of therapy, some individuals experience relatively large, rapid, 

stable decreases in depressive symptoms (Tang & DeRubeis, 1999). These relatively 

large, rapid decreases are called sudden gains. Tang and DeRubeis (1999) assessed 

sudden gains at every cognitive therapy session, twice-weekly during approximately the 

first half of the protocol and once-weekly during the second half. In contrast, the present 

study’s data set included bi-weekly assessments throughout treatment (i.e., an assessment 

after two therapy sessions). Consequently, the procedure of the present study is a partial 

departure from Tang and DeRubeis's (1999) study and is a limitation of the present study. 

Other studies have used weekly assessments to examine sudden gains, which also is a 

departure from the Tang and DeRubeis study (e.g., Gaynor, Weersing, Kolko, Birmaher, 

Heo, & Brent, 2003; Tang, Luborsky, & Andrusyna, 2002; Vittengl et al., 2005). 

However, with the exception of the study by Vittengl et al. (2005), these studies had only 

one therapy session per week and were consistent with Tang and DeRubeis (1999) in 

using session by-session data.  

Ilardi and Craighead (1994) were the first to call attention to the time course of 

participant response when they pointed out that 60 to 70% of symptom reduction in most 

cognitive behavioral therapy studies occurs in the first four weeks of therapy. Therefore, 

sudden gains in cognitive behavioral studies often occur prior to the introduction of 
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specific cognitive behavioral strategies. As a result, Ilardi and Craighead (1994) proposed 

that much of the gains in cognitive could be due to nonspecific effects. Conversely, Tang 

and DeRubeis (1999) and Tang, DeRubeis, Beberman, and Pham (2005) presented 

research indicating that cognitive changes in participants were observed in the CBT 

session immediately preceding sudden therapeutic gains. These cognitive changes were 

thought to have triggered the sudden gains. The authors suggested that sudden gains 

might be critical to the effectiveness of CBT and would occur more frequently in CBT 

than other therapies. In other words, if cognitive change produces sudden gains, then 

CBT would be expected to be more effective at producing sudden gains than approaches 

that do not emphasize the importance of modifying and/or restructuring negative thoughts 

(e.g., supportive therapy).  

However, the results of a study conducted by Gaynor et al. (2003) contradict these 

findings, and other investigations have shown sudden gains in CBT without documented 

cognitive changes (Kelly, Roberts, & Ciesla, 2005). Furthermore, sudden gains occur in 

therapies other than cognitive behavioral therapy, including supportive-expressive 

therapy (Tang, Luborsky, & Andrusyna, 2002); systemic behavioral family therapy, and 

nondirective supportive therapy, although CBT results in fewer reversals of sudden gains 

(Gaynor et al., 2003). 

Gaynor and colleagues suggested that there may be no harm in providing CBT to 

all depressed youth, but the first line of care for depressed adolescents could be the 

presentation of a credible treatment rationale with a set of associated therapeutic 

procedures that do not have any specific orientation. Gaynor et al. (2003) then posits that 

“if after 5-10 sessions of such care significant improvements have not been noticed, 
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specialized treatment in the form of CBT would appear recommended” (p. 391). Fifty-

five percent of participants in the Gaynor et al. (2003) study were likely to experience 

positive outcomes regardless of treatment modality (e.g., CBT, nondirective supportive 

therapy). However, CBT may be able to reduce symptoms of depression in individuals 

who do not experience sudden gains, meaning that if individuals do not experience 

sudden gains, learning CBT techniques and strategies may be crucial to symptom 

reduction. In that case, it would be beneficial to be able to predict who would experience 

sudden gains and who would not, in order to better inform treatment decisions. 

Unfortunately, it is not yet known why sudden gains occur nor is it possible to 

determine who will experience sudden gains in therapy. In one study, higher depressive 

symptoms as measured by the BDI predicted subsequent sudden gains in those 

individuals (Vittengl et al., 2005). However, participants who experienced sudden gains 

in the studies conducted by Gaynor et al. (2003) and Hardy et al. (2005) were no more 

depressed than the participants who did not experience a sudden gain, according to their 

responses to the BDI. However, other factors could have influenced the level of 

depression severity (e.g., length of depressive episode, comorbidity). Still, there is a 

paucity of research in this area and much is still to be studied. It may be that cognitive 

changes affect sudden gains, or perhaps other characteristics of the participants affect 

sudden gains. In particular, this study will examine if the girls who experienced sudden 

gains during treatment differed in regard to family environment, negative life events, or 

cognitive style at post-treatment.  

In regard to the participant characteristics that will be examined in the present 

study, only one previous study of sudden gains included a life events measure (Hardy, 
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Cahill, Stiles, Ispan, Macaskill, & Barkham, 2005). In that study, individuals who 

experienced sudden gains did not differ significantly in the number of good life events or 

bad life events from participants who did not experience sudden gains. Prior to 

conducting the study, the authors had hypothesized that sudden gains might reflect 

positive events in the week before the sudden gain, but they found no association with the 

number or type (positive or negative) of significant life events that preceded sudden gain 

sessions. This finding may indirectly support the idea that the sudden gains are due to 

therapy rather than to events in participants’ lives (Hardy et al., 2005). However, research 

is limited in this area, and studies of sudden gains and negative life events have not been 

conducted with children.  

It has been suggested that sudden gains may not be treatment effects, but rather 

sudden gains may be a natural part of the course of depression (Hardy et al., 2005). 

Depression is episodic and individuals may experience a lessening of their symptoms 

periodically over the course of an episode. In a study conducted by Vittengl et al. (2005), 

sudden gains occurred approximately at the same rate in pill placebo condition and the 

pharmacotherapy condition with clinical management as in cognitive therapy. 

Spontaneous recovery and other nontreatment factors in control condition wait-lists may 

generate some sudden gains as well (Tang et al., 2007). However, the rates of sudden 

gains in control conditions should be significantly less than rates in treatment conditions, 

if sudden gains are effects of treatment. A limitation in the sudden gains literature is that 

besides the inclusion of a pill-placebo group in the Vittengl et al. (2005) study, no studies 

of sudden gains have included a control group. The present study will assess whether 

girls who were in the minimal contact control condition experienced sudden gains despite 
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not having entered treatment yet, in order better understand whether sudden gains are 

effects of treatment. 

Defining Sudden Gains 

Tang and DeRubeis (1999) delineated what constitutes sudden gains in cognitive 

therapy. They studied changes from measurements taken immediately before one session 

(called the pre-gain session, labeled BDI N) to measurements taken immediately before 

the next session (the after-gain session, BDI N _ 1). Tang and DeRubeis (1999), stated 

that “a sudden gain occurred between Session N and Session N + 1 if (a) the gain was at 

least 7 BDI points (BDI N - BDI N + 1 > 7); (b) the gain represented at least 25% of the pre-

gain session’s BDI score (BDI N - BDI N +1 > 0.25 x BDI N); and (c) the mean BDI score 

of the three therapy sessions before the gain (Sessions N - 2, N - 1, and N) was 

significantly higher than the mean BDI score of the three therapy sessions after the gain 

(Sessions N + 1, N + 2, and N + 3) using a two-sample t test, with an alpha of .05” (p. 

895).  

Authors in the sudden gains literature have acknowledged that these three criteria 

are somewhat arbitrary, subject to criticism and revision. Critical discussion is essential, 

as the criteria link the theoretical concept of sudden gains with empirical observation 

(Hardy et al., 2005). Tang and DeRubeis (1999) justified the 7-BDI point gain criterion 

on the basis of previously reported secondary peaks in frequency distribution plots of 

between sessions BDI score changes. A 7-point gain on the BDI was close to the BDI’s 

reliable change index (RCI), which has been defined in the literature on clinically 

significant change as a pre-treatment–post-treatment difference that, when divided by the 

standard error of the difference, is equal to 1.96 (for formulas, see Jacobson & Truax, 
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1991, p. 14). In the present study, the RCI for the BDI-Y will calculated, and that will set 

the gain criterion. 

Tang and DeRubeis (1999) did not justify their second criterion, requiring that the 

gain be at least 25% of pre-gain session score, except to assert that “a sudden gain should 

be large relative to depressive symptom severity before the gain” (p. 895). According to 

Hardy et al. (2005) Tang and DeRubeis’ second criterion is problematic because it 

assumes that symptom intensity measures are ratio scales, “whereas at best they are 

roughly interval scales and so are sensitive to arbitrary scaling decisions” (p. 61). In the 

study conducted by Stiles et al. (2003) dropping this criterion yielded only one additional 

sudden gain client in their data (24, instead of 23, of 135 clients studied), suggesting that 

it contributed very little to the discrimination. Accordingly, the 25%-of pre-gain-session 

criterion will not be used in the present study.  

As for the third criterion presented by Tang and DeRubeis (1999), Hardy et al. 

(2005) and others have pointed out that the three pre-gain and three after-gain scores are 

not independent observations, and positive autocorrelation effects are likely to inflate the 

t value, whereas negative autocorrelation effects are likely to deflate the t value, so that 

the comparison is not a valid inferential test. Sudden gains have not been examined with 

children and it is uncertain how many, if any, participants will experience sudden gains in 

the present study. Due to concerns about the validity of this criterion and concerns about 

sample size and power, the third criterion will not be used in the present study unless 

there appear to be a high rate of sudden gains.  

As in the previous studies, a reversal of sudden gains occurs whenever a 

participant loses 50% or more of the symptom improvement that composed her sudden 
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gain. Participants who experience a reversal will be included in analyses, but after 

analyses excluding them have been conducted. 

Effects of Sudden Gains 

A CBT sudden gain can concentrate more than 50% of a patient’s total 

improvement in one between-session interval (Tang, DeRubeis, Beberman, & Pham, 

2005). In the study conducted by Tang et al. (2005), sudden gains were experienced by 

46% of the participants in one treatment condition (a variation of CBT) and by 43% of 

the participants in another treatment condition (cognitive therapy). The median session at 

which sudden gains occurred was Session 5 the variation of CBT condition and Session 8 

in the cognitive therapy condition (Tang et al., 2005). In the study by Gaynor et al. 

(2003), almost 40% of the participants experienced a sudden gain, 85% of the sudden 

gains occurred by the end of 5 therapy sessions, and 100% of the sudden gains occurred 

by the end of 10 therapy sessions. Fifty-five percent of the total number of participants 

maintained their gains over the course of treatment. Sudden gains occurred across all 

three treatment conditions:  cognitive-behavioral therapy, strategic behavioral family 

therapy, and non-directive supportive therapy. The non-directive supportive therapy was 

intended as a non-specific therapeutic factors control group, but it produced better 

outcomes than the strategic behavioral family therapy group (Gaynor et al., 2003).   

Sudden gains may predict significantly more favorable short- and long-term 

therapeutic outcomes. Tang and DeRubeis (1999) found that participants who 

experienced sudden gains during treatment were significantly less depressed than were 

other participants who responded to treatment at 6 and 18 months (but not 12 months) 

after treatment. For adolescents who experienced sudden gains, cognitive-behavioral 
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therapy produced significantly better outcomes (Gaynor et al., 2003). It is hypothesized 

by some researchers that participants who experience sudden improvement early in 

treatment usually maintain those gains over time, improve more than other participants, 

and have a higher recovery rate (Kelly et al., 2005; Tang, et al., 2005; Tang, DeRubeis, 

Hollon, Amsterdam & Shelton, 2007; Stiles et al., 2003).   

However, in a study by Vittengl et al. (2005), sudden gains predicted more 

depressive symptoms and negative failure attributions in longitudinal follow-up of the 

participants who responded during the acute phase cognitive therapy (Vittengl et al., 

2005). Sudden gains did not predict scores on six other measures (three depressive 

symptom, two social–interpersonal, and one cognitive), and sudden gains did not predict 

the recurrence of depression. The authors speculated that the slightly poorer outcomes for 

individuals with sudden gains in their study could have reflected the labile mood typical 

of some individual with depression and related disorders.  

There were also limitations to the Vittengl et al. (2005) study in that instead of 

session-by-session BDI scores, they used BDI scores of every other session for the first 

16 sessions. The sudden gains criteria proposed by Tang and DeRubeis (1999) required 

improvement in one between-session interval to meet the criteria, while Vittengl et al. 

(2005) only required improvement accumulated over two intervals to meet the criteria 

before Session 16. This enables modest gains to pass the criteria. The present study did 

not assess the participants every session; rather assessments were conducted bi-weekly. 

However, the amount of symptoms reduction was increased from the original criteria in 

order to correct for this limitation.  
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Implications for the Study of Sudden Gains 

It may be that sudden gains are one of several possible patterns of acute phase 

treatment response. The study conducted by Vittengl et al. (2005) supported the short-

term validity of sudden gains in cognitive therapy, but indicated that they occur just as 

frequently in somatic treatments and have minimal long-term sequelae among individuals 

who respond to the acute phase cognitive therapy. Consequently, sudden gains may 

represent only one pathway to acute phase treatment response, they may not be restricted 

to psychotherapy, and provide no advantages to those who respond to treatment.  

However, much is still known about the nature of sudden gains, the characteristics 

of the individuals who experience sudden gains, and the effects sudden gains. 

Understanding sudden gains, when they occur, their causes and consequences might be 

important in preventing relapses in depression (Tang et al., 2007). Also, evaluating the 

patterns of symptomatic change occurring over the course of treatment may reveal 

treatment specific effects, thereby pointing toward mechanisms of action in CBT. It may 

also be useful to predict who will experience sudden gains in treatment as the presence of 

sudden gains may enhance the effects of CBT (Tang et al., 2005). Therefore, the study of 

sudden gains may be important for improving treatment process and outcome, and 

warrants additional research.  

Statement of the Problem 

Depression has been characterized as one of the most common mental health 

disorder among children and adolescents (Lewinsohn et al., 1988). Approximately 15 to 

20% of children and adolescents may experience major depressive disorder (MDD) 
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(Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993), and prevalence rates indicate that 

the occurrence of depression is on the rise, particularly in younger children (Klerman & 

Weissman, 1989; OAS, 2006). Early-onset MDD tends to continue into adulthood, 

meaning that children and adolescents who experience an episode of MDD are more 

likely to experience more depressive episodes in adulthood (Birmaher, et al., 1996a; 

Lewinsohn et al., 1999). Depression in youth has been found to be related to substance 

abuse, suicidal behaviors, and future social, academic, and work related difficulties 

(Fergusson & Woodward, 2002; OAS), 2006; Weissman et al., 1999). In addition, 

depressive disorders in youth increase the risk of experiencing future psychopathology 

including depression recurrence (Lewinsohn, Rhode, Klein, & Seeley, 1999; Rao et al., 

1995). Depression is also associated with difficulty in occupational functioning, less 

satisfaction with life, poor health, and in extreme cases, suicide (Gotlib et al., 1995; 

Kandel & Davies, 1986; Lewinsohn et al., 1998; Rao et al., 1995).   

Early adolescence appears to be a significant period in the development of 

depression among girls, and the prevalence of this serious disorder among girls tends to 

dramatically increase over the course of adolescence (Hankin et al., 1998; Nolen-

Hoeksema, 1994; Petersen et al., 1993). These findings support the need to increase our 

understanding of depression in early adolescent girls in order to better treat depression in 

this population. 

Since depressive disorders are common in children and adolescents, the 

development of effective interventions is imperative. Effective interventions could 

provide individuals relief from their depressive symptoms, improve their quality of life, 

and positively impact their future development (Brooks & Kutcher, 2001). Research 
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suggests psychotherapy is an effective initial treatment for depressed children and 

adolescents (Birmaher, Ryan et al. 1996b) and reviews of psychotherapy treatment 

studies for youth with depression suggest CBT is both the most frequently investigated 

and the most empirically supported treatment for this population (Curry, 2001). 

Cognitive-behavioral therapy (CBT) for depression was designed to alleviate depression 

by helping individuals modify their cognitive processes (Beck, Rush, Shaw, & Emery, 

1979).  

 Research is demonstrating that the symptom relief experienced by individuals 

during psychotherapy may occur not occur gradually over the course of treatment, but 

rather, suddenly, between the beginning of one session and the beginning of the next 

(Gaynor et al., 2003; Stiles et al., 2003; Tang & DeRubeis, 1999; Tang, Luborsky, & 

Andrusyna, 2002; Vittengl et al., 2005). These sudden improvements in symptoms are 

called sudden gains. Not much is known about who experiences sudden gains or why 

sudden gains occur. Sudden gains may result in favorable short-term and long-term 

outcomes (e.g., Hardy et al., 2005; Tang & DeRubeis, 1999) or less favorable outcomes 

(Vittengl et al., 2005).  

Two important limitations in the current literature concerning sudden gains is that 

studies have focused primarily individual therapy and on adults and adolescents (ages 13 

to 18), and not children and younger early adolescents. It is important to replicate adult 

and adolescent studies with child studies in order to understand whether children and 

adolescents also experience sudden gains and whether sudden gains affect their treatment 

outcomes. In order to better understand what individual characteristics may affect sudden 

gains, the present study will include potential maintenance factors of depression. 
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Cognitive style, negative life events, and family environment will be investigated in order 

to determine whether participants who experience sudden gains differ on those factors 

than participants who do not experience sudden gains. Currently, only one study has 

included a measure of negative life events and no studies of sudden gains have included 

measures of cognitive style or family environment.   

Research Hypotheses 

Hypothesis 1 

 Approximately 30 to 40% of the girls in the CBT and CBT+PT conditions will 

experience sudden gains (i.e., a significant improvement in their symptoms in between 

assessments conducted over the course of therapy). 

Rationale. In some previous sudden gain studies (Gaynor et al., 2003; Hardy et 

al., 2005; Tang & DeRubeis, 1999), approximately 39 to 41% of the participants 

experienced sudden gains. In the study conducted by Tang et al. (2005), Sudden gains 

were experienced by 46% of the participants in one treatment condition (a variation of 

CBT) and by 43% of the participants in another cognitive therapy condition. Other 

studies of sudden gains have report different rates of sudden gains, and the percentage of 

participants who experienced sudden gains ranged from 17%–50%. It has been suggested 

that these variations might reflect differences between cognitive therapy and other 

therapies or between the two instruments used to assess the gains, or between randomized 

clinical trials and routine practice. However, these studies were conducted with 

adolescents and adults, so it is unknown what percentage of younger participants will 

experience sudden gains. 
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Hypothesis 2  

The CBT+PT condition and the CBT only condition will have similar rates of sudden 

gains. The CBT+PT condition may have a slightly higher rate of sudden gains than the 

CBT only condition, but the difference will not be statistically significant. The minimal 

contact control condition will have few, if any, girls who experienced sudden gains. 

Rationale. Sudden gains occurred with different treatment modalities, like 

cognitive-behavioral therapy, strategic behavioral family therapy, and non-directive 

supportive therapy (e.g., Gaynor et al., 2003; Tang, Luborsky, & Andrusyna, 2002). As 

discussed previously, several CBT studies included parent components, but only two 

directly compared child CBT + parent training treatment condition with a child CBT only 

condition (Clarke et al., 1999; Lewinsohn et al., 1990). These studies found that although 

there was some more diagnostic improvement among youths in the CBT and parent 

training group, the differences were not statistically significant between the two groups.  

Since CBT+PT and CBT are treatment conditions, both are expected to have 

significantly more sudden gains than the minimal contact control. However, in one 

research study (Vittengl et al., 2005) sudden gains occurred approximately at the same 

rate in pill placebo, suggesting that sudden gains may not be the result of therapy. It is 

important to note that the Vittengl et al. (2005) study design may have included more 

modest sudden gains in the analyses, which may have made it seem as if sudden gains 

were occurring more frequently. Sudden gain studies have not included a minimal contact 

control condition and it is crucial to explore whether sudden gains occur significantly 

more in treatment, or whether they can be part of the natural course of depression.  
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Hypothesis 3  

The majority of participants in treatment will experience sudden gains by the fifth session 

of treatment.  

Rationale. In previous sudden gain studies, the sudden gains occurred early in 

therapy, with the median session at which sudden gains occurred was Session 5 (Stiles et 

al., 2003; Tang & DeRubeis, 1999; and Tang et al., 2002) and Session 8 (Tang et al., 

2005). In the study by Gaynor et al. (2003), 85% of the sudden gains occurred by the end 

of 5 therapy sessions, and 100% of the sudden gains occurred by the end of 10 therapy 

sessions. Although, it is important to note that the previous studies focused on 

adolescents and adolescents. Sudden gains may occur earlier or later for younger 

participants. 

Hypothesis 4  

Participants who experienced sudden gains in treatment will have a significantly greater 

reduction in depressive symptoms (lower continuous total depression scores on the K-

SADS-IVR) at post-treatment and at the one year follow-up.  

Rationale. In the majority of research studies investigating sudden gains, 

individuals who experienced sudden gains during treatment had significantly better short- 

and long-term therapeutic outcomes (Tang & DeRubeis, 1999). For adolescents who 

experienced sudden gains, cognitive-behavioral therapy produced significantly better 

outcomes (Gaynor et al., 2003). In a previous study of sudden gains, participates were 

rated by K-SADS interviewers on the Children’s Global Assessment Scale (Gaynor et al., 

2003). The CGAS resulted in medium to large effect size estimates in the group that 

experienced sudden gains, suggesting greater change occurred in that group.  
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Hypothesis 5  

Participants who experienced sudden gains will have reported a more positive cognitive 

style at post- treatment and at the one year follow-up than participants who did not 

experience sudden gains in treatment.  

Rationale. This is an exploratory hypothesis given the limited research regarding 

the study of cognitive style (using the Cognitive Triad Inventory-Child) and its effect on 

sudden gains in therapy for youth. However, Tang et al. (2005) reported that participants 

reported cognitive changes in the sessions preceding sudden gains. It will be interesting 

to investigate whether participants who experience sudden gains had a more positive 

cognitive style pre or post treatment when compared to the participants who did not 

experience sudden gains. 

Hypothesis 6  

Participants who experienced sudden gains in treatment will have reported fewer negative 

life events at post-treatment and at the one year follow-up than did participants who did 

not experience sudden gains in treatment.  

Rationale. This is an exploratory hypothesis given that the potential effect of life 

events on sudden gains was investigated in only one previous study (Hardy, Cahill, Stiles, 

Ispan, Macaskill, & Barkham, 2005). In that study, individuals who experienced sudden 

gains did not differ significantly in the number of good life events or bad life events from 

participants who did not experience sudden gains. As speculated previously, perhaps the 

recall of negative life events may be affected by participants’ level of depressive 

symptoms at post-treatment. Depressed individuals report up to six times as many 

negative life events as compared to non-depressed individuals (Brown & Harris, 1978; 
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Costello, 1982). Participants who experience sudden gains may have fewer symptoms of 

depression at the end of treatment and may recall fewer negative events when compared 

to participants who did not experience negative life events. These ideas are highly 

speculative, but given the limited research on this topic, more research needs to be 

conducted.  

Hypothesis 7 

Participants who experienced sudden gains will have reported more family cohesion and 

support at post-treatment and at the one year follow-up than did participants who did not 

experience sudden gains in treatment. 

 Rationale. This is an exploratory hypothesis given that no previous studies of 

sudden gains included measures of family environment. Perceiving the family 

environment to be unsupportive or punitive or incohesive could affect the onset of 

depression and might also affect the reoccurrence of depressive symptoms. One of the 

most consistent findings reported across studies is that depressed children come from 

families where there is a lack of support and approval from the family (Sheeber & 

Sorensen, 1998; Stice, Ragan, & Randall, 2004). It will be interesting to examine whether 

participants who experience sudden gains had a more cohesive and/or less conflictual 

family environments pre or post treatment when compared to the participants who did not 

experience sudden gains. 
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CHAPTER 3 
 

Method 
 

Participants 

The sample of the present study includes 136 girls, aged 9 to 14 (M=10.67, 

SD=1.33), enrolled in grades 4 to 7 (M=5.38, SD=1.15), in two suburban central Texas 

school districts. The participants are from a larger study evaluating the effectiveness of 

cognitive-behavioral therapy with and without a parent-training component for early 

adolescent girls with a depressive disorder. All of the girls met criteria for a current 

depressive disorder including Major Depression (n=97), Dysthymic Disorder (n=19), 

Major Depressive Disorder in Partial Remission (n=16), Depressive Disorder Not 

Otherwise Specified (n=3), or Adjustment Disorder with Depressed Mood (n=1). The 

demographic information for the participants and their parents in the current study is 

presented in Table 1. Refer to Table 2 for the number of participants who met criteria for 

each psychiatric diagnosis at pre-treatment and at post-treatment. 
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Table 1 

Summary of Participant Demographic Variables (N=136) 

Variable  Frequency Percent 

Age   
       9 34 25 
      10 32 23.5 
      11 27 19.7 
      12 31 22.6 
      13 11 8.0 
      14 1 0.7 
Grade   
       4 41 30.1 
       5 33 24.2 
       6 32 23.4 
       7 31 22.6 
Ethnicity of participants         
African American 15 10.9 
Asian 3 2.2 
Biracial/Multiethnic 11 8.0 
European American 55 40.1 
Latina 52 38.2 
Parent Education Status  
Less than high school 2 1.5 
Some high school 6 4.4 
Finished high school/GED 16 11.7 
Some college/junior college 31 22.6 
Finished 4 year college 19 13.9 
Advanced degree 11 8.0 
Unknown/Missing 51 37.5 
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Table 2 
 

Summary of Participant Diagnoses at Pre-treatment (N=136) 

Diagnosis Frequency Percent 

Major Depressive Disorder 98 71.35 
Dysthymia 26 19.0 
Depressive Disorder NOS 3 2.2 
Adjustment Disorder with Depressed 
Mood 

1 0.7 

Major Depressive Disorder in Partial 
Remission 

16 11.7 

Generalized Anxiety Disorder 46 33.6 
Specific Phobia 17 12.4 
Separation Anxiety 9 6.6 
Post Traumatic Stress Disorder 5 3.7 
Social Phobia 6 4.4 
Panic Disorder 1 0.7 
Anxiety Disorder NOS 3 2.2 
Eating Disorder 2 1.5 
Oppositional Defiant Disorder 3 2.2 
Attention Deficit Disorders 16 11.7 

 
Table 3 
 

Summary of Participant Diagnoses at Post-treatment (N=136) 

Diagnosis Frequency Percent 

Major Depressive Disorder 27 19.9 
Dysthymia 8 5.88 
Depressive Disorder NOS 1 0.74 
Generalized Anxiety Disorder 13 9.56 
Specific Phobia 12 8.82 
Separation Anxiety 4 2.94 
Post Traumatic Stress Disorder 2 0.15 
Social Phobia 4 2.94 
Anxiety Disorder NOS 1 0.74 
Eating Disorder 2 0.15 
Oppositional Defiant Disorder 3 2.21 
Attention Deficit Disorders 18 13.2 

 
Participants were excluded from the larger study if they met one or more of the 

following criteria: (1) an additional psychological disorder that presented as primary due 

to its severity and impact on the child’s life, (2) they presented with psychotic symptoms, 
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(3) they were actively suicidal or homicidal, (4) they were currently being treated for 

depression through an outside therapist or pharmacological interventions, (5) they had an 

IQ below 85 or a learning disability that would prevent them from validly completing 

research measures or participate in group, or (6) have a severe medical disability that 

would prevent them from regularly attending group meetings or completing group 

activities. Participants who were actively suicidal or homicidal or presented with severe 

psychotic features were referred for appropriate treatment. In addition, there were 21 

participants who began treatment whose data will be excluded from this study. Seventeen 

of these participants dropped out of the study prior to treatment completion, three of the 

participants did not receive standard treatment as a result of restrictions from their school, 

and one participant did not speak English well enough to fully participate in the 

treatment. 

Instrumentation 

 
Measures of Depression 

Children’s Depression Inventory (CDI; Kovacs, 1981; see Appendix E). The Children’s 

Depression Inventory (CDI; Kovacs, 1981) was administered during the screening 

process of this study and for symptom monitoring during the first study cohort. The CDI 

is a 27 item self-report measure that assesses depressive symptoms in children from ages 

7 to 17 (MHS Inc., 1992). The CDI is the most commonly used self-report measure for 

screening depression in youth (Craighead, Craighead, Smucker, & Ilardi, 1998; 

Tibremont, Braet, & Dreesen, 2004). The CDI is designed to be used as a screening 

measure to identify youth with depressive disorders in many different clinical and non-

clinical settings. The measure can also used to evaluate treatment progress or monitor 
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symptoms. Administration time for the CDI is approximately 15 minutes (MHS Inc, 

1992). 

Items on the CDI assess the presence and severity of cognitive, affective, and 

behavioral symptoms of depression (i.e., interpersonal behaviors, self evaluation, 

disturbed mood, hedonic capacity, and vegetative functions) over the preceding two 

weeks. Raters are provided with a three statements, with each statement representing a 

different level of severity of the symptom. The participants are asked to choose the 

statement that best describes how they have been feeling and thinking over the past two 

weeks, and the statements are scored 0 to 2 in order of increasing severity. The total CDI 

score is calculated by adding up the numerical values for each sentence which creates a 

possible score from 0 to 54. The general screening cut-point recommended by Kovacs 

(1992) is 20, and Finch, Saylor, and Edwards (1985) reported a mean score of 9.01 

(SD=6.97) for girls, and 10.33 (SD=7.59) for boys. A score of 19 on the CDI is at the 

90th percentile and is often the cut-off used to determine that someone is experiencing a 

clinically significant level of depression (Craighead et al. 1998).For screening purposes 

in the present study, however, a cut-off score of 16 or above was used as it maximizes 

both the sensitivity and specificity of the CDI, and has been shown to have the highest 

predictive value (Timbremont, Braet, & Dreeson, 2004).  

The CDI has been shown to have good reliability (Kovacs, 1992; Finch, Saylor, 

Edwards, & McIntosh, 1987; Saylor et al., 1984; Smucker et al., 1986). The internal 

consistency of the CDI is acceptable, and has ranged from .71 to .94 (Kovacs, 1981; 

Saylor, Finch, Spirito, & Bennett, 1984; Smucker, Craighead, Craighead, & Green, 

1986). Saylor et al. found that the CDI had a test-retest reliability of .87 with children 
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who had emotional or behavior problems and .38 for children from regular classrooms 

with a one week time interval between administrations. These authors also found that the 

test-retest reliability for the children with emotional or behavior problems was .59 with a 

six week interval between administrations. Smucker et al. (1986) determined test-retest 

reliability to from .74 to .77 with a three week interval and from .41 to .69 for a one year 

interval in sample of children in regular classrooms.  

Finch, Saylor, Edwards, & McIntosh (1987) measured the test-retest reliability in 

a sample of children from regular classrooms and found a reliability coefficient of .82 for 

a two week interval, .66 for a four week interval, and .67 for a six week interval. Test-

retest reliabilities for the CDI appear to vary widely depending upon the interval length 

between administrations and Kovacs (1992) suggested that this may occur because the 

CDI measures a mood state instead of a trait and mood symptoms may not be stable 

across a large range of time. As a result of this variability over time, Kovacs (1992) 

suggested that an interval of two weeks is most appropriate to determine test-retest 

reliability. 

Studies of the discriminant validity of the CDI have produced mixed results 

(Saylor et al., 1984; Timbremont et al., 2004). Saylor et al. (1984) did not find significant 

differences between the CDI scores of depressed and non-depressed children and 

adolescents. Timbremont et al. (2004), however, found that the CDI discriminated 

between depressive disorders and other psychiatric diagnoses well and in their study over 

84% of participants were accurately identified as depressed or not depressed using their 

CDI scores. 
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Beck Depression Inventory for Children (BDI-Y; Beck et al., 2001; see Appendix F). The 

Beck Depression Inventory for Youth (BDI-Y; Beck et al., 2001) was used to screen 

participants for depression in the present study. The BDI-Y is one of five self-report 

scales that make up the Beck Youth Inventories of Emotional and Social Impairment 

(Beck et al., 2001). According to Steer, Kumar, Beck, and Beck (2001), these scales are 

designed for youth aged 7 to 14 and can be administered separately or together to screen 

for depression, anger, anxiety, self concept, and disruptive behaviors. The BDI-Y takes 

about five to ten minutes to administer and measures the presence of depressive 

symptoms with 20 items that ask children about their negative thoughts, their 

physiological depressive symptoms, and their feelings of sadness (Beck, Beck, Jolly, & 

Steer, 2005). For each item, the child is asked to mark how often a specific symptom has 

occurred for them in the past two weeks on a 4-point scale ranging from never to always 

(Steer et al., 2001). Each of the frequency points has a numerical value from zero to three 

and the total score is calculated by adding up the values from the 20 statements to 

produce a score from 0 to 60 (Steer et al., 2001).  

Seven to ten year old children with scores of 20-24 are considered to have mildly 

elevated scores, with scores of 25-34 are considered to have moderately elevated scores, 

and with scores at or above 35 are considered to have extremely elevated scores (Beck et 

al., 2005). Eleven to fourteen year old adolescents with scores of 17-20 are considered to 

have mildly elevated scores, with scores of 21-28 are considered to have moderately 

elevated scores, and with scores at or above 29 are considered to have extremely elevated 

scores (Beck et al., 2005). 
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Measures of the reliability of the BDI-Y suggest that the measure has high 

reliability (Beck et al., 2005). Research has suggested that the internal consistency is high 

with coefficient alphas ranging between .90 to .95 for both male and female children and 

adolescents (Beck et al.; 2005; Stapleton, Sander, & Stark, 2007; Steer, et al., 2001). The 

test-retest reliability has been found to range from .79 to .92 with an interval of seven to 

eight days between administrations (Beck et al., 2005). The BDI-Y also shows good 

discriminant validity since Beck et al. (2005) found that children with a mood disorder 

scored significantly higher than other children on the BDI-Y. Stapleton et al. (2007) 

tested the discriminant validity of the BDI-Y and reported that the scores on the BDI-Y 

for girls with depression were significantly higher than the scores for girls without a 

diagnosis with an effect size of .8. In addition, they found that using moderately or 

extremely elevated BDI-Y scores identified 81% of the participants with depression. The 

BDI-Y also demonstrated convergent validity with the CDI (Stapleton et al. 2007; Steer 

et al., 2001). The total score on the BDI-Y has been found to be significantly correlated 

with the total score on the CDI with correlations ranging from .72 to .83 (Beck et al., 

2005; Stapleton et al., 2007; Steer et al., 2001). Steer et al. (2001) reported that the 

correlation between the BDI-Y and the CDI was much stronger than the relation between 

the CDI and the other Beck Inventories. 

Diagnostic and Statistical Manual Brief Symptom Interview for Depression (DSM 

Interview; Stark & Sander, 2002; see Appendix G). The Diagnostic and Statistical 

Manual Brief Symptom Interview for Depression (DSM Interview; Stark & Sander, 

2002) was administered during the screening process in the present study. The DSM 

interview is a semi-structured interview created for screening and monitoring symptoms 
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of depression. The interview is based on the DSM-IV (APA, 1994) criteria for depressive 

disorders and is designed to assess the presence of depressive symptoms. Depressive 

symptoms are “present” when a child reports the symptom has created significant 

impairment for the majority of days in the past two weeks. The DSM Interview had a 

Cronbach’s alpha of .86 for the sample of girls screened in this investigation. The DSM 

interview total score, which is the sum of the number of symptoms endorsed, was 

significantly correlated with the CDI (r=.51, p<.001) and the BDI-Y (r=.49, p<.001) 

supporting the convergent validity of the measure. 

The Schedule for Affective Disorders and Schizophrenia for School Age Children 

(K-SADS-IVR; Ambrosini & Dixon, 2000; see Appendix H). The Schedule for Affective 

Disorders and Schizophrenia for School-Age Children IVR (K-SADS- IVR; Ambrosini 

& Dixon, 2000) was administered during the screening process of the present study to 

determine whether the participants met diagnostic criteria for depressive disorders. The 

interview was also administered to the participants after they completed treatment. The 

K-SADS- IVR is a semi-structured diagnostic interview that is designed to assess 

presence, absence, and severity of symptoms of Axis I psychiatric disorders (depressive 

disorders, bipolar disorders, eating disorders, anxiety disorders, attention deficit 

disorders, psychotic disorders, conduct disorder, and oppositional defiant disorder) and 

substance abuse disorders from the DSM-IV in children and adolescents, and involves 

interviews with both children and their caregivers (Ambrosini, 2000). Age of first onset, 

occurrence of previous psychological disorders, treatment history, and use of medication 

also are assessed.  
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The K-SADS- IVR was modified from its previous version to be compatible with 

the diagnostic criteria presented in the DSM-IV (Ambrosini, 2000; APA, 1994). The 

KSADS-IVR can be used with children and adolescents aged 6 to 18 who are of normal 

intelligence and the interview is administered by a clinical interviewer trained to 

administer the K-SADS-IVR (Ambrosini, 2000). Administration time is approximately 

90 minutes for the child interview and 90 minutes for the parent interview. During this 

interview, participants are asked screening questions for each diagnostic category and if 

they endorse the screening questions then they are administered all of the questions for 

that section of the interview. If the screening questions are not endorsed then that section 

of the interview is not administered and the interview continues with the next section 

(Ambrosini, 2000). For each symptom on the interview, a severity rating is given both for 

the highest severity of the symptom during the present episode and during the past week. 

Severity ratings typically range from zero to four or zero to six with higher scores 

indicating more severity. Ratings are given both from children and their caregivers during 

separate interviews and the interviewers provide a summary severity rating for each 

symptom by incorporating information from both child and caregiver. For this study, 

symptoms were considered clinically significant if they received a summary severity 

rating of three or more. Summary ratings of the presence and severity of symptoms in the 

present episode and the past week are utilized in order to determine if a participant meets 

criteria for a diagnosis and diagnoses are determined based on DSM-IV (APA) criteria 

(Ambrosini, 2000).  

A continuous total depression score can be calculated based on the K-SADS 

interview. This score is made up of the severity ratings for 17 depressive symptoms and 
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the total score ranges from 17 to 97 (Ambrosini et al, 1989; Ambrosini, Metz, Bianchi, 

Rabinovich, & Undie, 1991). The symptoms included in this score are depressed mood, 

irritability, diurnal mood variation (morning only), excessive guilt, anhedonia, fatigue, 

diurnal variation of fatigue (morning only), difficulty concentrating, psychomotor 

agitation, psychomotor retardation, insomnia, hypersomnia, loss of appetite, increased 

appetite, hopelessness, avoidant behavior when depressed, and suicidal ideation. For the 

symptoms that are determined based on summary information from multiple items such 

as insomnia, just the severity for the overall symptom is included. According to 

Ambrosini et al., (1991), the total depression score is correlated with the BDI-Y for 

female adolescents. Psychometric data on this total score suggests that it is internally 

consistent with Cronbach’s alphas ranging from .72 to .89 (Ambrosini et al., 1989; 

Chambers et al., 1985). The test-retest reliability for this score has been reported to be (r 

= .81) (Chambers et al., 1985). 

This study uses a slightly modified version of the continuous total depression 

score described above. An item measuring self-esteem adapted from the rating of 

negative self image in the Overanxious Disorder section was added to the depression 

score. Although this item is not in the depression section of the K-SADS-IVR, low self 

esteem is a major symptom of Dysthymia making it an important symptom to include. 

The two anhedonia symptoms (loss of interest and loss of pleasure) were also added to 

the score. Social withdrawal was not included since this item was not included in the 

KSADS-IVR and diurnal mood variation and diurnal variation of fatigue were also not 

included in the score. These modifications made the scale more consistent with the 

diagnostic criteria for depression in children. Summary score ratings for the last week 
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ratings of the symptoms were included to create the total score. Previous research using a 

sample of girls from the larger treatment outcome project that this study was part of 

found that this modified total depression score had high internal reliability from .88 to 

.92, an inter-rater reliability of .91, and a correlation with the BDI-Y from .52 to .61 

(Graves, 2006; Gray, 2006; Greenberg, 2007; Hamilton, 2009; Herren, 2009). 

The K-SADS-IVR also includes a global assessment scale, global severity and 

improvement scales, and the time of onset and offset for each diagnosis (Ambrosini, 

2000). Participants scores on the Children’s Global Assessment Scale (CGAS; Shaffer et 

al., 1983), which is the global assessment scale included in the K-SADS-IVR, will be 

used in this study as a measure of the participants’ global functioning. According to 

Shaffer et al. (1993), the CGAS has high inter-rater and test-retest reliabilities as well as 

good discriminant and concurrent validity. When determining a CGAS score, the 

instructions on the K-SADS-IVR protocol (Ambrosini & Dixon, 2000) instruct 

interviewers to provide a clinical rating of the participant’s actual functioning not taking 

into consideration prognosis or treatment. Functioning is determined based on the clinical 

judgment of the interviewer taking into consideration information provided by children 

and their parents during the interview. Scores for the CGAS range from 0 to 100 and 

guidelines are presented for what functioning would look like for scores of 0, 10, 20, 30, 

40, 50, 60, 70, 80, 90, and 100. Intermediary scores (i.e., 22, 46, 65) are given when 

participants’ functioning is between two levels of functioning. Ratings are given by the 

interviewer for the lowest level of functioning the participant has experienced during the 

present episode and the past week, however, only scores for the past week will be 

included in this study. 
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With the current sample, the K-SADS-IVR depression scale had good internal 

consistency reliability (α= .92) Inter-rater reliability for the total score from the Last 

Week ratings was computed on 32 randomly selected interviews using Pearson 

correlation (r = .91). As for other studies, there is limited psychometric information for 

the K-SADS- IVR since it is a recent version of the K-SADS. However, Ambrosini 

(2000) found perfect inter-rater agreement for the diagnoses of MDD, Minor 

Depression/Dysthymic Disorder, GAD, SAD, and Oppositional Defiant Disorder. They 

found a kappa of .8 for Attention Deficit Hyperactivity Disorder. Additional 

psychometric information is available from other versions of this interview. The K-SADS 

IIIR has been found to have high inter-rater reliability when identifying depressive and 

anxiety disorders (Last & Strauss, 1990), good test-retest reliability (Apter, Orvaschel, 

Laseg, Moses, & Tyano, 1989), and high internal consistency (Ambrosini, Metz, 

Prabucki, & Lee, 1989).  

Internal consistency has been reported to be at least .68 and test-retest reliabilities 

have been reported to be above .67 for the K-SADS IIIR depression summary scales 

(Chambers et al., 1985). Ambrosini et al. (1989) found that the depression scales had 

intraclass coefficients from .85 to .97 and the anxiety scales had intraclass coefficients 

from .86 to .98. They also reported coefficient alphas from .76 to .89 for the depression 

scales and .67 to .81 for the anxiety scales.  

Kaufman et al. (1997) investigated the psychometric properties of another version 

of the K-SADS, the K-SADS-P/L. They found test-retest reliabilities from .86 to 1.00 for 

lifetime diagnoses of depressive disorders and .90 for present diagnoses of MDD or 

Dysthymia. In addition, they found test-retest reliabilities from .60 to .78 for lifetime 
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diagnoses of anxiety disorders and from .67 to .80 for present anxiety diagnoses. They 

also determined that the average inter-rater agreement in assigning diagnoses was 98%. 

In addition, by comparing diagnoses from the K-SADSP/L to scores on other depression 

measures such as the CDI and BDI-Y, the authors determined that the K-SADS-P/L had 

high concurrent validity. Ambrosini explained that since the different versions of the K-

SADS have stayed consistent with the current DSM criteria and reliability is high for the 

recent versions, these interviews can be used to help broaden our understanding of 

treatment outcome and psychopathology in children and adolescents. 

Measure of Negative Life Events  

Life Events Checklist (LEC; Johnson & McCutcheon, 1980; see Appendix I). The Life 

Events Checklist assesses major life events over the past 12 months. The LEC is a self-

report questionnaire including 41 life event items as well as additional space for the 

participant to include additional life events if desired. The measure consists of both 

positive and negative life events from 10 categories of life experiences, including: family 

health, family member changes, family moves, money, crises, unexpected news, parents’ 

marital relationship, parent-child relationship, general, and family resources. Participants 

are asked to indicate whether each item has “happened to them.” If an item occurred, the 

participant then must indicate whether it was “good” or “bad,” and how much effect it 

had their life (e.g. no effect, some effect, medium effect, big effect). A score of 0, 1, 2, or 

3 is assigned relative to the impact the participant indicated of an event. The measure 

provides information regarding the number of positive and negative events in the past 

year as well as the severity of the events. Summing the number of positive events and 

summing the number of negative events, giving each event a weight of one, provides a 
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unit rating. A mean score for the quality of bad events is computed by summing all the 

item ratings for “bad” events and then dividing that number by the total number of items 

marked “bad.” To capture the number and impact of negative events for participants, this 

study used the mean score for quality of bad events. The LEC has demonstrated 

acceptable levels of reliability and validity (Johnson & McCutcheon, 1980). Brand and 

Johnson (1982) found the test-retest reliability to be adequate over a two week interval, 

especially since an individual may have experienced some of the events during the two 

week interval. The unit rating test-retest correlations were .69 for positive events and .72 

for negative events. Impact rating test-retest correlations were .71 for positive events and 

.66 for negative events. The internal consistency reliability for this sample was acceptable 

(α=.77).  

Measure of Cognitions   

Cognitive Triad for Children (CTI-C; Kaslow et al., 1992; See Appendix J). This 

measure is a downward version of the Cognitive Triad Inventory (CTI; Beckham, Leber, 

Watkins, Boyer, & Cook, 1986) used with adults. The measure was adapted to make it 

more developmentally appropriate for children by simplifying the wording of the original 

CTI items, removing the double negatives in the items, and by changing the content to be 

more relevant for children. The CTI-C is a 36- item questionnaire comprised of three 12-

item scales. Each scale assesses one of three dimensions of the cognitive triad: view of 

the self, view of the world, and view of the future. A total score can be computed by 

summing the scores for each scale. Half of the items are worded in a positive direction 

and half of the items are worded in a negative direction. Following each item, 

respondents indicate endorsement of the item by circling yes, maybe, or no. Responses 
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are scored 0, 1, or 2 and are summed after reverse scoring for negative items. Higher 

summed scores represent a more adaptive cognition. 

The CTI-C has demonstrated acceptable internal consistency reliability and 

convergent and discriminant validity (Kaslow et al., 1992). Kaslow and colleagues found 

internal consistency estimates were .83 for the self subscale, .69 for the world subscale, 

.85 for the future subscale, and .92 for the total scale. These findings have been replicated 

in both children and adolescents. A confirmatory factor analysis of a sample of 122 

school-aged children found the internal consistency total score of the CTI-C to be .82 

(Zauszniewki, Panitrat, & Youngblut, 1999). In a community sample of 967 adolescents, 

Greening and colleagues (2005) found the CTI-C to be internally consistent (Cronbach’s 

α = .90), have acceptable test-retest reliability (r=.70), and demonstrate concurrent 

validity with the CASQ-R (r=.53). Research, however, has failed to extract the three 

factors from the scale that are consistent with Beck’s three-factor model of negative 

cognitions related to the self, world, and future (Greening et al., 2005; Zausniewski et al., 

1999). In addition, research has shown the association between the CTI-C and depressive 

symptoms in adolescents (Jacobs & Joseph, 1997; Kaslow et al., 1992). This study uses 

the CTI-C total score as a measure of cognitive vulnerability of participants. Internal 

consistency for the CTI-C total score in the current study was high (α=.94).  

Measure of Family Environment 

Self-Report Measure of Family Functioning-Child Revised (SRMFF-CR; Stark, 2002; 

See Appendix K). The SRMFF-CR is a 40-item self-report measure of the family 

environment and functioning. The current measure is an adaptation from Bloom’s Self-

Report Measure of Family Functioning (SRMFF; Bloom, 1985), which is a 75 item 
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questionnaire for adolescents and adults derived from a number of family functioning 

measures including the Family Environment Scale (Moos & Moos, 1981), the Family 

Concept Q Sort (Van der Veen, 1965), the Family Adaptability and Cohesion Evaluation 

Scales (Olson et al., 1985), and the Family Assessment Measure (Skinner et al., 1983). A 

children’s version (SRMFF-C; Stark et al., 1990) was modified from the original measure 

to make it more developmentally appropriate by simplifying the language, removing 

double negatives, and simplifying the descriptive anchors to “Never”, “Sometimes,” and 

“Always.” In addition, another subscale, Communication, was added based upon 

expressiveness and democratic style subscales of the SRMFF-C. The SRMFF-CR used in 

the present study consists of 6 subscales based upon the 40 items, which include: 

Communication, Conflict, Social/Recreational Orientation, Cohesion, Laissez-Faire 

Style, and Authoritarian Style. Participants are presented with a five-point scale (1=never 

true, 2=little true, 3=somewhat true, 4=true, 5=very true) to rate each item. The present 

study used the SRMFF-CR as a measure of family environment. 

 For the purposes of theoretical relevance, the study used the Communication, 

Conflict, Social/Recreational Orientation, and Cohesion scales only. Cohesion and 

Conflict scales were summated and function as a Family Relationship dimension in this 

study. The following internal consistency reliabilities have been reported for the above 

scales: Conflict= .74, Communication= .87, Social/Recreation Orientation=.85, 

Cohesion= .73 (Greenberg et al., 2008). Internal consistency reliabilities for the current 

sample were found to be acceptable for all scales: Conflict (α=.75), Communication 

(α=.87), Cohesion (α=.79), and Social/Recreation Orientation (α=.84). Additionally, 
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internal consistency for the Relationship scale (Conflict + Cohesion) used in the present 

study was found to be acceptable (α=.83). 

Procedure 

Screening and Assessment of Participants 

The 136 girls who participated in this study were identified using a multiple-gate 

screening, identification, and assessment procedure (see Figure 1). The procedure used in 

this study involved screening as the first gate, identification as the second gate, and 

assessment as the third gate. The screening stage included multiple screenings that 

occurred in six middle schools and 14 elementary schools in two school districts 

participating in the project. Seven cohorts of participants were included in this study who 

participated over the course of five years. The process of screening the participants was 

slightly different for the two school districts in order to collect data for another part of the 

larger project on the psychometric properties of the Children’s Cognitive Style 

Questionnaire (CCSQ) and the BDI-Y. In one school district, the participants received the 

CCSQ and the CDI during screening and in the other school district participants received 

the BDI-Y and the CDI. 

Girls in fourth through seventh grades who attended the elementary and middle 

schools participating in the project were invited to participate in the screening process. 

Both researchers and staff from the school described the ACTION study to the girls and 

consent forms (Appendix L) along with letters explaining the study were sent home to the 

parents of all the girls in those grades (n=7,737). Classroom and homeroom teachers 

monitored the distribution and return of the consent forms. The 3,436 girls whose parents 

returned an affirmative consent form were invited to participate in the screening process. 
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During the first gate of the screening, the girls who received parental consent to 

participate attended a large group screening where they were first given an assent letter 

which was read aloud to them. They were asked to sign a child assent form (see 

Appendix M) if they agreed to participate. The girls at the screening then completed the 

CDI and the other measure (CCSQ or BDI-Y). Graduate Research Assistants (GRAs) 

read aloud the measures to the girls and participants filled out the measures 

independently. Those girls with difficulty reading were given additional assistance 

reading and filling out the measures when necessary. The GRAs scored the measures as 

they were completed. A total of 3,396 girls completed the CDI as part of this screening. 

The participants in first cohort of the study were identified using a slightly different 

procedure than later cohorts. For girls in the first cohort of the study, those who scored 16 

or more on the CDI took the CDI again one week later for the second gate of the 

screening (n=127) and those who scored 16 or more on their second CDI (n=87) were 

invited to participate in the final gate, the diagnostic interview. 

The second gate of the identification and assessment process was modified for 

cohorts two through seven in order to increase the accuracy and efficiency of identifying 

participants. For these cohorts, girls who scored 16 or more on the CDI completed the 

DSM Interview with a GRA trained to administer this interview or with a doctoral level 

clinician on the same day they completed the CDI. Some girls completed both the CDI 

and the BDI-Y. For these girls, participants with either a score of 16 or more on the CDI 

or a score of 25 or more on the BDI-Y completed the DSM Interview. In addition, 

participants who endorsed suicidal ideation on the self-report measures were immediately 

administered the DSM Interview. The suicidal ideation item on the CDI, “I want to kill 
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myself”, was endorsed by 1.4% of the girls who completed the measure (48 girls). The 

DSM Interview was administered to a total of 726 girls. The 2,670 girls who scored less 

than the cut-off necessary to receive a DSM Interview and the 221 girls who received a 

DSM Interview but depression was ruled out during the interview were given feedback 

letters to bring home to their parents thanking them for their participation (Appendices N 

and O). 

Participants in cohort one who scored 16 or more on their second CDI and 

participants from cohorts two to seven who reported significant depressive symptoms on 

the DSM Interview were invited to participate in the final gate, the diagnostic interview 

(n= 505). Parents of these girls were contacted by phone and provided feedback about 

their daughters’ reports on the self-report measures and interview, provided with an 

explanation of the project, given information about safety concerns when relevant, and 

were informed that a consent letter would be coming home with their daughters. 

Participants were given consent forms to bring home to their parents explaining 

that their daughter reported experiencing symptoms of depression and providing a 

description of the diagnostic interview process (Appendix P). If parents gave consent for 

their child to participate in this interview, then the girl and her primary caregiver 

completed the KSADS-IVR diagnostic interview independently with a doctoral student 

trained to administer this interview. The girls completed the interview at their school and 

the parents were interviewed over the phone or at a location convenient for them. 

Parental consent was given for 383 girls to participate in the K-SADS-IVR and 122 girls 

did not receive parental consent to participate. 
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DSM-IV (APA, 2000) diagnoses were determined based on taking into 

consideration information from both the child and parent. In most cases the same 

interviewer completed the child and parent interviews, however, in some cases if the 

parent did not speak English a second interviewer conducted the parent interview in 

Spanish. When this occurred, the two interviewers met to determine summary scores and 

diagnoses. The K-SADS-IVR parent and child interviews were audio taped and 25% 

were randomly chosen for another interviewer to listen to and provide ratings so that 

inter-rater reliability could be established. When the two raters had different ratings of 

symptoms or had assigned different diagnoses, the interviewers met to determine 

consensus ratings and diagnoses. This was very rare and did not occur at all for this 

sample. 

Parents were given feedback about the results of the interview over the phone or 

in person in a location convenient for the parent. Parents of participants who received a 

primary diagnosis of a depressive disorder and who were eligible to participate in the 

study were told about the study during this feedback meeting and were sent home a letter 

explaining the treatment and the pretreatment assessment with a consent form (see 

Appendix Q). A total of 383 K-SADS-IVR interviews were completed and 169 were 

invited to participate in treatment and 216 did not meet criteria. Girls who met criteria for 

comorbid psychiatric diagnoses were invited to participate in treatment as long as their 

depressive disorder was their primary diagnosis and their comorbid diagnosis was not 

expected to interfere with the treatment. When the possible impact of the comorbid 

condition on treatment was unclear, interviewers consulted with supervisors. 



  

92 
 

When children met criteria to participate in treatment, the families were invited to 

a meeting at the child’s school where the therapist that would be working with the 

participant met with the families to explain the treatment consent forms and the treatment 

process. Parents that consented for their daughters to participate were then asked to 

complete pre-treatment measures including an intake form with information about the 

child and their families. The girls also completed a battery of pre-treatment measures. 

These measures were administered in small groups at the participant’s school and were 

administered by doctoral students trained to administer the measures. Measures were read 

aloud for children with low reading levels. A total of 156 girls participated in the 

treatment portion of the study. They were each assigned to one of three conditions, a 

cognitive behavioral treatment condition, a cognitive behavioral treatment plus parent 

training group, or a minimal contact control group who received treatment after 11 weeks 

of being monitored. Immediately after treatment was completed, the girls and their 

primary caregivers completed a post-treatment K-SADS-IVR interview. In addition both 

the girls and their parents completed a battery of post-treatment measures. The girls and 

their primary caregivers also completed a K-SADS-IVR interview and completed 

measures at a one year follow-up assessment. 
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Figure 1: Flowchart of Multiple Gate Screening Process 

Study was explained to girls at school; Consent forms sent home  N = 7737  

If: parental consent is a ‘no’ Then: end of child’s 
participation      n = 1080 

 

If: parental consent is a ‘yes’ Then: child completes 
CDI and/or BDI-Y     n = 3396 

 

If: child scores above cut-off Then: completes 
DSM Interview      n = 726 

 

If: child scores below cut-off  Then: end of 

child’s participation, letter sent home   n = 2670 

If: child does not endorse depressive symptoms on 
DSM 

Then: end of child’s participation, letter sent home 

n = 221 

If: child does endorse depressive symptoms on 
DSM 

Then: parent called for feedback, letter sent home 

for KSADS-IVR consent    n = 505 

If: parental consent given   Then: child and parent complete 

diagnostic interview, diagnoses provided by interviewer    n = 383 
If: parent consent not given 

Then: end of child’s participation 
n = 122 

If: no diagnoses, meets exclusionary criteria, or 
given individual treatment 

Then: end of child’s participation, feedback 
provided, referral provided 

n = 216 

If: depressive diagnosis and appropriate criteria met 
Then: invited to participant in treatment, permission 

form given     n = 726 
 

If: parent consent not given 
Then: end of child’s participation, referral provided  

n = 13 

If: parental consent given Then: child and parent 

complete pre-treatment measures     n = 156 

If: child completes group treatment  Then: child and 
parent complete post-treatment measures    n= 136 
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Treatment Protocol 

All 136 participants in the present study received the ACTION treatment which is 

a cognitive behavioral intervention specifically designed for small groups of early 

adolescent girls with depression. The participants were randomly assigned to the 

ACTION Treatment with Parent Training (n= 45), the ACTION Treatment alone (n= 45), 

or the Minimal Contact Control Condition (n= 46) in which they were monitored for 11 

weeks and then received the ACTION Treatment. One hundred and nine girls were 

originally in the first two groups, and 48 were originally in the minimal contact control 

condition, but as stated previously, data from twenty-one of them were excluded from the 

analyses due to the girls dropping out of treatment (n= 17), non-standard treatment 

administration (n= 3), or not understanding English well enough to fully participate in 

group (n= 1), leaving a sample of 136 (90 in the two treatment conditions and 46 in the 

minimal contact control condition). The majority of the 17 girls who dropped out of 

treatment were unable to continue because they moved out of the area or to a new school. 

ACTION Group Treatment. The treatment was conducted in the participants’ schools. 

The intervention followed a specific structured therapist’s manual which included 

objectives and activities for each therapy session (Stark, Simpson, et al., 2004) as well as 

a structured workbook the girls used during treatment (Stark, Schnoebelen et al., 2004). 

Each ACTION therapist also had a kit of supplies they used for treatment including 

special cards that illustrated different skills, personalized goal sheets for the participants, 

“Smile Balls” to toss to the participants when giving them compliments, and jump ropes 

or hula hoops to use for doing coping in the groups. The girls received the treatment in 

small groups of two to six girls. Each group met for 20 sessions and each girl had two 
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individual sessions with the therapist. Each of these meetings was approximately 60 

minutes long and the groups met two times per week for 10 weeks. 

The treatment was designed to appeal to 9 to 13 year old girls and involved fun 

activities that helped teach the girls specific skills they could use to reduce their 

depressive symptoms, social problems, and other difficulties they were experiencing. The 

meetings each had a series of objectives that were met through activities and lessons. The 

girls practiced the skills they were learning in the groups and were assigned specific 

therapeutic homework to complete in their workbooks so they could continue practicing 

the skills they were learning outside of group. An in session reward system was also part 

of the treatment and the girls were rewarded both for attending sessions and for 

completing their homework activities. Therapists reviewed completed homework and in 

group activities to monitor the progress of the participants. 

Each ACTION meeting began with a few minutes of unstructured time called 

“chat time” where the girls could talk about things going on in their lives and bring up 

issues they wanted to discuss in the meeting. An agenda was then created with the 

therapist and girls working together to make a list of what would be covered during the 

meeting. Every other meeting the therapist did a goal check with the participants to 

determine the progress the girls had made on the individual goals they created in their 

individual meetings. The girls received stickers for making progress on their goals and 

they put the stickers on a goal tracking worksheet so they could see the progress they 

were making. Then the therapist reviewed the points of the last meeting and started the 

activities for that meeting. Most of the meetings included time for doing a group coping 

strategy where the girls rated their mood before and after the activity to determine the 
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effect coping had on their moods. The end of each meeting included a review of what the 

participants learned during the meeting. The girls also received compliments from the 

therapist at the end of each meeting. As the meetings continued they were asked to 

compliment one another and eventually themselves at the end of each meeting. The girls 

were then assigned their therapeutic homework which consisted of specific worksheets 

for them to fill out to help them use specific skills between meetings.  

Each of the group meetings were structured to meet certain objectives. However, 

the therapists also personalized each meeting in order to fit with the case 

conceptualizations of the participants in their group and to help the participants to 

achieve their individual goals. The individual meetings focused on creating and updating 

individual goals, practicing and reviewing the skills from the group meetings, checking in 

with the girls about how they were progressing and how they were feeling about 

participating in ACTION, and addressing any issues the girl wanted to talk about without 

the other group members present. 

The treatment was based on helping the participants to be able to identify and 

understand their emotions so they could then use skills to change their mood when they 

were feeling down. The three major skills taught in the group were using coping 

strategies, problem solving, and using cognitive restructuring to change negative 

thoughts. The girls were taught how and when to use these different skills. The main 

focus of the first set of meetings was on identifying and understanding emotions and the 

use of coping skills to maintain a positive mood and to use in situations that were 

upsetting them but that they could not change. The participants were taught that even 

when they could not change a stressful situation they could still change their mood. 
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The next set of meetings focused on using problem solving. The girls were taught 

to use a five step process to solve problems. The steps included defining the problem, 

determining what they wanted to have happen (i.e., their goal or purpose), coming up 

with several possible plans, using a rating system to predict and pick which plans would 

work the best, patting themselves on the back for doing the problem solving, and then 

trying the plans they chose. The participants first learned to apply these steps to 

hypothetical problems and then learned to apply them to their own problems. They were 

taught to use problem solving when they had a problem that they could change. 

The last half of the treatment focused on using cognitive restructuring to reduce 

negative thoughts and continuing to improve their use of the other skills they had learned. 

The participants were taught to use two questions to talk back to their negative thoughts; 

What’s another way of looking at it? and What’s the evidence? They practiced talking 

back to their negative thoughts in group and were encouraged to practice talking back 

outside of group with homework activities. They were taught to use cognitive 

restructuring when they determined that a negative thought was causing them to see a 

situation unrealistically. 

Once the participants had learned all three skills they were taught to use them 

together or individually to help them when they were feeling down. They were also 

taught that certain skills could be integrated with other skills. For example, a problem 

solving plan could be using a coping strategy. In addition, a main focus of the last half of 

the treatment was on helping the participants to develop a positive sense of self by 

identifying their strengths. This was done through an activity in which the girls created a 

map of their strengths in different areas. The last meeting was a celebration of the 
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progress the girls had made during group and focused on talking about how the girls 

could continue using the skills they had learned after group was over. All sessions were 

audio-taped and independent raters listened to the audio tapes and checked off whether 

the objectives for each meeting were covered.  

ACTION Parent Training. As mentioned above, 45 of the participants in this study 

received a parent training component in addition to the ACTION group treatment. The 

focus of the parent training was on nurturing a strong and healthy relationship between 

the girls and their parents, teaching the parents the skills their children were learning so 

they could support the girls in using these skills, increasing positive reinforcement and 

decreasing punishment, and communicating with their children to reduce the girls’ 

negative thoughts and reinforce their positive thoughts. Specific skills in this training 

included effective communication techniques, empathic listening, conflict resolution, and 

positive behavior management strategies. The families were also taught the importance of 

spending time as a family and doing fun activities together in order to strengthen their 

relationships with one another. 

The parent training component of the study consisted of eight weekly 90 minute 

group meetings and two individual family meetings that took place at the participants’ 

schools usually during evening hours. The families were all provided with dinner and 

child care during the meetings. For the group meetings, the parents of all the girls in an 

ACTION group met together. The girls attended every other meeting with their parents 

allowing a chance for the families to practice using skills together. The individual family 

meetings focused on creating and monitoring family goals for treatment, checking in on 

how the meetings were going for the family and the girl, monitoring the progress of the 
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parents and children with the skills they were learning, and working on family problems 

that the family preferred to discuss individually instead of in the group. 

Training of Measures Administrators 

Doctoral students with at least one year of experience working on the research 

project administered the measures. The measures administrators were trained and 

supervised by the principal investigator and/or the project coordinator of the larger 

research study. Information about the administration and scoring instructions for each 

self-report measure were taught to the measures administrators. At least one measures 

administrator trained in assessing suicidal risk was always present when measures were 

administered to children. 

Training of Interviewers 

Parent and child K-SADS-IVR interviews were conducted by doctoral level 

GRAs in educational psychology. All interviewers had completed at least one year in the 

doctoral School Psychology program. Each interviewer received training in the 

administration and scoring of the K-SADS-IVR. This training was led by an advanced 

doctoral student who had expertise in both diagnostic semi-structured interview 

administration and child psychopathology and who was supervised by the principal 

investigator. Training of interviewers lasted approximately 6 months and about 50 hours 

of training was received by each interviewer before they conducted interviews 

independently. Training consisted of listening to at least 6 previous interviews on 

audiotape and practicing rating symptoms, practicing interviews with volunteers and the 

trainer during training meetings, and learning general interview and clinical skills. In 

addition, each new interviewer was required to observe at least one interview conducted 
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by a senior interviewer in person. Prior to conducting interviews on their own, each new 

interviewer had to demonstrate K-SADS-IVR competence in providing reliable symptom 

ratings. Interviewers were considered to have this competence when they could listen to 

an audio taped interview and accurately determine the absence, presence, and severity of 

symptoms of depressive disorders.  

Those interviewers who incorrectly identified the presence or absence of two or 

more depressive symptoms were provided with more training until they were able to meet 

this criterion. Once they met these requirements, new interviewers administered their first 

interview with live supervision from a senior interviewer who provided them with 

feedback after the interview. All interviewers received weekly supervision on the 

administration and scoring of the interviews and individual supervision was provided on 

an as needed basis. In addition, the interview trainer reviewed the tapes of interviewers 

and provided feedback. Inter-rater reliability was computed for the modified total 

depression score before and after treatment, the CGAS score before and after treatment. 

The inter-rater reliability for the modified total depression score at pre-treatment was .95 

and at post-treatment was .91. The CGAS had an inter-rater reliability of .71 at pre-

treatment and .89 at post-treatment.  

Training of Therapists 

All of the therapists in this study were female doctoral level School Psychology 

students. All therapists completed a didactic course and a practicum in CBT prior to 

being a primary therapist for a group. Each therapist also participated in a training 

program led by the primary investigator of the larger study and senior therapists. This 

training included watching videos and listening to audiotapes of previous child and parent 
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groups, role playing different situations in group, and learning how to best meet the 

objectives of the treatment for each meeting while also individualizing the treatment to 

the needs of the participants. After the training, each new therapist shadowed a senior 

therapist by observing all 20 group meetings and individual meetings for all participants 

in a group. Once each new therapist completed the training and shadowing they either co-

led a group with a senior therapist or led a group of girls in the minimal contact condition 

with extensive supervision and feedback. Once the principal investigator determined that 

each therapist was qualified, then they were assigned to run their own therapy group. In 

addition, all therapists received weekly group and individual supervision from the 

principal investigator and audiotapes of the group and individual sessions were reviewed 

during these sessions. 

Treatment Integrity 

Independent raters who were trained therapists listened to the full set of audio 

tapes for 15 of the 31 treatment conditions and checked off whether the objectives for 

each meeting were covered. The 15 treatment conditions that were rated included at least 

one group for each of the 12 therapists and an additional group for the three therapists 

that led four or more groups. The independent raters rated each of the objectives on a 

likert scale from zero to three. A rating of zero indicated that the objective was not 

covered, one indicated that the objective was minimally covered, two indicated the 

objective was adequately covered, and three indicated that the objective was completely 

covered. Across the 15 groups that were rated, 83.99% of the objectives were adequately 

or completely covered (a rating of at least 2). In addition, in 13 of the 15 groups, 75% or 



  

102 
 

more of the objectives were adequately or completely covered. The average score of all 

of the objectives across the 15 groups was 2.46. 

Ethical Considerations 

This study complied with the ethical issues and standards of research set forth by 

the American Psychological Association and the Institutional Review Board of the 

University of Texas at Austin. The data for this study have been collected as part of a 

larger NIMH-funded research study that was completed in two school districts in central 

Texas. The larger research study has received approval from the Departmental Review 

Committee within the Department of Educational Psychology and by the superintendents 

of the two school districts. Prior to conducting data analysis for this study, the present 

study sought additional approval from the Departmental Review Committee within the 

Department of Educational Psychology and the Institutional Review Board of the 

University of Texas. All of the data for the present study have been collected. 



  

103 
 

CHAPTER 4 

Statistical Analyses 

 The present study examined the effect of sudden gains on the family functioning, 

negative life events, and depression symptoms in 9 to 13 year old girls. Chi-square will 

be used to address whether the number of sudden gains differed by treatment condition 

(Hypothesis 2). Using multivariate analysis of variance, the present study tested the effect 

of sudden gains on total depression scores, family communication, family relationship, 

negative life events, and cognitive triad at pre-treatment and at post-treatment. 

Descriptive statistics are outlined first, followed by preliminary analyses and main 

analyses. The results for each of the hypotheses are presented and the analysis is 

discussed.  

Power 

A power analysis was conducted with the G-Power software to determine the 

appropriate sample size that would be necessary in order to detect significant effects if 

they exist. It was determined that a sample size of 128 achieves 80% power with an alpha 

of 0.05 given an expected effect size of .5. For Hypothesis 2, the effect size could not be 

ascertained from previous studies so an effect size of .2 was used in the present study. A 

sample size of 129 achieves 80% power with an alpha of 0.05 given an expected effect 

size of .2. For Hypotheses 4, 5, 6 and 7, the effect size reported by Gaynor et al. (2003) 

for the sudden gains in the CBT condition was used to estimate effect size for the power 

analysis. The authors reported an effect size of .2. The analysis of the sample size needed 

for MANOVA determined that a sample of 66 achieves 80% power with an alpha of 0.05 

given an expected effect size of .2. Moreover, for MANOVA analyses, 20 participants 
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per cell have been recommended (Hair, Black, Anderson, Tatham, & Babin, 2007), and 

the present study meets this guideline. 

Missing Data 

 In order to deal with missing responses on measures, the data in the present study 

were imputed in Amos 16.0 (Analysis of Moment Structures; Arbuckle, 2007). Amos 

uses full information maximum likelihood estimation, and maximum likelihood based 

procedures are recommended for dealing with missing data at random and is considered 

superior to other methods (Keith, 2006; Schafer & Graham, 2002). Analyses were 

conducted with and without the imputed data; there were no significant differences.  

Descriptive Statistics 

 Means, standard deviations, sample sizes, Cronbach’s alphas, and correlation 

coefficients were calculated for the dependent variables in the analysis are presented in 

Tables 4 and 5. All analyses use the total sample (N=136), which contains participants 

from the three conditions of the larger study.  

Table 4 

Means, Standard Deviations, Sample Sizes, Cronbach’s Alphas, and Pearson Product  

Correlations among Dependent Variables at Pre-treatment 

Variable 1 2 3 4 5 

1. Depression Total 1     
2. Cognitive Triad-Child -.141 1    
3. Life Events Checklist -.108 -.206* 1   
4. Family Communication .017 .395** -.019 1  
5. Family Relationship -.080 .326** .077 .597** 1 
M 38.05 48.76 1.8931 13.97 37.21 
SD 8.736 13.330 .7196 7.512 9.750 
N 1351 1351 1351 1351 1351 

α .88 .94 .77 .87 .86 

Note. One participant did not complete Pre-treatment measures **Represents significance 

at the .001 level. *Represents significance at the .05 level.  
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Table 5 

Means, Standard Deviations, Sample Sizes, Cronbach’s Alphas, and Pearson Product  

Correlations among Dependent Variables at Post-treatment 

Variable 1 2 3 4 5 

1. Depression Total 1     
2. Cognitive Triad-Child -.438** 1    
3. Life Events Checklist -.120 .009 1   
4. Family Communication -.044 .233** -.043 1  
5. Family Relationship -.162 .341** -.002 .616** 1 
M 26.68 57.42 1.87 15.15 39.11 
SD 7.98 12.08 .850 8.81 9.53 
N 136 136 134 136 136 

α .87 .94 .76 .86 .86 

Note. **Represents significance at the .001 level. *Represents significance at the .05 

level.  
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Table 6 
 

Means, standard deviations, and sample size for the dependent variables (sudden gains  

 

vs. no sudden gains)  

     Sudden gains   No sudden gains 

Dependent variable   M SD  n M SD 
 n 

Depression Total Score T1  37.89 8.62  46 38.13 8.84 
 90 
Depression Total Score T2   26.26 7.84  46 26.89 8.09 
 90 
Depression Total Score T3  27.54 8.88  22 28.00 9.76 
 28 
 
Cognitive Triad T1   44.30 13.10  46 51.07 12.92 
 89 
Cognitive Triad T2   57.44 11.09  46 57.41 12.62 
 90 
Cognitive Triad T3   56.67 11.28  21 58.93 13.77 
 29 
 
Negative Life Events T1  1.86 .75  46 1.91 .71 
 89 
Negative Life Events T2  1.95 .82  46 1.82 .86 
 88 
Negative Life Events T3  1.91 .79  21 1.50 .95 
 29 
 
Family Communication T1  11.93 6.83  46 15.02 7.67 
 89 
Family Communication T2  13.39 8.41  46 16.04 8.91 
 90 
Family Communication T3  14.48 7.07  21 15.30 8.36 
 30 
 
Family Relationship T1  33.63 10.51  46 39.60 8.84 
 89 
Family Relationship T2  36.30 9.16  46 40.54 9.44 
 90 
Family Relationship T3  29.05 6.91  21 31.10 5.21 
 30 
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Preliminary Analyses 

Testing the Assumptions of MANOVA and MANCOVA 

 In the present study, the assumptions for MANOVA were examined to ensure 

they were not violated. First, the observations within each sample must be randomly 

sampled and must be independent of each other. The participants in the present study 

were randomly assigned to treatment conditions, and the observations are independent. 

Second, the observations on all dependent variables must follow a multivariate normal 

distribution in each group. MANOVA is robust to moderate violations of normality, 

provided the violation is created by skewness and not by outliers (Tabachnick & Fidell, 

1996). Although the present study has unequal group sample sizes, it surpasses the 

guideline described in Mertler & Vannatta (2005), which suggested that a size of about 

20 in the smallest cell should be sufficient to ensure robustness to violations of 

multivariate normality.  

 Third, the population covariance matrices for the dependent variables in each 

group must be equal, and this is often referred to as the homogeneity of covariance or the 

assumption of homoscedasticity. Box’s Test is highly sensitive to the violation of 

normality, and if Box’s Test is significant at p < .001 and group sample sizes are 

extremely unequal, then robustness cannot be assumed due to unequal variances among 

groups (Tabachnick & Fidell, 1996). In the present study, Box’s Test was examined for 

every MANOVA that was conducted. All of the Box’s Tests were not significant, 

meaning robustness can be assumed. Lastly, the relationships among all pairs of 

dependent variables for each cell in the data matrix must be linear. In the present study, 
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the linearity of the dependent variables was tested by creating scatterplots and by 

calculating the Pearson correlation coefficients (shown in Tables 4 and 5).   

 The assumptions for MANCOVA were also examined in the present study. First, 

the observations within each sample must be randomly sampled and must be independent 

of each other. The girls in the present study were randomly assigned to groups and the 

observations are independent. Second, the distributions of scores on the dependent 

variables must be normal in the populations from which the data were sampled. The 

histograms for the dependent variables in the present study indicate normal distributions, 

and kurtosis and skewness examined and were found acceptable since they were all 

below the absolute value of 3.29 (Field, 2005). 

 Third, the distributions of scores on the dependent variables must have equal 

variances. In the present study, Box’s Test was used to assess whether this assumption 

was violated, and Box’s Test was not significant. Fourth, linear relationships must exist 

between all pairs of dependent variables, all pairs of covariates, and all dependent 

variable-covariate pairs in each cell. This can be accomplished by inspecting the within-

cell bivariate scatterplots between all pairs of dependent variables, all pairs of covariates, 

and all dependent variable-covariate pairs. The scatterplots of the pairs of dependent 

variables and the pairs of covariates (CTI T1, Family Relationship T1, and Family 

Communication T1) indicate linear relationships.  

 Fifth, if two or more covariates are used, the regression planes for each group 

must be homogeneous or parallel. Levene’s Test was performed to determine whether the 

homogeneity of variance assumption was met for this data. According to Levene’s Test, 

the variances of the two groups were not significantly different, which indicates that the 
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error variance of the dependent variables is equal across groups. Sixth, the covariates are 

reliable and are measured without error. Covariates should have a reliability coefficient 

of .80 or higher, which the covariates in the present study have. 

Demographic Variables and Sudden Gains 

 First, group differences were examined to ensure that participants who 

experienced sudden gains were comparable to participants who did not experience 

sudden gains on demographic variables. A chi-square test indicated that participants did 

not differ significantly by ethnicity (χ = 5.174,  p= .270) or by family structure 

(   p= .358). Univariate analysis of variance (ANOVA) results indicated that 

participants who experienced sudden gains were not significantly different than 

participants who did not experience sudden gains by age, F(5, 130)= .270, p= .857, or 

grade, F(3, 132)= .122, p= .947.  

Demographic Variables and Total Depression Score 

 A series of analyses were conducted to determine whether the total K-SADS-IVR 

depression score was related to age, race/ethnicity, or grade. The correlations between 

age and total K-SADS-IVR depression score at pre-treatment and at post-treatment were 

not statistically significant (r= .118, p=.17 and r= -.045, p= .604). ANOVA results 

suggested the total depression scores were not significantly different by racial/ethnic 

groups at pre-treatment and post-treatment [F(4, 131)= .163, p=.957 and F(4,131)= .815, 

p= .518], or grade [F(3, 132)= .845, p=.472 and F(3, 132)= .279, p= .841].  
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Hypothesis 1  

 Hypothesis 1 predicted that approximately 30 to 40% of the participants in the 

CBT and CBT+PT groups would experience sudden gains (i.e., a significant 

improvement in their symptoms). 

 Following previous research on sudden gains (e.g., Stiles et al., 2003), the reliable 

change index (RCI) was used to compute a sudden gain that was large in absolute terms. 

The RCI was calculated by taking the average change score across participants between 

pre-treatment and monitoring session (Week 11), divided by the standard error of the 

difference score (see Jacobson & Truax, 1991). Using this methodology, an RCI of 9 

points on the BDI-Y was determined to represent sudden gains. This reflects a large 

change in depressive symptoms, because 9 points is approximately 15% of the total 

possible range on the BDI-Y. An RCI of 7 points was calculated for the CDI, which also 

reflects a large change in depressive symptoms as 7 points is 13% of the total possible 

range on the CDI.  

 Using the RCIs for the BDI-Y and CDI, 51 participants in the present study 

experienced sudden gains, and after excluding participants who experienced a reversal of 

gains, 46 participants remained (34% of the entire sample). Of the participants in the 

treatment conditions, 33 experienced sudden gains (20 in CBT, 13 in CBT+PT). Of the 

participants in the minimal contact control condition, 13 experienced sudden gains. 
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Figure 2 
 
Individual BDI-Y Scores for Participants in the CBT Treatment Condition Who  

 

Experienced Sudden Gains (n=15) 
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Figure 3 
 
Individual BDI-Y Scores for Participants in the CBT+PT Treatment Condition Who  

 

Experienced Sudden Gains (n=12) 

 

Figure 4  

Individual BDI-Y Scores for Participants in the MCC Condition Who Experienced  

 

Sudden Gains (n=7) 
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Figure 5 
 

Individual CDI Scores for Participants in the CBT Treatment Condition Who  

 

Experienced Sudden Gains (n=5) 

 

 

 
Figure 6 
 

Individual CDI Scores for Participants in the CBT+PT Treatment Condition Who  

 

Experienced Sudden Gains (n=1) 
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Figure 7 
 
Individual CDI Scores for Participants in the MCC Condition Who Experienced Sudden  

 

Gains (n=6) 

 
 
Reversal of Sudden Gains 

Similar to previous studies, a reversal of sudden gains occurs whenever a 

participant loses 50% or more of the symptom improvement that composed her sudden 

gain. Five participants in the present study experienced a reversal of their sudden gains. 

Two of the participants were in the CBT condition, and one of those three was still 

depressed at post-treatment. Three were in the MCC condition, and all three of those 

participants were depressed at post-treatment. Six of the participants who experienced 

sudden gains without a reversal of the gains were still depressed at post-treatment (three 

in the CBT+PT condition, three were in the MCC condition). Similar to previous studies 

(e.g., Gaynor et al., 2003), the analyses in the present study were conducted with and 

without the participants who experienced a reversal of their sudden gains. 
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Additional Sudden Gains 

 Six participants experienced a second sudden gain. Two participants in each 

condition experienced a second sudden gain. None of these participants experienced a 

reversal of sudden gains, and none of them received a diagnosis of a depressive disorder 

at post-treatment. 

Sudden Gains and Comorbidity 

 The results of a chi-square test indicated that sudden gains did not differ by 

whether the participants had comorbid diagnoses or not ( = .36, df= 1, p= .55), even 

after including the participants who experienced a sudden gain but it reversed ( = .57, 

df= 1, p= .449). 

Hypothesis 2  

 Hypothesis 2 predicted that the CBT+PT condition and the CBT only condition 

would have similar rates of sudden gains. Additionally, it was hypothesized that the 

CBT+PT condition would have a slightly higher rate of sudden gains than the CBT only 

condition, but the difference would not be statistically significant. The minimal contact 

control condition was predicted to have few, if any, participants who experienced sudden 

gains. 

 The results of a chi-square test indicated that treatment conditions did not differ 

by the number of sudden gains ( = 3.72, df= 2, p= .16), even after including the 

participants who experienced a sudden gain but it reversed ( = 4.24, df= 2, p= .10). 

Another chi-square test was conducted in order to detect differences between the CBT 

and CBT+PT conditions. There was not a significant difference between the CBT and 

CBT+PT when the participants who experienced reversals in their sudden gains were 



  

116 
 

excluded ( = 3.17, df= 1, p= .08) but the difference between the conditions was 

significant when they were included ( = 4.09, df= 1, p= .04). Two final chi-square tests 

were conducted in order to detect differences between the CBT and MCC conditions. 

There was not a significant difference between the CBT and MCC when the participants 

who experienced reversals in their sudden gains were excluded ( = 2.91, df= 1, p= .09) 

or when they were included ( = 1.64, df= 1, p= .20). 

Hypothesis 3 

 Hypothesis 3 predicted that the majority of participants will experience sudden 

gains by the fifth session (Week 3 assessment) of treatment.  

 Examination of the data revealed that 37% of the participants who experienced 

sudden gains experienced them by the fifth session as compared to 22% by the ninth 

session, 13% by the eleventh session, 13% by the thirteenth session, and 13% by the 

seventeenth session.  

Exploratory Analyses: Timing of Sudden Gains 

 Analyses were conducted to examine possible effects of the timing of the sudden 

gains. Figure 9 presents the total number of participants who experienced sudden gains at 

each assessment point during treatment. The majority of the sudden gains occurred by 

Week 3 (after session 3), followed by Week 5 (after session 7).  
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Figure 8 

Total Number of Participants Who Experienced Sudden Gains at each Assessment Time 

Point (n=46) 

 
Figure 9 

Number of Participants Who Experienced Sudden Gains at each Assessment Time Point 

by Treatment Condition (n=46) 
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Figure 10 

Mean BDI-Y Scores across Time by Treatment Condition (n=108) 

 

Figure 11 

Mean CDI Scores across Time by Treatment Condition (n=28) 

 

 A chi-square test was conducted to examine whether the timing of sudden gains 

differed by treatment condition. The results of the chi-square test indicated that the timing 
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of sudden gains did not differ by treatment condition ( = 6.21, df= 8, p= .62), even after 

including the participants who experienced a sudden gain but it reversed ( = 6.08, df= 8, 

p= .64). 

 A one way MANOVA was conducted to determine the effect of the timing of 

sudden gains (either early, meaning by Week 3, or later, meaning between Week 5 and 

Week 11) on the five dependent variables of post-treatment measures of K-SADS-IVR 

depression scores, cognitive triad scores, family communication scores, family 

relationship scores, and negative life event scores. MANOVA results indicate that the 

timing of sudden gains (Wilks’ = .89, F(5, 40)=.95, p= .46, multivariate 2= .12) did 

not significantly affect the combined dependent variable of five dependent variables. A 

second MANOVA was conducted with the addition of the participants who experienced a 

reversal of their sudden gains, but the results did not indicate that the timing of sudden 

gains had a significant main effect on the five dependent variables (Wilks’ = .91, F(5, 

45)=.85, p= .52, multivariate 2= .09). 

Exploratory Analyses: Magnitude of Sudden Gains 

 Analyses were also conducted to examine possible effects of the magnitude of the 

sudden gains. For the CBT condition, the mean size of the sudden gain was 13.05 (SD = 

4.61); for the CBT+PT condition, the mean size of the sudden gain was 12.69 (SD = 

4.44); for the MCC condition the mean size of the sudden gain was 12.00 (SD = 4.24). 

Figure 13 presents the mean size or magnitude of the sudden gains across time. 

 The mean magnitude of all identified sudden gains was 13.59 points on the BDI-

Y (SD=4.36) and 10 points on the CDI (SD=3.36). The mean of the total depression 

severity improvement as measured by the BDI-Y and CDI accomplished by the entire 
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sample was 16.27 points on the BDI-Y (SD=13.24) and 11.86 points on the CDI 

(SD=13.57), and 18.41 points on the BDI-Y (SD=14.11) and 18 points on the CDI 

(SD=7.20) for the participants who experienced sudden gains. Thus, for participants who 

experienced sudden gains, the sudden gains accounted for an average of 74% (BDI-Y) 

and 55.5% (CDI) of their total symptom reduction.  

Figure 12  
 

Magnitude of Sudden Gains across Time (n=46) 
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Figure 13 

Magnitude of Sudden Gains across Time by Treatment Condition (n=46) 

 

 A chi-square test was conducted to determine whether the magnitude of the 

sudden gains differed by treatment condition. The participants who experienced sudden 

gains were divided into three groups: small, medium, and large. Each group contained 

approximately 33% of the participants. The results of a chi-square test indicated that the 

magnitude of sudden gains did not differ by treatment conditions ( = 3.491, df=4, p= 

.479), even when participants who experienced a reversal of their sudden gains were 

included ( = 3.60, df=4, p= .463). A one-way MANOVA was conducted to determine 

the effect of the magnitude of sudden gains on post-treatment measures of K-SADS-IVR 

total depression scores, cognitive triad scores, family communication scores, family 

relationship scores, and negative life event scores. MANOVA results indicate that the 

magnitude of sudden gains [Wilks’ = .69, F(10, 78)=1.59, p= .13, multivariate 2= .17] 

did not significantly affect the combined dependent variable of the five dependent 
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variables, even after including the participants who experienced a reversal of sudden 

gains [Wilks’ = .83, F(10, 88)=.89, p= .55, multivariate 2= .09].  

Main Analyses 

 All analyses were performed using SPSS version 16.0 (SPSS, Inc., Chicago IL). 

Difference between Sudden Gain Status at Pre-treatment 

 A one-way multivariate analysis of variance (MANOVA) was conducted to 

determine the effect of sudden gains on the five dependent variables of pre-treatment 

measures of K-SADS-IVR depression scores, cognitive triad scores, family 

communication scores, family relationship scores, and negative life event scores. 

MANOVA results indicate that sudden gains [Wilks’= .89, F(5, 129)=3.04, p= .01, 

multivariate 2= .11] significantly affect the combined dependent variable of five 

dependent variables. The multivariate effect size is medium to large. Univariate 

ANOVAs were conducted as follow up tests. ANOVA results indicate that family 

relationship, family communication, and the cognitive triad significantly differ for 

participants who experienced sudden gains. More specifically, participants who would 

later experience sudden gains during treatment scored significantly lower on family 

communication [F(1, 133)=5.29, p= .02, partial 2=.04], family relationship [F(1, 

133)=10.02, p= .002, partial η2 =.07], and the cognitive triad [F(1, 133)=8.23, p= .01, 

partial 2=.06] than did participants who did not experience sudden gains.  

 Another MANOVA was conducted which included the five participants who 

experienced a reversal of their sudden gains. MANOVA results indicate that sudden 

gains [Wilks’= .85, F(5, 129)=4.56, p= .001, multivariate 2= .15] significantly affect 

the combined dependent variable of five dependent variables. Follow up ANOVA results 
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indicate that family relationship, family communication, and the cognitive triad 

significantly differ for participants who experienced sudden gains. More specifically, 

participants who would later experience sudden gains during treatment scored 

significantly lower on family communication [F(1, 133)=4.59, p= .03, partial 2=.03], 

family relationship [F(1, 133)=10.31, p= .002, partial η2 =.07], and the cognitive triad 

[F(1, 133)=16.13, p < .001, partial 2=.108] than did participants who did not experience 

sudden gains.  

Differences between Treatment Conditions at Pre-treatment 

 A one-way MANOVA was conducted to determine the effect of treatment 

condition on the five dependent variables of pre-treatment measures of K-SADS-IVR 

depression scores, cognitive triad scores, family communication scores, family 

relationship scores, and negative life event scores. MANOVA results indicate that 

treatment condition [Wilks’= .92, F(5, 128)=1.13, p= .34, multivariate 2= .04] did not 

significantly affect the combined dependent variable of the five dependent variables.  

Post-treatment Analyses: Hypotheses 4, 5, 6, and 7 

 Hypotheses 4, 5, 6, and 7 predicted that participants who experienced sudden 

gains in treatment would have significantly lower post-treatment total depression scores 

as determined by the K-SADS-IVR, significantly higher cognitive triad scores, 

significantly fewer negative life events, significantly higher family communication and 

family relationship scores. 

 A one-way MANOVA was conducted to determine the effect of sudden gains on 

post-treatment measures of K-SADS-IVR total depression scores, cognitive triad scores, 

family communication scores, family relationship scores, and negative life event scores. 
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MANOVA results indicate that sudden gains [Wilks’ = .93, F(5, 128)=1.85, p= .11, 

multivariate 2= .07] did not significantly affect the combined dependent variable of the 

five dependent variables. Another MANOVA was conducted which included the five 

participants who experienced a reversal of their sudden gains; the effect of sudden gains 

[Wilks’= .93, F(5, 128)=2.02, p= .08, multivariate 2= .07]was still not significant. 

 A one-way MANCOVA was conducted to determine the effect of sudden gains 

on post-treatment measures of K-SADS-IVR total depression scores, cognitive triad, 

family communication, family relationship, and negative life events while controlling for 

pre-treatment cognitive triad, family relationship, and family communication. The main 

effect of sudden gains [Wilks’ = .97, F(5, 124)=.82, p= .54, multivariate 2= .03] was 

not significant, even when participants who experienced a reversal of their sudden gains 

were included [Wilks’ = .97, F(5, 124)=.80, p= .55, multivariate 2= .03]. 

 Finally, a one-way MANCOVA was conducted to determine the effect of sudden 

gains on one year follow-up measures of K-SADS-IVR total depression scores, cognitive 

triad, family communication, family relationship, and negative life events while 

controlling for pre-treatment scores for cognitive triad, family relationship, and family 

communication. MANCOVA results indicate that sudden gains [Wilks’ = .90, F(5, 

37)=.80, p= .56, multivariate 2= .10] did not significantly affect the combined dependent 

variable of the five dependent variables, even when participants who experienced a 

reversal of their sudden gains were included [Wilks’ = .94, F(5, 38)=.80, p= .48, 

multivariate 2= .06]. However, due to the decreased sample size, the power to find 

significant effects was greatly diminished. 
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Depressive Disorder Diagnosis by Treatment Condition at Post-treatment 

 Figure 14 depicts the number of participants with and without depressive 

disorders by treatment condition at post-treatment. In the CBT condition, 91.1% of the 

participants no longer met criteria for a depressive disorder; in the CBT+PT condition, 

84.8% no longer met criteria, and in the MCC condition, 51.1% no longer met criteria. 

Analyses were conducted to determine whether there were significant differences in the 

post-treatment K-SADS-IVR depression scores by treatment condition. Analysis of 

variance (ANOVA) results indicated the total depression scores were significantly 

different by treatment condition at post-treatment F(2 13, 13)= 3.72, p=.03. Follow-up t 

tests were conducted to determine which conditions differed significantly. The mean 

difference between the CBT and CBT+PT conditions was not significant (t= -.29, p= 

.77); however, significant mean differences were found between the CBT and CBT+PT 

conditions and the MCC condition (t= -2.36, p= .020; t= 2.10, p= .04). 

 

 

 

 

 

 

 

 

 

 



  

126 
 

Figure 14 

Number of Participants with and without Diagnoses of Depressive Disorders by  

Treatment Condition at Post-treatment (n =136) 

 

Depressive Disorder Diagnosis by Sudden Gain Status at Post-treatment 

 Of the 46 participants who experienced sudden gains, six had a diagnosis of a 

depressive disorder at post-treatment (15%). Of the 90 participants who did not 

experience sudden gains, 26 had a diagnosis of a depressive disorder and 1 received a 

diagnosis of bipolar disorder at post-treatment (30%).  

Depressive Disorder Diagnosis by Sudden Gain Status at One Year Follow-Up 

 Fifty of the 136 participants completed one year follow-up measures. Of those 50, 

22 participants (44%) had experienced sudden gains, and 4 of those participants had a 

diagnosis of a depressive disorder at one year follow-up (18%). Of the 28 participants 

who completed one year follow-up measures and had not experienced sudden gains, ten 

had a diagnosis of a depressive disorder (36%).  
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CHAPTER 5 

Discussion 

Overview of Findings and Integration with Previous Research 

 The results of the present study build on existing research to improve our 

understanding of sudden gains, which are the large decreases in severity of depressive 

symptoms during a between-session interval. The present study also sought to extend the 

sudden gains literature to include group treatment, a minimal contact condition, and 

younger participants (9 to 13 year old girls). The study of sudden gains and their potential 

effects may help researchers understand the mechanisms of treatment and what may 

enhance treatment through the identification of “critical” sessions that precede sudden 

gains. Sudden gains may also provide preventative benefits, as previous studies 

demonstrated that sudden gains were associated with substantial reduction in the risk of 

relapse.  

 The present study demonstrated sudden gains occurred at a rate similar to 

previous studies, and that they occurred in all of the study conditions, including the 

monitored control condition.  Although, the sudden gains found in the present study were 

similar to those found in previous research in respect to the rate and timing of the gains, 

they did not appear to have the significant positive effect on acute treatment outcome as 

demonstrated in previous studies. Also, there were some unexpected, yet interesting, 

differences pre-treatment. The participants who experienced sudden gains reported 

significantly worse family relationships and communication as well as a more negative 

cognitive triad than participants who did not experience sudden gains. Additionally, 

participants in the MCC condition experienced sudden gains despite not being in 

treatment, and several possible explanations are presented later in the discussion. The 
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remainder of this section presents the results for the different hypotheses explored in this 

study and includes a discussion of how these results relate to previous research findings.  

The Presence, Rate, and Timing of Sudden Gains (Hypotheses 1 & 3) 

 As hypothesized, sudden gains occurred among approximately 34% of the 

participants, which is in line with prior research (Gaynor et al., 2003; Hardy et al., 2005; 

Tang & DeRubeis, 1999). The sudden gains in the present study accounted for the 

majority of these participants’ total symptom improvements.  

 It might be hypothesized that the sudden gains are transient “noise,” and severity 

of participants’ depressive symptoms would bounce back to pre-gain levels in a short 

period of time. To examine this possibility, the frequency of such reversals was measured 

over the course of treatment. Past studies (e.g., Hardy et al., 2005 and Stiles et al., 2003) 

have used stringent guidelines regarding the reversal of sudden gains. In those studies, 

whenever a participant lost 50% of the symptom improvement resulting from a sudden 

gain, it counted as a reversal of that gain. For example, if a participant’s pre-gain session 

BDI-Y score was 30 and after-gain session BDI-Y score was 20, that would look like a 

sudden gain. However, if her BDI-Y score returned to 25 or higher, it counted as a 

reversal. Similar to other studies (Hardy et al., 2005; Stiles et al., 2003) there were few 

reversals of sudden gains. This indicates that the sudden gains represent stable symptom 

improvement before the end of treatment, since the severity of depressive symptoms of 

the participants infrequently bounced back after the sudden gain.  

 Out of the 46 participants who experienced sudden gains, only 5 participants 

experienced reversals of their gains before the end of treatment. Though the number of 

participants who experienced a reversal of sudden gains was small, it is interesting to 
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note that three of those participants were in the MCC condition, and they were still 

depressed at post-treatment. This may be evidence that the sudden gains experienced by 

the participants in the MCC condition are not as stable as the gains experienced by 

participants in the CBT and CBT+PT conditions. 

 In regard to the timing of sudden gains, as hypothesized and similar to previous 

research, the majority of the sudden gains that occurred in the present study happened by 

Week 3 (after session 3), followed by Week 5 (after session 7). The majority of the 

participants who experienced sudden gains experienced them by the fifth session; the 

second largest group of sudden gains followed by the ninth session. The same amount of 

participants experienced sudden gains by the eleventh, thirteenth, and seventeenth 

sessions. Post-hoc analyses determined that the timing of sudden gains did not differ by 

treatment condition. Furthermore, the timing of sudden gains (either “early,” meaning by 

Week 3, or “later,” meaning between Week 5 and Week 11) did not affect depressive 

symptoms, the cognitive triad, family communication, family relationship, and negative 

life events. 

In previous sudden gain studies, the sudden gains occurred early in therapy, with 

the median session at which sudden gains occurred was Session 5 (Stiles et al., 2003; 

Tang & DeRubeis, 1999; and Tang et al., 2002) and Session 8 (Tang et al., 2005). In the 

study by Gaynor et al. (2003), 85% of the sudden gains occurred by the end of 5 therapy 

sessions, and 100% of the sudden gains occurred by the end of 10 therapy sessions. 

Although, it is important to note that these previous studies focused on adolescents and 

adults. In the present study, 61% of the sudden gains occurred by session 7, and 100% of 

the gains occurred by session 17. It appears that for younger participants (aged 9 to 13) in 
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group CBT, the majority of sudden gains occur during the first half of treatment (sessions 

1 through 10). 

 In CBT, the early sessions focus more on behavioral activation, meaning that the 

participants are directed to engage in more pleasant activities (participants are asked to 

record and discuss these activities). The participants are also taught coping and problem-

solving skills. In regard to the specific content of these sessions, session 3 (the session 

thought to precede the most sudden gains) focused on recognizing emotions, coping, and 

the identification of primary concerns. The main objectives were that participants would 

be able to describe the importance of thinking about the therapeutic concepts outside of 

meeting time. Participants would experience the change in mood produced by a coping 

strategy by changing the way they were thinking. Participants would be able to identify 

their emotions by utilizing cues in their body, behavior, and thoughts. Lastly, participants 

would be able to name the five broad coping strategies and give several examples of 

each. 

 The focus of session 7 was the application of problem-solving to real situations. 

The main objectives were that participants would shift their focus to the positive by 

sharing pleasant events and situations they noticed. Participants would be able to generate 

multiple solutions to everyday problems. Participants would experience a change in mood 

through use of a coping skills strategy and would identify other times she could use a 

similar strategy. Examining the content of the CBT sessions which preceded the most 

sudden gains may shed light on which sessions are most likely to trigger sudden gains 

(called “critical” sessions). 
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Magnitude of Sudden Gains (Exploratory Analyses) 

 The magnitude of the gains was examined post-hoc, and thus there was no 

hypothesis proposed concerning the size of sudden gains. Trends in the data suggested 

that the gains in the MCC condition were consistently less than the magnitude of the 

gains in the CBT condition, except for the gains in the MCC condition at Week 9. 

Overall, the CBT condition appeared to have the largest sudden gains when compared to 

the other two conditions. The magnitude of sudden gains did not differ by treatment 

condition. Additionally, the magnitude of sudden gains did not affect depressive 

symptoms, the cognitive triad, family communication, family relationship, and negative 

life events. 

 An important additional finding was that for the participants who experienced 

sudden gains, the sudden gains accounted for an average of 74% (BDI-Y) and 55% (CDI) 

of their total symptom reduction. This suggests that sudden gains played a major role in 

the symptom improvement of those participants. However, it should be noted that in the 

present study were assessed every other week, which gives more time for symptom 

improvement to occur. 

Sudden Gains and Treatment Condition (Hypothesis 2) 

 As hypothesized, the findings of the present study indicated that although more 

participants in the CBT condition experienced sudden gains than the other conditions, the 

difference was not statistically significant. In past research, sudden gains occurred within 

different treatment modalities, like strategic behavioral family therapy and non-directive 

supportive therapy (e.g., Gaynor et al., 2003; Tang, Luborsky, & Andrusyna, 2002). 

Several CBT studies included parent components, but only two directly compared child 
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CBT+PT treatment condition with a child CBT only condition (Clarke et al., 1999; 

Lewinsohn et al., 1990). These studies found that although there was some more 

diagnostic improvement among youths in the CBT+PT condition, the differences were 

not statistically significant between the two conditions. A meta-analysis conducted by 

Spielmans, Pasek, and McFall (2007) indicated that youth receiving full CBT treatments 

(e.g., adolescent CBT+PT) derive no significant benefit when compared to youth who 

receive CBT only, a finding consistent with the adult literature (Ahn &Wampold, 2001). 

Thus, it is unsurprising that the present study found more (though not significantly more) 

sudden gains in the CBT than CBT+PT condition. 

 The idea that the involvement of parents in treatment adds little to treatment 

outcome seems intuitively incorrect; as such, more could be at work here. It may be that 

in the CBT+PT condition, the participants believed that their depressive disorders were 

not solely due to their actions or characteristics; rather it might also be a product of other 

factors, some related to their family environment. The participants attended every other 

parent-training session, and learned about how their parents were to be taught effective 

communication techniques, empathic listening, conflict resolution, and positive behavior 

management strategies. The parents and participants were also taught the importance of 

spending time as a family doing fun activities together in order to strengthen their 

relationships with one another. Ideas presented in those meetings may have created 

higher expectations for change in their family environments, and when those high 

expectations were not realized, disappointment and discouragement may have followed. 

Participants may have thought that if their families were not going to change or that 

things were not going to get better then there was little incentive for them to change. As a 
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result, at post-treatment the participants in the CBT+PT may not have reported as positive 

changes as participants in the CBT condition. 

Sudden Gains in the Minimal Contact Control Condition  

 Contrary to the hypothesis proposed in the present study, one-third of the 

participants in the MCC condition experienced sudden gains. While the CBT+PT and 

CBT were both were expected to produce sudden gains, few, if any sudden gains were 

expected to occur in the minimal contact control condition. Interestingly, the CBT+PT 

condition and the MCC condition had the same rate of sudden gains. This is in line with 

Vittengl et al. (2005) who reported that sudden gains occurred approximately at the same 

rate in pill placebo condition. Vittengl et al. reported that 25% of the pill placebo with 

clinical management condition experienced sudden gains, 33.3% of the cognitive therapy 

condition experienced sudden gains, and 46.9% of the pharmacotherapy with clinical 

management condition experienced sudden gains. Vittengl et al. indicated that these 

results suggested that sudden gains were not the result of therapy. 

 However, it is important to note that the Vittengl et al. (2005) study design may 

have included more modest sudden gains in the analyses, which may have made it seem 

as if sudden gains were occurring more frequently. In the Vittengl et al. study, 

participants were not assessed at each session, but rather every other session for the first 

16 sessions. The sudden gains criteria proposed by Tang and DeRubeis (1999) required 

improvement in one between-session interval to meet the criteria, while Vittengl et al. 

(2005) only required improvement accumulated over two intervals to meet the criteria 

before Session 16. This may enable more modest gains to pass the criteria. Currently, 

studies of sudden gains have not included a minimal contact control condition; the 
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inclusion of the MCC condition in the present study is a unique and important aspect of 

the study. The findings of sudden gains in the MCC condition of the present study raise 

more questions about the nature of sudden gains and what causes them. 

 This is unexpected finding of sudden gains in the MCC condition is in line with 

what happened in regard to treatment outcome. About half of the participants in the 

minimal contact control condition experienced significant reductions in their depressive 

symptom severity and no longer met criteria for a diagnosis of a depressive disorder at 

following treatment. Relatively little attention has been paid to spontaneous improvement 

and remission in depression (Posternak & Zimmerman, 2000), and it may be that 

depressive symptoms naturally wax and wane. The long-term effects of sudden gains 

experienced by participants in minimal contact control conditions should be studied in the 

future; unfortunately, the participants in the MCC condition in the present study were not 

assessed at the one year follow-up. 

Possible Explanations for Sudden Gains in the Minimal Contact Control Condition 

 While the MCC condition of the ACTION study was designed to be control 

condition, the researchers were ethically required to monitor the symptoms and safety of 

the MCC participants over three months as they waited to begin treatment. MCC 

participants had weekly contact with research assistants, and the researchers had weekly 

contact with parents and teachers. Reports from various research assistants indicated that 

parents and teachers made changes to help the participants while they were being 

monitored. Moreover, it may be that participants’ depressive symptoms began to improve 

during the screening process when they were identified as being depressed (Giroux, 

2009). This implies that the sudden gains in the MCC condition were due to processes 
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similar to treatment and may not have been “spontaneous remissions” or simply part of 

the natural course of depression. 

Explanation 1: Family Intervention 

 In research examining treatment response in children and adolescents, it appears 

to be especially important to account for family based influences. In regard to the sudden 

gains that occurred in the MCC condition, it could be that changes in parent/child 

communication (sparked by the screening assessment process or during the monitoring 

assessment process) played a role in sudden improvement in those participant’s 

symptoms. In regard to monitoring participants, research assistants gave weekly 

assessments to the participants in the MCC condition, they checked in with teachers 

every other week, and they gave weekly updates to parents. If a participant reported a 

large increase in symptoms or stress, suicidal ideation, or self harm, great care would be 

taken to ensure the participant’s safety. The research assistant would spend time talking 

with the participant directly, and she would contact the parents as well as the school 

counselor (if warranted by the situation).  

 Thus, not only did the research assistant listen to the concerns presented by the 

participants, she took what was said seriously and acted on it, as the research assistant 

took steps to help the participant, the parent, and/or the school address those concerns. 

This experience may have been validating for participants who believed their concerns 

were not being taken seriously. Additionally, it also may have conveyed a message to 

parents about how serious their daughter’s symptoms were and how she really did need 

help. After receiving validation for her concerns and after the research assistant opened 

the lines of communication between the participant and her parents, positive changes may 
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have resulted after they talked. For example, one participant reported relief after she 

spoke with her mother about her suicidal ideation. She had worried that her mother would 

dismiss it as attention-seeking behavior rather than a serious concern. Afterward, she 

reported that her mother took her concerns seriously and followed the research assistants 

suggestions about how to keep her daughter safe (e.g., monitor her daughter closely, 

remove sharp or dangerous objects). 

  Similar effects could occur in the family, as the parents attempted to provide 

more emotional support for their daughters as they received ongoing feedback over the 

course of three months of how that support was in fact helping their daughter. Parents 

may have begun to communicate more with their daughters, families may become more 

cohesive, and family relationships may have improved.   

 The ongoing feedback the parents received from the assessments used to monitor 

the participants’ symptoms may have been a family intervention in itself. Problematic 

symptoms and behaviors the parent observed in the child could have been reframed as 

depressive symptoms in need of treatment. The altered parent and child perceptions could 

have led to changes in parent/child interactions and family problem solving, which 

reduced stress on the child. For example, before allowing her daughter enter the MCC 

condition, one parent reported that she did not think her daughter had depression, rather 

she was just “cranky, lazy, and bad.” The research assistant explained that in some 

children the symptoms of depression looked more like irritability than sadness. Also, her 

daughter’s misbehavior and reluctance to participate in activities may also be due to 

negative thoughts and feelings, in addition to her other symptoms of depression. The 

parent seemed surprised by this information, and said, “All along I thought she was doing 
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it on purpose!” The parent agreed to let her daughter participate in the study, and during 

the next phone conversation, the parent mentioned that she was trying to “go easier” on 

her daughter. 

 Explanation 2: Assessment as Brief Therapy 

 The assessments used to monitor the participants’ symptoms while they were 

participating in the MCC condition might also be considered brief therapeutic sessions. 

Although these monitoring assessments were not intended to be interventions, the 

participants are asked to focus on their thoughts and feelings as they completed 

questionnaires and answer interview questions. Through self-reflection, participants may 

have provided feedback to themselves. When interviewing participants every other week, 

trained research assistants acknowledged participants’ feelings and concerns in an 

empathic way, and that could have been a new experience for those participants. 

Additionally, the participants may have felt validated for the first time.   

 The research assistants were also trained to be alert for any self-harming 

behaviors or suicidal ideation, and that care and concern may have been keenly felt by the 

participants. Feedback from these assessments to the parents may have been therapeutic 

in that it may have helped alter the parent’s perceptions of the child, particularly as to 

whether there were actual emotional concerns that needed to be addressed. Of course, the 

assessment is therapeutic only if either through feedback or on their own the families are 

able to make sense of the information provided.  Assessments used during the monitoring 

of depressive symptoms, therefore, have the potential to be therapeutic experiences, 

depending on what the parent and child make of the situation and information.   
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Explanation 3: Non-specific Therapeutic Effects 

 As participants in the MCC condition were monitored for three months prior to 

beginning therapy, they were exposed to non-specific therapeutic factors merely by the 

fact that they came into regular contact with research assistants. The parents of these 

participants also received regular feedback from research assistants about the emotional 

well-being of their children. The feelings of relief and improved mood in response to 

brief symptom interviews are consistent with research demonstrating the existence of 

non-specific therapeutic effects (Assay & Lambert, 1999; Kaufman et al., 2005). Several 

studies evaluating interventions for depressed children have shown that depressive 

symptoms in children are reduced in response to therapies with a theoretical basis as well 

as in response to alternative “placebo” therapies (Liddle & Spence, 1990; Kaufman, et 

al., 2005).   

 There are facets of the monitoring assessment processes that are shared by 

psychotherapy modalities and may be partially responsible for sudden gains observed in 

some of the participants in the MCC condition. In particular, the warmth and empathy 

offered by research assistants together with hope and expectancy of change may have led 

to sudden drops in symptoms for participants in the MCC condition. These kinds of non-

specific factors may be amplified when a participant has more extensive contact with 

researchers during the monitoring assessments. This occurs when a participant endorses 

suicidal ideation on questionnaires or in interviews. In such instances, the research 

process must be set aside while risk is assessed and safety is assured. Addressing suicidal 

ideation or acts of self-harm may have entailed longer conversations with researchers 

during the administration of the BDI-Y or the brief symptom interview, and it may have 
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involved completing a safety contract, as well as a conversation with the school counselor 

to solidify plans for seeking help if the participant feels unsafe.  In addition, when 

checking in with parents every other week, researchers were likely to have longer 

conversations with the parents of participants who were having a more difficult time in 

order to appropriately address any safety concerns about the participant.  

Explanation 4: Safety Contracts 

 Almost half of participants who experienced sudden gains in the MCC condition 

had the experience of signing safety contracts. During the discussion and signing of the 

contract, the idea of talking with others as a means of handling negative emotions may 

have been modeled and understood.  Signing the contract may be similar to the cognitive-

behavioral skills of problem-solving and coping, in that it puts a plan in place for solving 

the problem of intense emotions and emphasizes talking as a coping skill.  The signing of 

the safety contract may facilitate acquisition of these important skills, as it makes the 

process more concrete for the participants.   

Explanation 5: Placebo Effects 

 To establish the efficacy of a medication in medical research, the effects of a 

medicine are contrasted with the effects of taking a non-therapeutic or inert substance, in 

other words, a placebo.  In psychotherapy research, placebo groups typically receive a 

non-theoretically based supportive therapy, bibliotherapy, or psychoeducation. 

Psychotherapy research comparing no-treatment control groups, to placebo groups and 

active treatment conditions consistently demonstrate that placebo groups yield significant 

effects but do not help participants as much as active treatments (Lambert, 2005).  Meta-
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analyses by Lipsey and Wilson (1993) and Grissom (1996) found support for the reliable 

superior effects of theory driven treatments like CBT. 

 The participants in the MCC condition may have benefitted simply from being in 

the present study. Being regularly assessed and knowing that they were part of a 

treatment program (though not in treatment yet), may have fostered hope and expectancy 

for change which may have resulted in actual change for some of the participants. 

Effects of Sudden Gains at Post-treatment (Hypotheses 4, 5, 6, and 7) 

 In the present study it was hypothesized that the participants who experienced 

sudden gains would have significantly lower depressive symptoms, better family 

relationship and communication, fewer negative life events, and a more positive 

cognitive triad post-treatment. Contrary to expectations, there were no significant 

differences between participants who had experienced sudden gains and those who did 

not. At the one year follow-up, there were also no significant differences, although it is 

important to note that the power to detect differences was greatly diminished due to the 

reduced number of participants. These findings are contrary to most of the previous 

studies of sudden gains. In the majority of studies, participants who experienced sudden 

gains had more favorable outcomes at post-treatment and at follow up when compared to 

participants who did not experience sudden gains.  

Possible Explanation for the Lack of Differences at Post-treatment: The Effect of Group 

Therapy 

 In regard to sudden gains literature, the present study is unique in that it examines 

group CBT. There is a paucity of research on sudden gains in group therapy as compared 

to individual therapy. In the present study only 20 of the 31 CBT and CBT+PT groups 
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had participants who experienced sudden gains. In two groups, all of the participants 

experienced sudden gains. In another three groups, half of the participants experienced 

sudden gains. In four groups, two thirds of participants experienced sudden gains, and in 

two other groups three-fourths of the participants experienced sudden gains. In nine 

groups, one-fourth to one-third of the participants experienced sudden gains (i.e., 1 

person out of a 3 or 4 person group). Interestingly, the majority of participants who 

experienced sudden gains were in a group with someone else who experienced sudden 

gains.  

 If one participant in a group experiences sudden improvement in her symptoms, it 

may change the group dynamic so that other members of the group are more likely to 

experience sudden gains. For example, in the process of developing solutions to difficult 

problems experienced by individual participants, other group members may be able to 

provide useful alternative perspectives and solutions beyond those considered by the 

therapist. Skills training and evidence gathering for participants with depression may be 

more feasible within a group compared to a more individualized therapeutic setting due 

to the increased chance for practice and modeling (Bieling et al, 2006).  

 Perhaps there were participants in the present study who would not have 

experienced sudden gains but experienced large and sudden improvements in their 

symptoms by being around, interacting with, and learning from, someone who had 

previously experienced a sudden gain. Or perhaps, even if the other participants did not 

experience a sudden gain themselves they still benefitted from having a participant in 

their group who did have a sudden gain. Regardless of sudden gain status, participants 
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were similar at the end of treatment because the effects of the sudden gains were 

dispersed over the other members of the group. 

Differences at Pre-treatment  

 While investigating hypotheses about post-treatment, it was determined that there 

were significant differences between the participants who experienced sudden gains as 

compared to the participants who did not experience sudden gains at pre-treatment. Prior 

to beginning treatment, participants who would go on to experience sudden gains during 

treatment, reported significantly less cohesion in their families, a significantly more 

negative family relationship, and a significantly more negative cognitive triad.  

 In regard to the differences in the cognitive triad and family environment pre-

treatment, previous studies have shown that negative cognitions about one’s self are 

associated with negative perceptions of parent–child relationships (Ingram, Overbey, & 

Fortier, 2001; Whisman & Kwon, 1992). Perhaps after the participants experienced 

sudden gains, their perception of themselves, the world, and the future became more 

positive. As their perceptions became more positive, perhaps they perceived their family 

environments to be more positive as well. Or, the sudden improvements participants felt 

in their symptoms resulted in changes in their thoughts and behaviors, which facilitated 

improvements in their family environments and their cognitive triads.  

Limitations 

 A number of limitations should be considered when interpreting the results of the 

present study. First, a significant limitation was statistical power. Only 46 girls (34%) 

experienced sudden gains, and while the percentage coincides with previous literature, 

the relatively small number of girls who experienced sudden gains limited the data 
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analyses used in the present study. Thus, it is possible that increased sample sizes would 

reveal group differences in the prevalence of sudden gains favoring the CBT condition 

over the CBT+PT condition. However, the current data suggest that very large samples 

would be required to detect such differences, which indicates that those differences may 

be small and not of great practical significance. 

 A second, potential, limitation of the present study and a more general issue for 

the sudden gain literature, is the time interval of assessments used to identify sudden 

gains. The girls in the present study were not assessed at each session but rather every 

two sessions, thus decreasing the chance of detecting sudden gains. Some previous 

research included weekly assessment with the BDI during the acute phase of treatment, 

and other research included biweekly assessment in roughly the first half of the data 

series, shifting to weekly assessment in the second half (Tang & DeRubeis, 1999), as 

well as weekly assessment (Gaynor et al., 2003; Hardy et al., 2004; Tang et al., 2002). 

More frequent depressive symptoms measurement, both at the beginning and end of 

sessions, and perhaps twice daily between sessions (once at the beginning and once at the 

end of the day), would give researchers more precise timing of when participants 

experienced sudden gains (and would help identify critical sessions).  

 A third limitation of this study is that most data were collected at two time points 

(pre- and post-treatment) instead of three time points as originally proposed (only 50 

participants completed one year follow-up measures). In future research, longitudinal 

studies should be conducted to better determine the long-term effects of sudden gains 

during group CBT on depressive symptoms, family environment, and other variables in 

children and adolescents of both genders. 
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 A fourth limitation would be the potential negative bias that may accompany 

depression. Given that the majority of participants in this sample were already depressed 

when the data was collected, it is important to consider how this may have impacted the 

participants’ responses on the self-report measures. For example, the girls in this study 

may have interpreted their family environment as being overly negative. One study found 

adolescents who were experiencing depression reported poorer relationships with their 

mothers compared to other groups; however, observational data did not support this 

difference (Pavlidis & McCauley, 2001). Given the strong relation between cognitive 

distortion and depression, it is possible the girls perceived their family environments to 

be more negative than actuality. 

 A fifth limitation is the measure of negative life events in this study, the LEC, 

only assesses life stressors in the past 12 months. Research, however, has found negative 

events have long-term effects on the onset of psychiatric disorders in children and 

adolescents (Goodyear et al., 1987). For example, negative life events were found to 

predict depression across a 5 year span (Nolen-Hoekesma et al., 1992). It is possible 

adverse life events occurring earlier than the 12 months assessed in this study may have 

had a significant effect on the development of the cognitive triad and depression.  

 A sixth limitation is that the participants in the present study were not assessed for 

cognitive change in the session preceding the sudden gain. This does not change the fact 

that sudden gains are likely a proxy for some other process or set of processes that 

researchers have yet to understand. As such, in future studies it is important to determine 

the exact causal pathways that generated the sudden gains. Future research exploring 

therapist, client, and observer ratings of sessions may be crucial for isolating the critical 
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pre-gain events and determining the mechanisms that trigger sudden gains. In addition to 

measures of depressive symptoms, participants could complete measures assessing of 

cognitive and behavior changes before and after each session. Other factors that could 

have triggered sudden gains should be explored as well. Therapeutic alliance is one such 

factor, and could be assessed through the administration of self-report measures to the 

participant as well as the therapist. The possible effects of group therapy on sudden gains 

should also be explored. 

 Another limitation, which is also an advantage of the study, is that the study is 

specific to early adolescent girls. Results from the study, therefore, do not account for 

potential gender differences and care should be given not to generalize these results to 

boys or other developmental ages. Future studies of sudden gains in group CBT for 9 t 

o13 year olds should include both genders. 

  There is one final, yet important potential limitation of the present study to 

consider. When interpreting the results of the present study, an important concern to 

consider is the statistical principle of regression to the mean. Regression to the mean 

causes very high or low pre-treatment scores to tend to move toward the mean on the 

post-test measures regardless of treatment. For instance, in most clinical studies, the 

participants are recruited at the time they need help for a clinical problem (e.g., 

depression), meaning that it is usually a time when they are experiencing unusually high 

levels of distress. The participants in the present study were recruited when they were 

experiencing high levels of distress, and although they were randomly assigned to 

treatment conditions, some participants experienced more distress than others.  
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 The participants who experienced sudden gains were significantly different from 

participants who did not experience sudden gains on three dependent variables at pre-

treatment: family communication, family relationship, and cognitive triad. At post-

treatment, these differences were no longer significant. It may be that these participants 

had lower scores purely by happenstance, and over time their scores on these measures 

regressed toward the mean. Treatment may also have had an effect, but the effect of 

regression to the mean cannot be teased apart from the treatment effects. 

Implications 

 The results of the current study have major implications regarding our 

understanding of sudden gains and depression as well as for the treatment of girls 

experiencing depression. Moreover, the results of the present study provide evidence that 

sudden gains may enhance the effects of treatment for some individuals. Firstly, the 

results of present study provided evidence for occurrence of sudden gains in group CBT 

for 9 to 13 year old girls. Tang et al. (2007) suggested that sudden gains might play an 

important role in CBT’s preventative benefits, and demonstrated that sudden gains were 

associated with a substantial reduction in the risk of relapse through a 2 year follow up. 

Similarly, trends in the results of the present study suggest that sudden gains may play an 

important role in CBT’s prophylactic advantage. Participants who experienced sudden 

gains showed a lower relapse rate at the one year follow-up (18%) than participants who 

did not experience sudden gains (36%). Even at post-treatment a lower percentage of the 

participants who experienced sudden gains had a diagnosis of depression compared to 

participants who did not experience sudden gains (15% vs. 30%, respectively). These 

differences were not statistically significant; however, they may be trends in the data and 
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therefore would be in line with previous research results on CBT sudden gains (Tang & 

DeRubeis, 1999; Tang et al., 2007). This may indicate that sudden gains are a meaningful 

phenomenon with long-lasting effects on therapy outcome.  

 In the present study participants who experienced sudden gains were significantly 

different at pre-treatment from participants who did not experience sudden gains. They 

rated their family relationship and family communication significantly worse, and their 

cognitive triads were significantly more negative. The sudden gains these participants 

experienced may have enhanced the treatment they received, thus facilitating the 

improvement in their symptoms. There is some evidence that individuals who 

experienced sudden gains benefited more from CBT (Tang & DeRubeis, 1999). 

Critical Sessions 

 Sudden gains in treatment have been studied to increase understanding of the 

efficacy of therapy and the mechanisms of change. The aim is to pinpoint the stages in 

therapy when substantial gains are made in hopes of identifying the therapeutic 

mechanisms at work. Ilardi and Craighead (1994) called attention to the time course of 

participant response when they pointed out that 60 to 70% of symptom reduction in most 

cognitive behavioral therapy studies occurs in the first four weeks of therapy. In contrast, 

Tang and DeRubeis (1999) and Tang, DeRubeis, Beberman, and Pham (2005) presented 

research indicating that cognitive changes in participants were observed in the cognitive 

behavioral therapy session immediately preceding sudden therapeutic gains. Other 

investigations, though, have shown sudden gains in cognitive behavioral therapy without 

documented cognitive changes (Morgen, Roberts, & Ciesla, 2005).   



  

148 
 

 Tang and DeRubeis (1999) proposed a three-stage model of CBT for participants 

who experienced sudden gains (1) a preparation stage near the beginning of therapy 

where the therapist teaches the treatment model and basic treatment techniques, and the 

client and therapist establish a therapeutic alliance; (2) the critical pre-gain session and 

subsequent sudden gain, where the client experiences critical changes, leading to a 

sudden and large decrease in the level of depressive symptomatology; and (3) the upward 

spiral, where the sudden gain leads to better therapeutic alliance in later therapy sessions, 

as well as a continued increased level of critical client changes (i.e. cognitive changes in 

CBT), which then help sustain the treatment improvement and lead to depression 

recovery.  

 If the contention made by Tang and DeRubeis (1999) and Tang et al. (2005) that 

the session prior to the sudden gain is “critical” for therapy outcome is correct, then a 

hypothesis could be made about the “critical” sessions in the present study. After 

examining the content of the two sessions preceding the most sudden gains in the present 

study, it may be that sudden gains are triggered by in-session and between-session 

positive activities, as well as the application of coping and problem-solving skills.  These 

sessions may be the “critical” sessions posited by Tang and DeRubeis, and may affect the 

participant’s response to treatment.  However, the existence of critical sessions in a large 

clinical sample has never been convincingly demonstrated, and researchers have yet to 

find a convenient way to identify these critical sessions. Future work is needed in this 

area.   
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Conclusions 

 The present study sought to examine the effect of sudden gains on depressive 

symptoms, family environment, cognitive triad, and negative life events in 9 to 13 year 

old girls. The results of the present study build on existing research to improve 

understanding of sudden gains during group CBT for depression. Findings from this 

study provide further evidence that sudden gains occur during treatment, and that they 

occur during group treatment (as opposed to the individual therapy examined in previous 

studies). The amount of identified sudden gains that occurred during group treatment in 

the present study was similar to the amount of sudden gains identified in previous studies 

of individuals in therapy. The finding that the majority of the sudden gains occurred early 

in treatment was also in line with some previous studies. The number of sudden gains did 

not vary significantly by treatment condition; however, the CBT condition contained the 

most sudden gains while the CBT+PT and MCC had the same number of sudden gains. 

Similar to previous research, the presence of a parent intervention component did not 

appear to significantly change the relation between sudden gains and treatment outcome. 

 The identification of sudden gains in the MCC condition was an unexpected but 

important finding. Various explanations may at least partially account for their 

occurrence. Sudden gains in a control condition may indicate that sudden and stable 

improvements in symptoms may be a natural part of the course of depression. 

Alternatively, the participants in the MCC condition who experienced sudden gains may 

have experienced familial influences, assessment as brief therapy, non-specific 

therapeutic effects, the effect of signing safety contracts, or these sudden gains could be 

placebo effects. 
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 It is important to note that the results of the present study suggested that the 

presence, timing, and magnitude of sudden gains are not related to post-treatment 

outcomes for 9 to 13 year old girls with depression, regardless of treatment condition. 

Interestingly, participants who later experienced sudden gains had lower family cohesion, 

poorer family relationships, and a lower cognitive triad at pre-treatment than girls who 

did not experience sudden gains during treatment. In fact, the findings of this study 

highlighted that although the girls who experienced sudden gains started out worse before 

treatment, they experienced comparable reductions in depression severity and comparable 

gains on the other dependent variables. A unique aspect of the present study is the group 

treatment design as the potential effects of sudden gains on group treatment have not 

been investigated. The presence of sudden gains in one or two participants in the same 

group may be beneficial for all of the members of the group, and this may partially 

explain why the participants were not significantly different at post-treatment. The 

findings from this study have implications for both the understanding of sudden gains and 

the treatment of girls experiencing depression. 

 Sudden gains in treatment have been studied to increase understanding of the 

efficacy of therapy and the mechanisms of change in hopes that researchers will be able 

to pinpoint the stages in therapy or “critical” sessions when substantial gains are made. 

Sudden gains may enhance the effectiveness of CBT, and they also may provide 

preventative benefits, and previous studies demonstrated that sudden gains were 

associated with substantial reduction in the risk of relapse. Perhaps most importantly, as 

the present study demonstrated the occurrence of sudden gains in the monitored control 

condition, future studies should investigate the cause and the long-term effects of those 
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gains. Hopefully, the results of the present study will prompt further discussion and 

research regarding sudden gains (both inside of and outside of treatment), as well as the 

effects of group therapy on sudden gains. 

 



  

 152

APPENDICES 

Appendix A 

DSM-IV Criteria for Major Depressive Disorder and Major Depressive Episode DSM-IV 

Criteria for Major Depressive Disorder 
 

A. Presence of one or more Major Depressive Episodes (to be considered separate 
episodes, there must be an interval of two consecutive months in which criteria are not 
met for a Major Depressive Episode).  

B. Major Depressive Episode is not better accounted for by Schizoaffective Disorder and 
is not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, 
or Psychotic Disorder Not Otherwise Specified.  

C. There has never been a Manic Episode, Mixed Episode, or Hypomanic Episode.  
 
DSM-IV Criteria for Major Depressive Episode  
A. Five (or more) of the following symptoms must be present during the same two-week 
period and represent a change from previous functioning; at least one of the symptoms is 
either (1) depressed mood, or (2) loss of interest or pleasure.  

1. Depressed mood most of the day, nearly every day, as indicated by either 
subjective report (e.g., feels sad or empty) or observation made by others (e.g., 
appears tearful). Note: in children and adolescents, can be irritable mood.  

2. Markedly diminished interest or pleasure in all, or almost all, activities most of 
the day, nearly every day (as indicated by either subjective account or observation 
made by others).  

3. Significant weight loss when not dieting or weight gain (e.g., a change of more 
than 5% of body weight in a month), or decrease or increase in appetite nearly 
every day. Note: in children, consider failure to make expected weight gains.  

4. Insomnia or hypersomnia nearly every day.  

5. Psychomotor agitation or retardation nearly every day (observable by others, 
not merely subjective feelings of restlessness or being slowed down).  

6. Fatigue or loss of energy nearly every day.  

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 
delusional) nearly every day (not merely self-reproach or guilt about being sick).  

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 
(either by subjective account or as observed by others).  

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 
without a specific plan, or a suicide attempt or a specific plan for committing 
suicide.  

B. The symptoms do not meet criteria for a Mixed Episode.  

C. The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning.  
D. The symptoms are not due to the direct physiological effects of a substance (e.g., a 
drug of abuse, a medication) or a general medical condition (e.g., hypothyroidism).  
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E. The symptoms are not better accounted for by Bereavement, i.e., after the loss of a 
loved one, the symptoms persist for longer than two months or are characterized by 
marked functional impairment, morbid preoccupation with worthlessness, suicidal 
ideation, psychotic symptoms, or psychomotor retardation.  
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Appendix B 

DSM-IV Criteria for Dysthymic Disorder 
 

A. Depressed mood for most of the day, for more days than not, as indicated either by 
subjective account of observation by others, for at least two years. Note: In children and 
adolescents, mood can be irritable and duration must be at least one year.  
B. Presence, while depressed, of two (or more) of the following:  

1. Poor appetite or overeating  

2. Insomnia or hypersomnia  

3. Low energy or fatigue  

4. Low self-esteem  

5. Poor concentration or difficulty making decisions  

6. Feelings of hopelessness  
C. During the two-year period (one year for children or adolescents) of the disturbance, 
the person has never been without the symptoms in Criteria A and B for more than two 
months at a time.  

D. No Major Depressive Episode has been present during the first two years of the 
disturbance.  

E. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode, 
and criteria have never been met for Cyclothymic Disorder.  

F. The disturbance does not occur exclusively during the course of a chronic Psychotic 
Disorder, such as Schizophrenia or Delusional Disorder.  

G. The symptoms are not due to the direct physiological effects of a substance (e.g., a 
drug of abuse, a medication) or a general medical condition (e.g., hypothyroidism).  

H. The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning.  
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Appendix C 

DSM-IV Criteria for Depressive Disorder Not Otherwise Specified 
 
A. A mood disturbance, defined as follows:  

1. At least two (but less than five) of the following symptoms have been present 
during the same two-week period and represent a change from previous 
functioning; at least one of the symptoms is either (a) or (b):  

a. Depressed mood most of the day, nearly every day, as indicated by 
either subjective report (e.g., feels sad or empty) or observation made by 
others (e.g., appears tearful). Note: in children and adolescents, can be 
irritable mood.  

b. Markedly diminished interest or pleasure in all, or almost all, activities 
most of the day, nearly every day (as indicated by either subjective 
account or observation made by others).  

c. Significant weight loss when not dieting or weight gain (e.g., a change 
of more than 5% of body weight in a month), or decrease or increase in 
appetite nearly every day. Note: in children, consider failure to make 
expected weight gains.  

d. Insomnia or hypersomnia nearly every day.  

e. Psychomotor agitation or retardation nearly every day (observable by 
others, not merely subjective feelings of restlessness or being slowed 
down).  

f. Fatigue or loss of energy nearly every day.  

g. Feelings of worthlessness or excessive or inappropriate guilt (which 
may be delusional) nearly every day (not merely self-reproach or guilt 
about being sick).  

h. Diminished ability to think or concentrate, or indecisiveness, nearly 
every day (either by subjective account or as observed by others).  

i. Recurrent thoughts of death (not just fear of dying), recurrent suicidal 
ideation without a specific plan, or a suicide attempt or a specific plan for 
committing suicide.  

2. The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning.  

3. The symptoms are not due to the direct physiological effects of a substance 
(e.g., a drug of abuse, a medication) or a general medical condition (e.g., 
hypothyroidism).  

4. The symptoms are not better accounted for by Bereavement.  
B. There has never been a Major Depressive Episode, and criteria are not met for 
Dysthymic Disorder.  

C. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode, 
and criteria are not met for Cyclothymic Disorder.  

D. The mood disturbance does not occur exclusively during Schizophrenia, 
Schizophreniform Disorder, Schizoaffective Disorder, Delusional Disorder, or Psychotic 
Disorder Not Otherwise Specified.  
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Appendix D 

DSM-IV Criteria for Adjustment Disorders 

 

A. The development of emotional or behavioral symptoms in response to an identifiable 

stressor(s) occurring within 3 months of the onset of the stressor(s). 

B. These symptoms or behaviors are clinically significant as evidenced by either of the 

following: 

1. marked distress that is in excess of what would be expected from exposure to 

the stressor. The symptoms cause clinically significant distress or impairment 

in social, occupational, or other important areas of functioning. 

2. significant impairment in social or occupational (academic) functioning 

C. The stress-related disturbance does not meet the criteria for another specific Axis I 

disorder and is not merely an exacerbation of a preexisting Axis I or Axis II disorder. 

D. The symptoms do not represent Bereavement. 

E. Once the stressor (or its consequences) has terminated, the symptoms do not persist 

for more than an additional 6 months. 
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Appendix E  

Children’s Depression Inventory 
 
Kids sometimes have different feelings and ideas. This form lists the feelings and ideas in 
groups. From each group of three sentences, pick one that describes you best for the past two 
weeks. After you pick a sentence from the first group, go on to the next group. There is no 
right answer or wrong answer. Just pick the sentence that best describes the way you been 
recently. Put a mark like this X next to your answer. Put the mark in the box next to the 
sentence you pick. 
 
1. I am sad once in a while.  
    I am sad many times.  
    I am sad all the time.  
 
2. Nothing will ever work out for me.  
    I am not sure if things will work out for me.  
   Things will work out for me O.K.  
 
3. I do most things O.K.  
    I do many things wrong.  
    I do everything wrong.  
 
4. I have fun in many things.  
    I have fun in some things.  
    Nothing is fun at all.  
 
5. I am bad all the time.  
    I am bad many times.  
    I am bad once in a while.  
 
6. I think about bad things happening to me once in a while.  
    I worry that bad things will happen to me. 
    I am sure that terrible things will happen to me.  
 
7. I hate myself.  
    I do not like myself.  
    I like myself.  

 
8. All bad things are my fault.   
    Many bad things are my fault. 
    Bad things are not usually my fault.  
 

9. I do not think about killing myself.  
    I think about killing myself but I would not do it.  
    I want to kill myself  
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10. I feel like crying every day.  
      I feel like crying many days.  
      I feel like crying once in a while.  
 
11. Things bother me all the time.  
      Things bother me many times.  
      Things bother me once in a while.  
 
12. I like being with people.  
      I do not like being with people many times.  
      I do not want to be with people at all.  
 
13. I cannot make up my mind about things.  
      It is hard to make up my mind about things.  
      I make up my mind about things easily.  
 
14. I look O.K.  
     There are some bad things about my looks.  
      I look ugly.  
 
15. I have to push myself all the time to do my schoolwork.  
      I have to push myself many times to do my schoolwork.  
      Doing schoolwork is not a big problem.  
 
16. I have trouble sleeping every night.  
      I have trouble sleeping many nights.  
      I sleep pretty well.  
 
17. I am tired once in a while.  
      I am tired many days. 
      I am tired all the time.  
 
18. Most days I do not feel like eating.  
      Many days I do not feel like eating.  
      I eat pretty well.  
 
19. I do not worry about aches and pains.  
      I worry about aches and pains many times.  
      I worry about aches and pains all the time. 
 
20. I do not feel alone.  
      I feel alone many times.  
      I feel alone all the time.  
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21. I never have fun at school.  
      I have fun at school only once in a while. 
      I have fun at school many times.  
 
22. I have plenty of friends. 
      I have some friends but I wish I had more.  
      I do not have any friends.  
 
23. My schoolwork is alright.  
      My schoolwork is not as good as before. 
      I do very badly in subjects I used to be good in.  
 
24. I can never be as good as other kids.  
      I can be as good as other kids if I want to.  
      I am just as good as other kids.  
 
25. Nobody really loves me. 
      I am not sure if anybody loves me.  
      I am sure that somebody loves me.  
 
26. I usually do what I am told. 
      I do not do what I am told most of the times.  
      I never do what I am told.  
 
27. I get along with people.  
      I get into fights many times.  
      I get into fights all the time. 
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Appendix F 

Beck’s Depression Inventory for Youth 
                                                                          

Here is a list of things that happen to people and that people think or feel.  Read each sentence 
carefully, and circle the one word (Never, Sometimes, Often, or Always) that tells about you best, 
especially in the last two weeks.  THERE ARE NO RIGHT OR WRONG ANSWERS. 
 

     0  1  2  3 
1. I think that my life is bad.   Never  Sometimes Often 

 Always 

 
2.  I have trouble doing things.    Never  Sometimes Often 

 Always 

 
3. I feel that I am a bad person.   Never  Sometimes Often 

 Always 

4. I wish I were dead.    Never  Sometimes Often 

 Always 

 
5. I have trouble sleeping.    Never  Sometimes Often 

 Always 

 
6. I feel no one loves me.   Never  Sometimes Often 

 Always 

 
7. I think bad things happen because of me. Never  Sometimes Often 

 Always 

 
8. I feel lonely.      Never  Sometimes Often 

 Always 

 
9. My stomach hurts.     Never  Sometimes Often 

 Always 

 
10. I feel like bad things happen to me.   Never  Sometimes Often 

 Always 

 
11. I feel like I am stupid.    Never  Sometimes Often 

 Always 

 
12. I feel sorry for myself.    Never  Sometimes Often 

 Always 

 
13. I think I do things badly.    Never  Sometimes Often 

 Always 

 
14. I feel bad about what I do.    Never  Sometimes Often 

 Always 
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15. I hate myself.      Never  Sometimes Often 

 Always 

 
16. I want to be alone.     Never  Sometimes Often 

 Always 

 
17. I feel like crying.     Never  Sometimes Often 

 Always 

 
18. I feel sad.      Never  Sometimes Often 

 Always 

 
19. I feel empty inside.     Never  Sometimes Often 

 Always 

 
20. I think my life will be bad.    Never  Sometimes Often 

 Always 
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Appendix G 

DSM-IV Symptom Interview for Children/Adolescents 

  

Interviewer instructions: Use each symptom prompt (18 items) and determine 
whether a symptom is present or absent. “Present” indicates that the symptom 
is distressing or clinically impairing (similar to a rating of 3+ on the KSADS). 
Follow-up questions may be used as needed, questions do not need to be asked 
verbatim, but clearly mark the symptom as present or absent for each item, 
regardless of how many follow-up questions are used. Code a symptom as 
present ONLY if it interferes or impairs functioning of the child in some way, 
meaning it is more intense or frequent than the experiences of the child’s peers, or 
beyond expected reaction to an event. If a child does not endorse any of the first 4 
items, she will likely not continue to the KSADS, but please ask all items for data 
reasons and parent feedback. This brief interview covers present symptoms of 
depressive disorders, and the purpose is to assess current functioning only, for the 
last two weeks, including today. A symptom is “present” if it is a problem for 
most days within the past 2 weeks.  If a symptom was a big problem, but only for 
one day or a few days, that would likely be a temporary reaction and not truly a 
symptom. INDICATE CLEARLY IF PRESENT OR ABSENT, NO 
“BETWEEN” MARKS. 

Introduce yourself and say to the child/adolescent: “I’ll be asking you some 

questions about your behavior and feelings over the past two weeks, including 

today. I will want to know if you have each experience, and if it is a problem for 

you most days within the last two weeks. There are no right or wrong answers, 

and you do not have to do this if you do not choose to participate.  If you want to 

stop, we will stop if you say so.  Your answers will be private, except I will need to 

tell another adult if I have any concerns about your safety, such as you feel like 

hurting yourself or someone else, or if someone is hurting you. If that happens, 

we’ll work together to be sure you are safe.  After we talk, I’ll let your parent(s) 

know generally how you’re doing, but not tell them exactly what you said.  Do you 

have any questions?”  

COMPLETE A-E AT TIME OF INTERVIEW: 

A. Participant ID# ____________________    

B. Time (circle): (1) Screening (2) Monitoring week # _____ (3) other ____ 

C. Date: ____________________________   
D. School: __________________________ 
E. Interviewer: _______________________ 
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CONFIDENTIAL* ACTION PROJECT USE ONLY 

Symptoms: Ask about symptoms being present most days for 
THE LAST TWO WEEKS, INCLUDING TODAY.    

Symptom IS 
present (√) 

Symptom 
NOT 
present (√) 

1. Have you been feeling sad, unhappy, blue, or down in the 
dumps for a lot of the day? 

� � 

2. Have you been feeling irritable, cranky, or easily annoyed 
for a lot of the day 

� � 

3. Have you been less interested in doing things like hobbies or 
sports? 

� � 

4. Have you been enjoying hobbies or interests less that you 
did in the past? 

� � 

5. Have you noticed a change in your appetite (eating more or less 

than usual)? Has your weight changed or do your clothes fit 

differently? 

� � 

6. Have you had any trouble with your sleep, such as falling 

asleep, waking up at night, or waking too early? 
� � 

7. Have you been having trouble with your sleep, in that you are 

sleeping a lot more than usual lately? 
� � 

8. Do you feel like you still need sleep or rest, even if you got a 

full night’s sleep?  
� � 

9. Do you feel like you have no energy, or not as much energy as 

usual? 
� � 

10. Do you feel restless or fidgety, that you have a hard time 

sitting still? 
� � 

11. Have you felt slowed down, like you are moving in slow 

motion or your movements are not as quick as usual? 
� � 

12. Have you had trouble concentrating or paying attention, like 

your mind is “in a fog?”  Or trouble making decisions? 
� � 

13. Have you felt guilty about things lately? � � 

14. Have you felt hopeless, like things won’t work out for you, or 

that you will always feel bad? 
� � 

15. Have you felt worthless, inadequate, or like you are no good 

lately? 
� � 

16. Have you had thoughts of death or dying? � � 
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CONFIDENTIAL * ACTION PROJECT USE ONLY 

 
When did these symptoms become a problem for you (onset)? ___________________ 
 
 

 
 
 

 
 
 

 
 
 

Please immediately complete disposition below for all DSM screening interviews.  You can ask the 
child for parent name and contact information. 
 

Indicate disposition recommendation below (check one): 
 

� Discontinue study participation, send letter to parents indicating no concerns 

�  Contact parents for feedback and to invite for KSADS 

� Contact parents for feedback, discontinue study participation and not invite for KSADS 
� Contact parents to recommend immediate appointment with Dr. Custer or Dr. Hauser 

 

 

Parent name: ____________________________ phone # __________________ 

 

Child name: _____________________________ 

 

Parent Contacted: (NO) or (YES) name of person who contacted parents: ____________ 

 

ACTION staff notes regarding contact: 

 

17. Have you had thoughts of wanting to hurt yourself? (or 

someone else) 
� � 

18. Have you done anything to hurt yourself, such as make a mark 

on your skin? 
� � 

TOTAL “PRESENT” Items 1-18 
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Appendix H 

Depression Sections of the K-SADS-IVR 

 

#DEPRESSED MOOD  
NOTE: If parent only reports child looks sad but no other characteristics of depressed 
mood, rate DEPRESSED MOOD no greater than a 3 if sad look is persistent all day.  
 
• How have you been feeling?  
• Have you felt sad, blue, moody, down in the dumps, very unhappy, empty, like crying?  
(ASK EACH ONE.)  
• Have you had any other bad feelings?  
• Do you have a bad feeling all the time that you can't get rid of?  
• Have you cried or been tearful?  
• Do you feel ( ) all the time, most of the time, some of the time? (Percent of awake time: 
summation of % of all labels if they do not occur simultaneously.)  
• Does it come and go? How frequently? 
 • Every day?  
• How long does it last? All day?  
• Does it get so bad you feel wretched and miserable?  
• Can you stand it? What do you do when you can't stand it?  
• Do you feel sad when mother is away? IF SEPARATION FROM MOTHER IS GIVEN 
AS A CAUSE: Do you feel ( ) when mother is with you? Do you feel a little better or is 
the feeling totally gone? Can other people tell when you are sad? How can they tell? Do 
you look different?  
 
0 -- No info.  
1 -- Not at all or less.  
2 -- Slight: occasionally has dysphoric mood at least once a week for more than one hour.  
3 -- Mild: sometimes experiences dysphoric mood at least 3 times week for at least 3 
hours total time each day. Looks sad all the time.  
4 -- Moderate: often feels "depressed" (including weekends) or over 50% of awake time.  
5 -- Severe: most of the time feels depressed, and it is almost painful; feels wretched and 
miserable.  
6 -- Extreme: almost all of the time feels extremely depressed which “I can’t stand.”   
7 -- Pervasive: constant unrelieved, extremely painful feelings of depression.  
 

WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6 7 
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#IRRITABILITY & ANGER  

(Subjective feeling)  

Subjective feeling of bad temper, short tempered, crankiness or annoyance. RATE THE 

INTENSITY AND DURATION OF THE SUBJECTIVE FEELING HERE.  

NOTE: If patient has had clear episodes of mania or hypo- mania during which he was 

irritable, do not rate such irritability here. This can be clarified when assessing manic sxs. on 

pg. 35, and rating should be changed accordingly.  

• Do you get annoyed and irritated, or cranky at little things? What kinds of things? 
• Have you been feeling mad or angry also (even if you don't show it)? How angry?  
• More than before?  
• What kinds of things make you feel angry?  
• Do you lose your temper? With your family? Your friends? Who else? At school? What 
happens?  
• Has anybody said anything about it?  
• How much of the time do you feel angry, irritable, or cranky?  
• When you get mad, what do you think about?  
• Do you ever get so angry that you think about hurting someone or wish they would drop 
dead? • Who? Do you have a plan? How?  
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally irritable, minimal clinical  
3 -- Mild: sometimes (at least 3 times/wk. for at least 3 hrs./day) feels definitely more 
angry, irritable than called for by the situation, but never very intense. No homicidal 
thoughts  
4 -- Moderate: often feels irritable/angry or over 50% of awake time.  
5 -- Severe: most of the time child is aware of feeling very irritable or quite angry, or has 
frequent wishes other would die or thoughts of hurting others.  
6 -- Extreme: almost all of the time feels extremely irritable or angry, to the point he 
"can't stand it". Can't be sure he can control himself from harming others in an explosion 
of temper.  
7—Number 6 plus homicidal plan.  
 
SKIP TO EXCESSIVE GUILT, IF DEPRESSED MOOD IS ALSO < 2.  
WHAT ABOUT DURING THE  LAST WEEK? LAST WEEK: 0 1 2 3 4 5 6 7 

 

#DIURNAL MOOD VARIATION  
(Depression) Extent to which there is a persistent (at least 1 week) worsening of mood 
during the morning hours compared to any other time of day. The worst period should be 
at least 2 hours. Ask about weekends, too. For younger children, questioning can be 
referred to large "natural" blocks of time, e.g., from breakfast to lunch, all morning at 
school, from dinner to bedtime, a whole TV program, etc. DO NOT RATE POSITIVE IF 
IT GETS WORSE ONLY AT BED TIME, SCHOOL TIME, OR OTHER 
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SEPARATION TIMES. NOTE: Worsening only refers to dysphoric mood and not to 
anxiety or environmental events.  
 
• Do you feel more ( ) in the morning when you wake up, in the afternoon, or in the 
evening? How much worse? How long does it last?  
• When you feel worse, is it a different feeling or just more of the same?  
• Does this happen every day, after you get home from school, after dinner?  
• When do you start feeling better?  
 
#Depressed Mood (Worse in morning)  
0 -- No info.  
1 -- No difference.  
2 -- Slight: occasionally a little worse for less than 2 hours.  
3 -- Mild/Moderate: often mildly worse for at least 2 hours.  
4 -- Severe/extreme: almost all the time considerably worse for at least 2 hours.  
 
#Depressed Mood (Worse in afternoon/evening)  
0 -- No info.  
1 -- No difference.  
2 -- Slight: occasionally a little worse for less than 2 hours.  
3 -- Mild/Moderate: often mildly worse for at least 2 hours.  
4 -- Severe/extreme: almost all the time considerably worse for at least 2 hours.  
 
WHAT ABOUT DURING THE LAST WEEK: LAST WEEK: 0 1 2 3 4  

 
DIURNAL MOOD VARIATION  
(Irritability)  
Irritable Mood (Worse in morning)  
0 -- No info.  
1 -- No difference.  
2 -- Slight: occasionally a little worse for less than 2 hours.  
3 -- Mild/Moderate: often mildly worse for at least 2 hours.  
4 -- Severe/extreme: almost all the time considerably worse for at least 2 hours.  
 
Irritable Mood (Worse in afternoon/evening)  
0 -- No info. 1 -- No difference.  
2 -- Slight: occasionally a little worse for less than 2 hours.  
3 -- Mild/Moderate: often mildly worse for at least 2 hours.  
4 -- Severe/extreme: almost all the time considerably worse for at least 2 hours.  
 
WHAT ABOUT DURING THE LAST WEEK: LAST WEEK: 0 1 2 3 4  
 

#EXCESSIVE OR INAPPROPRIATE GUILT  
...and self reproach, for things done or not done, including delusions of guilt. Feelings of 
guilt about parental separation and/or divorce are normative and should not lead, by and 
of themselves, to a positive guilt rating in this score, except if they persist after repeated 
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appropriate discussions with the parent(s). RATE ACCORDING TO PROPORTION 
BETWEEN INTENSITY OF GUILT FEELING OR SEVERITY OF PUNISHMENT 
CHILD THINKS HE DESERVES AND THE ACTUAL MISDEEDS. For many young 
children, it is preferable to give a concrete example such as: "I am going to tell you about 
three children, and you tell me which one is most like you. The first is a child who does 
something wrong, then feels bad about it, goes and apologizes to the person, the 
apologies are accepted, and he just forgets about it from then on. The second child is like 
the first but, after his apologies are accepted, he just cannot forget about what he had 
done and continues to feel bad about it for one or two weeks. The third is a child who has 
not done much wrong, but who feels guilty for all kinds of things which are really not his 
fault. Which one of these three children is like you?" It is also useful to double check the 
child's understanding of the questions by asking him to give an example, like the last time 
he felt guilty, "like the child in the story".  

 
#GUILT  
When people say or do things that are good, they usually feel good; when they say or do 
something bad, they feel guilty about it.  
• Do you feel guilty bad about anything you have done? What happened?  
• How frequently do you think about it?  
• When did you do that?  
• What does it mean if I said I feel guilty about something? 
• How much of the time do you feel like this?  
• What kind of things do you feel guilty about?  
• Do you feel guilty about things you have not done, or are not actually your fault?  
• Do you feel guilty about things your parent(s) or others do?  
• Do you feel you cause bad things to happen?  
• Do you think you should be punished for this 
• What kind of punishment do you feel you deserve?  
• Do you think it's enough?  
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasional feeling of mild self-blame, but no persistent ruminations beyond 
reasonable time.  
3 -- Mild: sometimes feels guilty about past actions, the significance of which he exaggerates, 
and which most children would have forgotten.  
4 -- Moderate: often feels guilt which he cannot explain or about things which objectively are 
not his fault.  
5 -- Severe: most of the time has feelings of intense guilt, or generalized feelings of self-
blame for most situations. Feels he should be punished more. 
6 -- Extreme: almost all the time has agonizing feelings of guilt, or delusions of guilt, or 
hallucinations in which he is accused of having done something terrible.  
 
NOTE: THIS RATING MIGHT BE CHANGED FROM 4 OR 5, TO 6 AT THE TIME OF 
ASSESSING DELUSIONS. 
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6 
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 # ANHEDONIA/LOSS OF INTEREST AND LOSS OF PLEASURE  
The following 2 items assess ANHEDONIA/LOSS OF INTEREST and LOSS OF 
PLEASURE. These items are not mutually exclusive and may coexist. Boredom is a term all 
children understand and which frequently refers to loss of ability to enjoy (anhedonia) or to 
loss of interest or both. Clarify how child uses "boredom". Use as a screening question for 
both items and, if positive, further inquiry should provide ratings for each item BOREDOM 
(Screening questions)  
• What are the things you used to do for fun? (Get examples: sports, friends, favorite games, 
school subjects, outings, family activities, favorite TV programs, computer or video games, 
music, dancing, playing alone, reading, hanging out, etc.)  
• Do you feel bored a lot of the time?  
• Are you bored because you don't enjoy things or because you are not interested in even 
starting them? 
• Do you feel bored when you think about doing these things you used to do before you 
began feeling (sad, etc.)?  
• Are you so bored you stop doing these things? 196  

• Are you just not satisfied with your life? (Ask to describe why.)  

 
#ANHEDONIA/LOSS OF INTEREST  
Partial or complete (pervasive) loss of ability to contemplate, to anticipate, to be 
interested, to have desire, to pursue interests/activities which have been attractive to the 
child. The child does not desire to engage in activities nor initiate them. There is a lack of 
enthusiasm and anticipatory excitement, not caring about, apathy, lack of motivation in 
the contemplation or participation of doing things they would normally look forward to. 
NOTE: Social withdrawal (loss of social interest) only concomitant is usually rated here.  
• What do you usually like to do?  
• Since you've been (depressed, sad...) do you look forward to doing these things?  
• Do you have to push yourself to do your favorite activities?  
• Do they interest you?  
• Do you get excited or enthusiastic about doing them? Why not?  
• Have you stopped trying to do things that you used to because they just don't interest 
you anymore?  
• How much of your interest have you lost?  
• Are you less sexually interested than you used to be [adolescents]?  
 
0 -- No info  
1 -- All activities as interesting, or more so.  
2 -- Slight: occasionally 1 or 2 activities may be less interesting than before.  
3 -- Mild: sometimes several activities less interesting, or apathetic. Loss of interest over 
50% of the time.  
4 -- Moderate: often most activities much less interesting. Apathetic 75% of time.  
5 -- Severe: most of the time almost all activities much less interesting. Apathetic 90% of 
the time.  
6 -- Extreme: almost all the time totally unable to experience interest. Total apathy.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
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#ANHEDONIA/LOSS OF PLEASURE  
Partial or complete (pervasive) loss of ability to obtain pleasure, enjoyment, or to have 
fun during participation in activities which have been attractive to the child. The child 
may feel they are just going through the motions. It also refers to basic pleasures like 
those resulting from socializing and, in adolescents, sexual activity. Do not confuse with 
lack of opportunity to do things, which may be due to loss of interest or to excessive 
parental restrictions.   
Two comparisons should be made in each assessment: enjoyment as compared to that of 
peers, and enjoyment as compared to that of child when not depressed. The second is not 
possible in episodes of long duration because normally children's preferences change with 
age. RATE SEVERITY BY DETERMINING THE NUMBER OF ACTIVITIES WHICH 
ARE LESS PLEASURABLE TO THE CHILD AND BY THE DEGREE OF LOSS OF 
ABILITY TO ENJOY. Ratings of 5 or 6 are considered PERVASIVE ANHEDONIA. 
NOTE: THIS ITEM DOES NOT REFER TO INABILITY TO ENGAGE IN ACTIVITIES 
(loss of ability to concentrate on reading, games, TV or school subjects) NOR INABILITY 
TO CONTEMPLATE ENJOYMENT (loss of interest).  
• Since you've been feeling ______ , have you noticed that things are just not as much fun as 
before? • Do you have as much pleasure doing things as you used to before you began feeling 
(sad, etc.)?  
• Do you enjoy them a little less? Much less? Not at all?  
• Do you have as much fun as your friends?  
• How much of your pleasure have you lost? Just a little, pretty much, very much?  
• Do you start to do things that interest you but then find you are not enjoying them as much 
or are just going through the motions?  
• [For adolescents] Do you enjoy sex as much as you used to? 
 
0 -- No info.  
1 -- All activities as pleasurable, or more so.  
2 -- Slight: occasionally 1 or 2 activities may be less pleasurable than before or than his 
friends.  
3 -- Mild: sometimes several activities less pleasurable. Over 50% of time activities are less 
pleasurable.  
4 -- Moderate: often activities are much less pleasurable. No pleasure 75% of time during 
activities.  
5 -- Severe: most of the time almost all activities much less pleasurable. No pleasure 90% of 
time during activities.  
6 -- Extreme: almost all the time totally unable to experience pleasures ("I don't enjoy 
anything").  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
 

#FATIGUE, LACK OF ENERGY, TIREDNESS  
This is a subjective feeling. Distinguish between child not having energy to do what 
he/she wants to do versus doing unpleasant chores (e.g., cleaning room, washing dishes,  
etc.). RATE PRESENT EVEN IF SUBJECT FEELS IT IS SECONDARY TO 
INSOMNIA. NOTE: Do not confuse with loss of interest.  
• Have you been feeling tired?  
• Do you feel tired:  
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• All of the time?  
• Most of the time?  
• Some of the time?  
• When did you start feeling so tired?  
• Was it after you started feeling ( )? -Do you have to rest? How much?  
• Is it very hard to get going because you're tired and have no energy?  
• Do you feel like this all the time?  
• Do you feel too pooped to do anything, even things you like to do?  
 
0 -- No info.  
1 --Not at all or more energy than usual.  
2 -- Slight: occasionally may be less energetic than usual.  
3 -- Mild: sometimes definitely more tired or less energetic than usual.  
4 -- Moderate: often feels tired, without energy. May have to rest (not sleep) during the 
day.  
5 -- Severe: most of the time feels very tired or exhausted or may spend a great deal of 
time resting (not sleeping).  
6 -- Extreme: almost all the time constant feeling of extreme fatigue or lack of energy, or 
spends most of the time resting.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

#DIURNAL VARIATION OF FATIGUE  
Extent to which the child is more fatigued in the AM or PM, for at least 2 hours.  
• When do you feel more tired?  
• In the morning?  
• In the afternoon/evening? NOTE: If child answers yes to either, check that he is not just 
referring to the transition period between getting up and showering and/or breakfast, or 
between bedtime and falling asleep.  

 
#Worse in the morning  
0 -- No info.  
1 -- No difference  
2 -- Slight: occasionally a little worse.  
3 -- Mild/Moderate: often somewhat worse for at least 2 hours.  
4 -- Severe/Extreme: most of the time, considerable worse for at least 2 hours  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4  
 
Worse in the afternoon/evening  
0 -- No info.  
1 -- No difference  
2 -- Slight: occasionally a little worse.  
3 -- Mild/Moderate: often somewhat worse for at least 2 hours.  
4 -- Severe/Extreme: most of the time, considerable worse for at least 2 hours  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4  
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#DIFFICULTY CONCENTRATING/SLOWED THINKING  
Complaints (or evidence from teacher) of diminished ability to think or concentrate. 
Child may seem now to be indecisive or thinking is slowed down. School information 
may be crucial to proper assessment of this item. DISTINGUISH FROM LOSS OF 
INTEREST OR MOTIVATION. This item is also used to diagnose ADHD. Inquire if 
concentration difficulty is longstanding (before 7 years old) or only since depressed.  
• Do you know what it means to concentrate?  
• Sometimes children have a lot of trouble paying attention even when they really try. For 
instance, they have to read a page from a book, and can't keep their minds on it or they 
just can't do it without daydreaming. Have you been having this kind of difficulty?  
• When did it begin?  
• Is your thinking slowed down?  
• If you push yourself very hard, can you concentrate?  
• Does it take longer to do your homework?  
• When you try to concentrate on something, does your mind drift off to other things?  
• Can you pay attention in school?  
• Can you pay attention when you want to do something you like, or do you find it hard 
even then?  
• Do you forget about things a lot more?  
• What things can you pay attention to?  
• Is it that you cannot concentrate? Or is it that you are not interested, or don't care? 200  
• Did you have this difficulty before?  
• When did it start?  
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally, but of doubtful clinical significance.  
3 -- Mild: sometimes aware of limited attention span but causes no difficulties other than 
increased effort in school work; is indecisive.  
4 -- Moderate: often has marked periods of difficulty; interferes with school work; 
forgetful. Others may notice.  
5 -- Severe: most of the time interferes with school work and most other activities; can't 
concentrate even when he wants to. Very forgetful; can't make decisions.  
6 -- Extreme: Almost all the time unable to do school work or execute social tasks. 
Profound inability to concentrate.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
 
INATTENTION/DIFFICULTY CONCENTRATING WHEN NOT DEPRESSED  
0 -- No info.  
1 -- Only when depressed or WORSE if depressed.  
2 -- All the time.  
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#PSYCHOMOTOR AGITATION  
Includes inability to sit still, pacing, fidgeting, repetitive hand or finger movement, 
wringing hands, pulling at clothes, shouting and complaining, and non-stop talking. To be 
rated positive, such activities should not be limited to isolated periods when discussing 
something upsetting. To arrive at your rating, take into account your observations during 
the interview. Do not include subjective feelings of tension or restlessness which are 
often incorrectly called agitation. NOTE: First score the symptoms listed to right, then 
OVERALL SEVERITY.  
• Since you have not felt good, are there times when you can't sit still, or you have to 
keep moving and can't stop?  
• Do you walk up and down?  
• Do you wring your hands (demonstrate)?  
• Do you pull or rub on your clothes, hair, skin or other things?  
• Do you shout and complain?  
• Do people tell you not to talk so much?  
• What else do you do?  
• Did you do this before you began to feel (sad)?  
• When you do these things, is it that you are feeling (sad) or do you feel high or great? 
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally.  
3 -- Mild/Moderate: sometimes/often.  
4 -- Severe/Extreme: most of the time/almost all the time.  
Manifestations included:  
Unable to sit still ......................................................01234  
Pacing........................................................................01234  
Hand wringing...........................................................01234  
Pulling or rubbing on hair, clothing, skin .................01234  
Shouting, complaining ..............................................01234  
Can't stop talking; talks on and on.............................01234 

 
#PSYCHOMOTOR AGITATION OVERALL SEVERITY  
0 -- No info.  
1 -- Not at all.  

2 -- Slight: occasionally increased activity which is of doubtful significance.  
3 -- Mild: sometimes unable to sit quietly in a chair; fidgeting or pulling and/or rubbing.  
4 -- Moderate: often shouts and complains, or marked inability to sit in class; always 
disruptive. 5 -- Severe: most of the time pacing, hand wringing, or very frequently shouts 
and complains. Increased activity both at home and at school.  
6 -- Extreme: almost all the time constantly moving or pacing about, or nonstop talking. 
Agitated in all settings.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6 
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 #PSYCHOMOTOR RETARDATION  
Visible, generalized slowing down of physical movements, reactions, and speech. It 
includes long speech latencies. Make certain that slowing down actually occurred and is 
not merely a subjective feeling. To arrive at your rating, take into account your 
observations during the interview. NOTE: First score the symptoms listed to right, then 
OVERALL SEVERITY.  
• Since you started feeling ( ), have you noticed that you can't move as fast as before?  
• Have you found it hard to start talking?  
• Has your speech slowed down?  
• Do you talk a lot less than before?  
• Are you laying around like a zombie, staring off into space?   
• Have you felt like you are moving in slow motion?  
• Have other people noticed it?  
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally.  
3 -- Mild/Moderate: sometimes/often.  
4 -- Severe/Extreme: most of the time/almost all the time.  
 
Manifestations included:  
Slowed speech........................................................….01234  
Increased pauses before answering........................…..01234  
Low or monotonous speech ....................................…01234  
or markedly decreased amount of speech......………..01234  
Slowed body movements ........................................…01234  
Depressive stupor...................................................…..01234  

 
#OVERALL SEVERITY  
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally may be a little slower.  
3 -- Mild: sometimes conversation is noticeably slowed but not strained, and/or slowed 
body movements.  
4 -- Moderate: often conversation is strained, and/or moves very slowly.  
5 -- Severe: most of the time conversation is difficult to maintain, and/or hardly moves at 
all.  
6 -- Extreme: almost all the time conversation is impossible; mute and immobile most of 
the time (depressive stupor).  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

 
#INSOMNIA  
Sleep disorder including difficulty initiating and maintaining sleep once the individual 
has gone to bed. Does not include refusal to go to sleep when parents ask. Insomnia can 
occur with hypersomnia. Take into account the estimated number of hours slept and the 
subjective sense of lost sleep. Normally a 6-8 year old child should sleep about 10 hours; 
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9-12 years, 9 hours; 12-16 years, 8 hours. If subject has no need for sleep, score 1 and see 
pg. (41), DECREASED NEED FOR SLEEP. NOTE: First score symptoms listed to right, 
then OVERALL SEVERITY. Middle insomnia implies falling back to sleep.  
• What time do you normally go to sleep and wake up?  
• Since you've been , have you had trouble falling or sleeping at the beginning of the night?  
• How long does it take you to fall asleep? How frequently does this happen?  
• Do you wake up in the middle of the night? How frequently? 
• Any reason for it (urinating, nightmares)?  
• At what time do you wake up in the morning?  
• Is that earlier or later than usual?  
• Do you wake up before you want or have to get up? Or before your mother calls you?  
• For how long have you been having difficulty sleeping?  
• Are you having this trouble: Every night? Almost every night? Sometimes? Only once in a 
while?  
 
RATINGS  
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally exhibits in last year.  
3 -- Mild/Moderate: often has manifestation twice weekly.  
4 -- Severe/Extreme: almost nightly has manifestation.  
 
Manifestations included:  
Initial insomnia: .......................................................01234  
Middle insomnia: .....................................................01234  
Terminal insomnia: ..................................................01234  
Circadian reversal: ...................................................01234  
Non-restorative sleep: ..............................................01234  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
 

#INSOMNIA OVERALL SEVERITY  
 
0 -- No Info.  
1 -- Not at all, or feels no need for any sleep.  
2 -- Slight: occasional difficulty (15 to less than 60 min. delay).  
3 -- Mild: sometimes (at least 2 times a week) has some difficulty. At least 1 hour to fall 
asleep, or bedtime delayed for 1 hour. No middle or terminal insomnia.  
4 -- Moderate: often has considerable difficulty. Either at least 2 hours initial insomnia or any 
middle or terminal insomnia, unrelated to urination, lasting from 1/2 to 1 hour total.  
5 -- Severe: most of the time has great difficulty. Either at least 3 hours initial insomnia or 
any middle or terminal insomnia lasting over one hour total.  
6 -- Extreme: almost all the time claims he can't sleep; feels exhausted the next day.  

 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
#HYPERSOMNIA Sleeping more than usual in 24-hour period. Inquire about 
hypersomnia even if insomnia was rated 3-6. Do not rate positive if daytime sleep time 
plus nighttime true sleep time = norm (compensatory naps). Parent(s) may say that, if 
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child was not wakened, he/she would regularly sleep >1 1/2 hours and he/she actually 
does so every time he is left on his own. This should be rated 3.  
• Are you sleeping longer than usual?  
• Do you go back to sleep after you wake up in the morning?  
• When did you start sleeping longer than usual?  
• Do you nap during the day? For how long?  
• Did you used to take naps before?  
• When did you start to take naps?  
• How many hours did you used to sleep before you started to feel so (sad)?  
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally sleeps more than usual.  
3 -- Mild: sometimes sleeps up to 2 hours more than usual, or regularly sleeps much 
longer if not forced out of bed by parent or others.  
4 -- Moderate: often sleeps up to 3 hours more than usual.  
5 -- Severe: most of the time sleeps up to 4 hours more than usual.  
6 -- Extreme: almost all the time sleeps 4 or more hours than usual.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
 
#ANOREXIA Loss of appetite compared to usual style. Make sure to differentiate 
between decrease food intake because of dieting versus loss of appetite. RATE HERE 
ONLY LOSS OF APPETITE. • Since you've been feeling , have you noticed a change in 
your appetite? • Are you eating more or less than before? • When did you begin to lose 
your appetite? •  
Do you have to force yourself to eat? • When was the last time you felt hungry? • Are you 
on a diet? • What kind of diet?  
0 -- No info.  
1 -- Not at all; normal or increased.  
2 -- Slight: occasionally less hungry; decrease of questionable clinical significance.  
3 -- Mild: sometimes aware of decreased appetite for no reason.  
4 -- Moderate: often not hungry. 5 -- Severe: most of the time rarely feels hungry.  
6 -- Extreme: almost never feels hungry.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
 

#INCREASED APPETITE  
As compared to usual. Inquire about this item even if Anorexia was rated 3-6.  
• Have you been eating more than before since you've felt?  
• Do you feel hungry all the time? Do you feel this way every day?  
• Do you eat less than you would like to eat? Why?  
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0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally eats more; increase of questionable clinical significance.  
3 -- Mild: sometimes aware of increased appetite for no reason.  
4 -- Moderate: often notes increased appetite.  
5 -- Severe: most of the time is hungry but restrains self.  
6 -- Extreme: almost all of the time is hungry; eats without restraint.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

 
WEIGHT LOSS/FAILURE TO GAIN  
Total weight loss from usual weight since onset of the present episode (or maximum of 
12 months). If possible, obtain recorded weights from old hospital charts or the child's 
pediatrician. Failure to gain adequate weight, qualifies as weight loss, or loss of 
percentile grouping over a 6-month period. Make sure weight loss is not from dieting. 
RATE THIS ITEM POSITIVE EVEN IF WEIGHT IS REGAINED OR BECOMES 
OVERWEIGHT.  
• Have you lost any weight since you started feeling (sad)?  
• How do you know?  
• Do you find your clothes are looser now, or your belt needs tightening an extra notch?  
• When was the last time you were weighed?  
• How much did you weigh then?  
• What about now (measure it)? 
 
0 -- No info.  
1 -- No weight loss: remains in same weight percentile.  
2 -- Slight: weight loss up to 3 lbs.  
3 -- Mild: weight loss more than 3 up to 6.5 lbs. or failure to gain > 3 lbs. in 6 months.  
4 -- Moderate: weight loss more than 6.5 up to 10 lbs. or failure to maintain weight 
percentile.  
5 -- Severe: weight loss more than 10 up to 13 lbs.  
6 -- Extreme: weight loss greater than 13 lbs. or > 15% of body weight.  

 
WEIGHT GAIN  
Total weight gain from usual weight during present episode (or the maximum in the last 
12 months) not including gaining back weight previously lost or weight gained according 
to the child's usual percentile for weight.  
• Have you gained any weight since you started feeling (sad)?  
• How do you know?  
• Have you had to buy new clothes because the old ones did not fit any longer?  
• What was your last weight?  
• When were you last weighed?  
 
0 -- No info.  
1 -- No weight gain (stays in same percentile).  
2 -- Slight: weight gain under 3 lbs. or doubtful.  
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3 -- Mild: weight gain over his percentile more than 3 up to 6.5 lbs.  
4 -- Moderate: weight gain over his percentile more than 6.5 up to 10 lbs.  
5 -- Severe: weight gain over his percentile up to 13 lbs.  
6 -- Extreme: weight gain over his percentile over 13 lbs. or 15% of body weight.  

 
SELF-PITY  
Negative self-evaluation and self-indulgent focusing on sorrows, problems or 
misfortunes, of past and present life situations. Feels regret, deep disappointment, 
fruitless longing, and/or sorrow for himself. Item refers to ideational content with 
subjective feelings. DIFFERENTIATE FROM HOPELESSNESS AND 
HELPLESSNESS (pg. 34) WHICH REFERS TO NEGATIVE EVALUATION OF 
ONE'S FUTURE SITUATIONS.  
• Do you feel sorry for yourself because things have not turned out right for you, or you 
have not gotten what you wanted?  
• Do you deserve more than you have?   
• Do you think and feel like that just sometimes? Almost all the time? Occasionally? 
Often?  
• Are other people luckier in their lives than you are? • What's happened that made you 
say this? • Do you feel you are not being helped by others or that no one cares for you?  
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasionally thinks others are luckier.  
3 -- Mild: sometimes thinks he is less fortunate than others and things do not go right for 
him.  
4 -- Moderate: often thinks that life has been unfair to him and feels he deserves a better 
fate.  
5 -- Severe: most of the time feels sorry for himself and thinks he's a victim of fate; sense 
of deep disappointment about life.  
6 -- Extreme: almost all of the time pained by his disappointments or feels extremely 
sorry for himself; nothing ever goes right.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  
 
NEGATIVE SELF-IMAGE/ LACK OF COMPETENCE Includes worries, ideations 
and being overly concerned about feeling inadequate, inferior, like a failure and 
worthless. Self-deprecating and self-belittling. Worries what others will think of his 
performance. RATE BOTH THE WORRY AND THE BELIEF OF INADEQUACY. 
RATE WITH DISREGARD FOR HOW "REALISTIC" THE NEGATIVE SELF 
EVALUATION IS. 
  
• How do you feel about yourself?  
• Are you down on yourself?  
• Do you like yourself as a person?  
• Do you ever worry about being ugly, or not as able to do thing as well as the other kids?  
• Do you worry about not being as bright or as smart as other kids?  
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• Do you believe you can't do anything right? Is this a big worry?  
• How frequently do you feel like this?  
 
1 -- Not at all.  
2 -- Slight: occasionally overly concerned about inadequacies and competence.  
3 -- Mild: sometimes feels quite worried about being inadequate, or overly concerned 
about his perceived performance or lack of performance at school, in sports, or with 
friends.  
4 -- Moderate: often feels so worried about inadequacies, feels like he'll always fail.  
5 -- Severe: most of the time has frequent feelings of worthlessness; believes he can't do 
anything right. Occasionally hates himself.  
6 -- Extreme: almost all the time has pervasive worry and belief of worthlessness or failure. 
Says he hates himself.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

 
#HOPELESSNESS AND HELPLESSNESS (DISCOURAGEMENT, PESSIMISM)  
Negative outlook toward the future, regarding his life and his current problems. This item 
refers to ideational content and not to worries or anxieties about future. NOTE: Rate negative 
evaluation about past and current life situations under SELF-PITY.  
• Do you feel you'll be able to grow up and do the things you want to do?  
• Will that happen? Why not?  
• Do you ever think that your death is near, or the world is coming to an end?  
• Do you feel that you are going to suffer forever?  
• What do you think is going to happen to you?  
• Are you going to get better?  
• Will things work out for you?  
• This problem you mentioned, can anyone help you?  
• Are you sure there is no hope for you? Not even a little?  
• How do you know?  
• How frequently do you feel this way?  
 

NOTE: THIS RATING MAY BE CHANGED TO 6 AT THE TIME OF ASSESSING 
HALLUCINATIONS AND DELUSIONS.  
0 -- No info.  
1 -- Not at all discouraged about the future.  
2 -- Slight: occasional feelings of mild discouragement about future.   
3-- Mild: sometimes discouraged; doubts he will get better.  
4 -- Moderate: often feels quite pessimistic about the future; doubts he will make it to 
being a grown up.  
5 -- Severe: most of the time has intense feelings of pessimism. Has given up; helpless.  
6 -- Extreme: almost all the time feels doomed. Delusions or hallucinations that the world 
is coming to an end.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6 209  
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#SUICIDAL IDEATION  
This includes preoccupation with thoughts of death or suicide and auditory command 
hallucinations where the child hears a voice telling him to kill himself or even suggesting 
the method. DO NOT INCLUDE FEARS OF DYING.  
• Sometimes children who get upset or feel bad think about dying or even killing 
themselves.  
• Have you had such thoughts?  
• How would you do it? -Do you have a plan?  
• Have you told anybody (about suicidal thoughts)?  
• When did you start to think about suicide?  
• Have you actually tried to kill yourself?  
• When? -What did you do? 
• Any other thing?  
• Did you really want to die?  
• How close did you actually come to doing it?  
• What would happen if you died?  
• Do you think that you or your family would be better off if you died?  
• Have you heard any voices telling you to kill yourself? 
• How? -When?  
• Whose voice is it?  
• What does it say?  
• Are you awake when you hear it?  
• Is it inside or outside your head?  
 
0 -- No info.  
1 -- Not at all.  
2 -- Slight: occasional thoughts of death (without suicidal thoughts), "I would be better 
off dead" or "I wish I were dead" or only in the context of anger.  
3 -- Mild: sometimes has thoughts of suicide but has not thought of a specific method.  
4 -- Moderate: often thinks of suicide and has thought of a specific method.  
5 -- Severe: most of the time thinks of suicide or mentally rehearsed a specific plan, or 
has made a suicidal gesture of a communicative rather than a potentially medically 
harmful type, or has heard a voice telling him to kill himself.  
6 -- Extreme: almost all the time contemplates suicide; has made preparations for a 
potentially serious suicide attempt.  
7 -- Very extreme: suicidal attempt with definite intent to die or potentially medically 
harmful.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6 210  

 
SUICIDAL ACTS-NUMBER  
Number of discrete suicidal acts (gestures or attempts) since onset of the present episode 
or during the last 12 months. 1 2 3 4 5 6 7 8 9+  
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SUICIDAL ACTS-SERIOUSNESS/INTENT  
Judge the seriousness of suicidal intent. May be expressed by the style of suicidal acts, 
e.g., likelihood of being rescued, precautions against discovery, actions to gain help 
during or after attempt, degree of planning, apparent purpose of the attempt (manipulative 
or truly suicidal intent).  
• How did you try to kill yourself?  
• Was anybody there?  
• Did you tell them in advance?  
• How were you found?  
• Did you really want to die?  
• Did you ask for any help after you did it?  
• How close were you to dying after you tried ( )?  
 
0 -- No info.  
1 -- Not serious, no intent, purely manipulative gesture.  
2 -- Slight: only minimal intent.  
3 -- Mild: definite but very ambivalent.  
4 -- Moderate.  
5 -- Severe: very serious attempt; no ambivalence.  
6 -- Extreme: every expectation of death.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

 
SUICIDAL ACTS-MEDICAL LETHALITY  
Actual medical threat to life or physical condition following THE MOST SERIOUS 
suicidal act. Take into account the method, impaired consciousness at time of being 
rescued, seriousness of physical injury, toxicity of ingested material, or reversibility, 
amount of time needed for complete recovery and how much medical treatment needed. 
An ER visit should be rated at least a 4, an inpatient overnight stay rate at least a 5 or 6.  
 
0 -- No info.  
1 -- No danger: e.g., no effects, held pills in hand.  
2 -- Slight: e.g., scratch on wrist.  
3 -- Mild: e.g., took 10 aspirins, mild gastritis.  
4 -- Moderate: e.g., took 10 seconds, had brief unconsciousness; needed ER visit.  
5 -- Severe: e.g., cut wrists or throat, hanging.  
6 -- Extreme: e.g., respiratory arrest; prolonged coma.  
 
WHAT RESULT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

 
NON-SUICIDAL PHYSICAL SELF-DAMAGING ACTS  
Refers to self-mutilation, recurrent accidents, or other acts done WITHOUT INTENT of 
killing himself.  
• Did you ever try to hurt yourself?  
• Have you ever burned yourself with matches/candles? Or scratched yourself with needles/a 
knife? Or put hot pennies on your skin? Or intentionally swallowed objects?  
• Anything else?  
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• What does it do for you?  
• How frequently did you do this?  
• Do you have many accidents?  
• What kind? -How frequently?  
NOTE: Differentiate number of episodes from actual number of acts (e.g., one episode may 
be ten cuts). Rate number of episodes.  
 
0 -- No info.  
1 -- Not present.  
2 -- Slight: is accident prone. Not greater in number or seriousness than others his age; or has 
had thoughts about hurting (not killing) himself but has not done so.  
3 -- Mild: infrequent (1-3 times a year).  
4 -- Moderate: frequent (4-10 times a year). Has left marks.  
5 -- Severe: very frequent (11 or more times a year). Permanently disfigured.  
6 -- Extreme: at least one non-accidental act which left permanent functional deficit.  
 
WHAT ABOUT DURING THE LAST WEEK? 0 1 2 3 4 5 6  

 
DURATION (MDD): DATE OF ONSET  
Refers to the best estimate of onset of disorder when individual was functionally impaired by 
the disorder. Record the month and year of onset. If blocks of time are  
only identified record the mid-point of this time span, Example: Fall = Sept, Oct, Nov; Date 
of onset = Oct. 15th.  
MOTHER: ______: ______: ______  
                     MM        DD        YY    
CHILD: ______: ______: ______  
                 MM        DD        YY  
SUMMARY: ______: ______: ______  
                         MM       DD         YY 

 
DURATION (MDD): DATE OF OFFSET  
Refers to best estimate of date when patient no longer meets diagnostic criteria of disorder. 
Score in analogous fashion to DATE OF ONSET.  
MOTHER: ______: ______: ______  
                     MM        DD         YY    
CHILD: ______: ______: ______  
                 MM       DD         YY  
SUMMARY: ______: ______: ______  
                         MM        DD        YY 
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Appendix I 

Life Events Checklist  

 

Below is a list of things that sometimes happen to people. Put an “X” in the space by each of 

the events you have experienced during the past year (12 months). For each of the events you 

check also mark whet event was good event or bad. Finally, choose how much you feel the 

event has changed or has had an effect on your life by placing a circle around the statement 

that best fits you (no effect - some effect - medium effect - big effect). Remember, for each 

event you have experienced during the past year, (1) mark an “X” in the to show that you 

have experienced the event, (2) mark whether you think the event was good or bad, a mark 

how much effect the event has had on your life. 

(Put and “X” only if it happened in past year) 

Event       Has it happened  Type of event  Effect on you 

1. Moving to a new home ______   Good Bad  No     Some   Medium Big 

effect effect   effect     effect 

2. New brother or sister ______         Good Bad             No     Some   Medium Big 

                             effect effect   effect      effect         

3. Changing to new school ______ Good Bad             No     Some   Medium Big 

                                                                                               effect effect   effect      effect 

4. Serious illness or injury ______  Good Bad             No     Some   Medium Big 

to a family member                effect effect   effect      effect 

5. Parents divorced  Good Bad             No     Some   Medium Big 

                                                                                               effect effect   effect      effect 

6. Major arguments between ______ Good Bad             No     Some   Medium Big 

you and mom or dad                                                             effect effect   effect      effect 

7. Mother or father lost job ______ Good Bad             No     Some   Medium Big 

                                                                                               effect effect   effect      effect 

 

8. Death of a family member ______       Good Bad             No     Some   Medium Big 
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           effect effect    effect     effect 

9. Parents separated ______                     Good Bad             No     Some    Medium Big 

                                               effect effect    effect      effect 

10. Death of a close friend ______  Good Bad             No     Some    Medium Big 

                                                                                               effect effect    effect      effect 

12. Brother or sister leaving ______     Good Bad             No     Some   Medium Big 

home                                                                                       effect effect  effect      effect 

13. Serious illness or injury ______ Good Bad             No     Some   Medium Big 

of close friend                 effect effect  effect      effect 

14. Parent getting into ______         Good Bad             No     Some   Medium Big 

trouble with the law                                       effect  effect  effect      effect 

15. Parent getting a new job ______       Good Bad             No     Some   Medium Big 

                                                           effect effect   effect      effect 

16. New stepmother or ______ Good Bad             No     Some   Medium Big 

stepfather                  effect effect   effect      effect 

17. Parent going to jail ______  Good Bad             No     Some   Medium Big 

                                                                                               effect effect   effect      effect 

18. Change in parents’ ______        Good Bad              No     Some   Medium Big 

financial status                                                                       effect effect   effect      effect 

(less money at home) 

19. Trouble with brother ______  Good Bad             No    Some    Medium Big 

or sister                  effect effect    effect     effect 

20. Special recognition for ______  Good Bad             No    Some    Medium Big 

good grades                                        effect effect   effect      effect 
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21. Joining a new club ______  Good Bad             No    Some    Medium Big 

                                effect effect   effect      effect 

22. Losing a close friend ______        Good Bad              No    Some     Medium Big 

                                                                                               effect effect    effect     effect 

23. Decrease in number of ______  Good Bad             No    Some     Medium Big 

arguments with parents                                                          effect effect    effect     effect 

24. Making the honor ______  Good Bad             No     Some   Medium Big 

roll                   effect effect   effect      effect 

25. New boyfriend ______  Good Bad  No     Some   Medium Big 

                                                                    effect effect   effect      effect 

  

26. Failing a grade ______  Good Bad  No     Some   Medium Big 

                                                                                                effect effect   effect     effect 

27. Increase in number ______  Good Bad  No     Some   Medium Big 

of arguments with parents                                                      effect effect   effect      effect 

28. Getting into trouble ______  Good Bad  No     Some   Medium Big 

with police                                                                              effect effect   effect      effect 

29. Major personal illness______  Good Bad  No     Some   Medium Big 

or injury                                                                                  effect effect   effect      effect 

30. Breaking up with _______  Good Bad  No     Some   Medium Big 

boyfriend/girlfriend                                                                 effect effect  effect      effect 

31. Making up with ______  Good Bad  No     Some   Medium Big 

boyfriend/girlfriend                                                                 effect effect  effect      effect 

32. Trouble with teacher ______  Good Bad  No     Some   Medium Big 

                                                                                                effect effect   effect     effect 
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33. Failing to make an ______  Good Bad  No      Some   Medium Big 

athletic team                                                                            effect effect   effect      effect 

34. Being suspended ______  Good Bad  No     Some   Medium Big 

from school                                                                             effect effect    effect     effect 

35. Making failing grades ______  Good Bad  No     Some   Medium Big 

on report card                                                                         effect effect   effect      effect 

36. Making an athletic ______  Good Bad   No     Some   Medium Big 

team                                                                                        effect effect   effect      effect 

37. Trouble with  Good Bad  No     Some   Medium Big 

classmates ______                                                                  effect effect   effect     effect 

38. Special recognition ______  Good Bad  No     Some   Medium Big 

for athletic performance  effect effect   effect     effect 

Other events, in the past year, that have had an impact on your life    

Type of event    Effect on you 

 

39. ______________________Good   Bad   No     Some Medium Big 

              effect effect effect effect 

 
 
40.______________________Good   Bad   No     Some Medium Big 

 
effect effect effect effect 

      
 
41.______________________Good   Bad   No     Some Medium Big 

effect effect effect effect 

 

Notes 

________________________________________________________________________ 
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Appendix J 

Cognitive Triad Inventory for Children  

  
Instructions: Circle the answer which best describes your opinion. Choose only one 

answer for each idea. Answer the items for what you are thinking RIGHT NOW. 

Remember fill this out for how you feel today. 

1. I do well at many different things.      Yes  Maybe  No 

2. Schoolwork is no fun.       Yes  Maybe  No 

3. Most people are friendly and helpful.       Yes  Maybe  No 

4. Nothing is likely to work out for me.     Yes  Maybe  No 

5. I am a failure.         Yes  Maybe  No 

6. I like to think about the good things that will 

happen for me in the future.       Yes  Maybe  No 

7. I do my schoolwork okay.       Yes  Maybe  No 

8. The people I know help me when I need it.    Yes  Maybe  No 

9. I think that things will be going very well for 

me a few years from now.       Yes  Maybe  No 

10. 1 have messed up almost all the best friendships I 

have ever had.        Yes  Maybe  No 

11. Lots of fun things will happen for me in the future.   Yes  Maybe  No 

12. The things I do every day are fun.     Yes  Maybe No 

13. I can’t do anything right.      Yes  Maybe  No 

14. People like me.        Yes  Maybe  No 

15. There is nothing left in my life to look forward to.   Yes  Maybe No 

16. My problems and worries will never go away.    Yes  Maybe  No 

17. I am as good as other people I know.     Yes  Maybe  No 

18. The world is a very mean place.      Yes  Maybe  No 
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19. There is no reason for me to think that things 

will get better for me.        Yes  Maybe  No 

20. The important people in my life are helpful and nice to me.  Yes  Maybe  No 

21. I hate myself.        Yes Maybe  No 

22. I will solve my problems.      Yes  Maybe  No 

23. Bad things happen to me a lot.      Yes  Maybe  No 

24. I have a friend who is nice and helpful to me.    Yes  Maybe  No 

25. I can do a lot of things well.      Yes  Maybe  No 

26. My future is too bad to think about.     Yes  Maybe  No 

27. My family doesn’t care what happens to me.    Yes  Maybe  No 

28. Things will work out okay for me in the future.    Yes  Maybe  No 

29. I feel guilty for a lot of things.      Yes  Maybe  No 

30. No matter what I do, other people make it hard 

for me to get what I need.       Yes  Maybe  No 

31. I am a good person.       Yes  Maybe  No 

32. There is nothing to look forward to as I get older.   Yes  Maybe  No 

33. I like myself.        Yes  Maybe  No 

34. I am faced with many difficulties.     Yes  Maybe  No 

35. I have problems with my personality.     Yes  Maybe  No 

36. I think that I will be happy as I get older.    Yes  Maybe  No 
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Appendix K 

Self-Report Measure of Family Functioning – Child Revised  

 

Directions 

 
Please read each sentence carefully.  Indicate how true the sentence is of your family by 
circling one of the following: 

 
 
Never True   A Little True          Sometimes True           Mostly True     Very True 
 
 

If you do not think that the sentence ever describes your family, then circle 
Never True. If you think that the sentence is true of your family once-in-a-
while, then circle the words A Little True. If you think that the sentence is 
true of your family sometimes, then circle the words Sometimes True. If you 
think that the sentence is true of your family lots of the time, then circle the 
words Mostly True. If the sentence describes how your family is all of the 
time, then circle the words Very True. 
 
 
Let’s try an example together: 
 
Everyone takes turns doing the dishes in our family. 
 
 
Never True  A Little True        Sometimes True          Pretty Much True     Very True 
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1. We discuss our problems. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

2. Family members make the rules 

together. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

3. Family members really help and 

support each other. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

4. Family members criticize each other. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

5. Our family gets together with friends. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

6. It is hard to know what will happen 

when rules are broken in our family. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

7. We go to movies, sporting events, 

camping, etc. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

8. Family members discuss family 

problems and solutions together. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

9. There is strict punishment for 

breaking rules in our family. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

10. When I need a family member, I 

know where I can find them. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

11. We fight in our family. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

12. Members of our family can get away 

with almost anything. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

13. Parents and children in our family 

discuss together the punishment for 

breaking the rules. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

14. There is a feeling of togetherness in 

our family. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 
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15. Friends come over for dinner or to 

visit. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

 

 
16. Family members participate in a 

hobby. 

Never  

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

17. Family members sometimes get so 

angry they throw things. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

18. It is hard to know what the rules are 

in our family because they are always 

changing. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

19. In our family it is important for 

everyone to give their opinion. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

20. Family members are severely 

punished for anything they do wrong. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

21. Each family member has a least 

some say in major family decisions. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

22. Our family does things together. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

23. We keep each other informed of our 

activities in case we are needed. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

24. As a family, we have a large number 

of friends. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

25. Everyone knows who is in charge in 

our family. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

26. Family members are involved in 

recreational activities outside of work or 

school. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

27. Family members lose their tempers. 

 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 
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28. Each family member does as they 

wish without concern about the other 

members. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

29. Children get punished unfairly. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

 

30. In our family, parents talk with the 

children before making important 

decisions. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

31. Family members avoid contact with 

each other when at home. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

32. Our family likes having parties. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

33. Members of the family generally go 

their own way. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

34. In our family, people get ordered 

around. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

35. We do activities like playing games 

together. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

36. Family members hit each other. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

37. We have a daily routine. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

38. Socializing with other people makes 

my family uncomfortable. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

39. We get along well with each other. Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 

40. We tell each other about our 

personal problems. 

Never 

True 

A Little 

True 

Sometimes 

True 

Mostly 

True 

Very 

True 
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Appendix L 

Initial Screening Consent Letter 

 

Dear Parent, 

[insert name of school here] is teaming up with Kevin Stark, Ph.D. from the University of 

Texas to evaluate a coping skills training program for girls called ACTION.  The 

ACTION program is designed to teach girls how to manage their emotions and stress, 

solve problems, and think more positively about themselves. While we believe that all 

students could benefit from this program, currently, only girls who are experiencing high 

levels of distress will be able to participate.  We are asking for permission from all 

parents of girls in grades [insert grade numbers of school here] for their daughters to 

participate in a screening that will help identify girls who are experiencing distress.  Girls 

who participate in the screening will fill out a questionnaire that takes approximately 10 

minutes to complete.  Doctoral psychology students with appropriate training will 

supervise the completion of the questionnaires. At this time we do not anticipate any 

discomfort in completing the ACTION questionnaire.  

Girls who report having more than a typical number symptoms of distress will be 

interviewed about specific symptoms of depression to determine if they are experiencing 

high levels of distress.  The brief symptom interview will be conducted by trained 

graduate students or project staff under the supervision of Dr. Stark. If a girl in the study 

is reporting distress on the questionnaire or brief symptom interview, the parents will be 

contacted by phone to ensure the girl’s well-being.  ACTION staff or the school 

counselor may discuss your child’s further participation in this research project at that 

time.  For all girls who complete the questionnaire or interview and do not show 

significant symptoms of distress, parents will receive a letter stating those findings. 

The purpose of the project is to determine whether the ACTION coping skills program is 

more effective than no counseling, and whether parent participation makes the program 

more effective.  In addition, we are trying to learn whether adding follow-up meetings 

prevents future distress.  The benefits to participants include possible participation in the 

ACTION program and helping advance our understanding of how to best help young 

girls manage emotions and stress, solve problems and feel better about themselves. 

Participation in the project will not cost you anything and there will not be any financial 

compensation for participation.  There are not any risks of harm from completing the 

questionnaire.  There are no anticipated risks from completing the brief symptom 

interview. In fact, the procedure is designed to quickly identify and assist children who 
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are in distress. All materials and forms will be stored in locked file cabinets in a secure 

office at UT to protect confidentiality.  

If a child reports that she is at risk of hurting herself or others, her parents would be 

immediately informed and she would immediately talk with her school counselor.  In 

addition, she would be evaluated by one of the consulting psychiatrists at no cost to the 

family.  

If you choose to participate, you or your daughter may stop participation at any time.  

Participation in the study is entirely voluntary.  You are free to say that you do not want 

to participate by returning this form indicating on the back of this page that you do not 

want to participate.  You can refuse to participate without penalty or loss of benefits to 

which you and your daughter are otherwise entitled.  It will not affect your relationship 

with your child’s school or the University of Texas.    

Researchers are required by Texas state law and professional ethics codes to report to 

Child Protective Services (or other appropriate regulatory agency) all instances of alleged 

child abuse and neglect.  Please note that if your child completes the screening 

questionnaire or interview and is believed to be at risk for emotional, psychological or 

possible physical harm or neglect, then the investigator will report this information to the 

attending physician, Child Protective Services, and any other necessary regulatory 

agencies.  Please note when a child reports neglect or being harmed, participants cannot 

stop the referral of their child’s case to the authorities and any subsequent actions taken. 

If you have any questions about the study, you can call Kevin Stark, Ph.D. at (512) 471-

0267, your school counselor, or principal. 

If you have questions about your rights as a participant, please contact Lisa Leiden, 

Ph.D., Chair, The University of Texas at Austin Institutional Review Board for the 

Protection of Human Subjects, (512) 471-8871. 

Sincerely, 

_______________________________                                       
Researcher’s Signature                      
 
 
_______________________________ 
 Principal’s Signature 
 
_______________ 
Date 
 

PLEASE    KEEP   THIS   LETTER   FOR   YOUR   RECORDS
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PARENT/GUARDIAN   SCREENING   PROCEDURE   CONSENT 

Please check the appropriate box indicating that YES you have read this letter and are 

giving permission for your daughter to participate in the ACTION project at your child’s 

school by completing the screening questionnaire and brief symptom interview, or NO, 

you have read this letter and you do not want your daughter to complete the questionnaire 

or interview.  Regardless of your decision, please sign this form and return it to your 

child’s teacher.   

PLEASE  RETURN THIS FORM TO YOUR CHILD’S SCHOOL WITH YOUR 

PREFERENCE  NOTED BELOW: 

 

______YES  I give my permission for my daughter to participate by completing 

the screening questionnaire and brief symptom interview. 

 

_______NO  I do not give my permission for my daughter to participate by 

completing the screening questionnaire or brief symptom interview 

 

 

    

 Parent’s Signature  Date 

   

 Child’s Name (please print)       

We will provide feedback for all participants.  Please provide information below if your 

child will be participating. 

Parent/adult guardian name(s): __________________________ 

Mailing address: ______________________________ City/ZIP:____________________ 

Parent phone number(s) in case we need to reach you with a concern about your child: 

 

Home__________________cell_______________________work_______________ 
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Appendix M 

Child Assent Form 

I agree to complete a questionnaire about my thoughts, feelings, and behaviors. This 

questionnaire has been explained to my parent or guardian and he or she has given 

permission for me to participate. I may decide at any time that I do not wish to participate 

and that it will be stopped if I say so.  My specific responses will not be shared with 

anyone.  However, general information about how I am doing and feeling may be shared 

with my parent. 

When I sign my name to this page I am indicating that I read this page and that I am 

agreeing to participate.   

 

             

Your  Signature       Date 

  

 Please Print your Name 

Date of Birth ____________________________ 

Month      Day      Year 

 
ETHNICITY 

(1) Do you consider yourself to be Hispanic or Latino? Please put an X in the box 

that best describes you. 

� Hispanic or Latino 

� Not Hispanic or Latino 

 

RACE 
(2) What race do you consider yourself to be? You may be more than one race. 

Please put an X in the box for each race that you believe you are. For example, if 

you believe you are White, you put an X in that box. If you believe you are White 

and Black, then you put an X in both the White and in the Black or African 

American box. 

 

� American Indian or Alaska Native 

� Asian 

� Black or African American 

� Native Hawaiian or Other Pacific Islander 

� White 

� Check here if you do not wish to provide some or all of the above information 
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Appendix N 

 

Letter to parents if screening score is below the cutoff 

 

 

Dear Parent, 

 

 

We would like to thank you for giving your daughter permission to complete the 

screening measures as part of the collaborative project between UT and your child’s 

school district. The screening measures have been scored and you will be glad to know 

that your daughter did not report experiencing a significant level of distress or other signs 

of stress. If you question these results or would like additional information, please feel 

free to call Kevin Stark, Ph.D. at  

471-0267, or contact your school counselor. We will be conducting the screener on a 

periodic basis throughout the district. Since life circumstances can change, and 

adolescence can be a difficult time in a girl’s life, we hope that you will allow your 

daughter to participate again in the future. 

 

Sincerely, 

 

 

 

________________________ 

Kevin D. Stark, Ph.D. 
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Appendix O 

Letter to parents if screening score is higher than cutoff but DSM interview does not 

indicate depressive diagnosis 

 

 

Dear Parent, 

 

 

We would like to thank you for giving your daughter permission to complete the 

screening questionnaires and the interview as part of the collaborative research project 

between UT and your child’s school district. On the screening questionnaires your 

daughter reported experiencing some stress. Due to concern that she may be in distress, 

our research staff conducted an individual brief interview to assess her stress level. 

However, on the individual brief interview she indicated that she was not experiencing a 

significant level of distress. Typically, this is an indication that her reaction to stress is 

within normal range or that she had some misunderstanding of the items on the first 

questionnaire. If you question these results or would like additional information, please 

feel free to call Kevin Stark, Ph.D., licensed psychologist and principal investigator (512-

471-0267), your school counselor, or Janay B. Sander, Ph.D., project coordinator (512-

471-0218). 

 

 

Sincerely, 

 

 

 

___________________________ 

Kevin D. Stark, Ph.D. 

(512) 471-0267 
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Appendix P 

KSADS-IVR Consent Form 

 

Dear Parent, 
 
Per our contact with you regarding your daughter’s responses to the screening 
questionnaire and brief symptom interview, we are requesting permission for you and 
your daughter to complete a more comprehensive interview that will help us determine 
more accurately whether she is experiencing serious emotional concerns or whether she 
was not feeling well on the days that she completed the questionnaire and brief interview.  
The interviews will be conducted by trained doctoral psychology students under the 
supervision of Kevin Stark, Ph.D., licensed psychologist.  The interview of your daughter 
will be completed in a room at school that will protect her privacy.  It takes 45 to 90 
minutes to complete and asks specific questions about how your daughter is feeling, 
thinking and behaving and a range of experiences she may have encountered. The 
interview with you will cover the same topics and can be conducted in person or over the 
phone if that is preferable, at a time that is convenient for you. Participation in the 
interview will not cost you anything and there will not be any financial compensation for 
participation. Completed interviews will be stored in locked file cabinets in a secure 
office at UT to protect confidentiality. If she is, she may be eligible for participating in 
the ACTION program.  If this wouldn’t be the best program for her, we will provide you 
with possible resources from within the school and the community.   
 
If a child reports that she is at risk of hurting herself or others, her parents would be 
immediately informed and she would immediately talk to her school counselor.  In 
addition, she would be interviewed by Kevin Stark, Ph.D., a licensed psychologist, or one 
of the consulting psychiatrists at no cost to the family. If a child reports that she is being 
hurt, the school’s standard procedures for reporting such instances to the relevant state 
agency would be followed.  
The purpose of the project is to determine whether the ACTION coping skills program is 

helpful, and whether parent participation makes the program more effective.  In addition, 

we are trying to learn whether adding follow-up meetings prevents future distress. If you 

have any questions about the study, you can call Kevin Stark, Ph.D. at (512) 471-0267 

your school counselor, or principal.   

If you choose to participate, you or your daughter may stop participation at any time.  

Participation in the study is entirely voluntary.  You are free to say that you do not want 

to participate by returning this form indicating that you do not want to participate.  You 

can refuse to participate and this decision will not affect your relationship with your 

child’s school or the University of Texas.  

Researchers are required by Texas state law and professional ethics codes to report to 

Child Protective Services (or other appropriate regulatory agency) all instances of alleged 
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child abuse and neglect.  Please note that if your child completes the screening 

questionnaire or interview and is believed to be at risk for emotional, psychological or 

possible physical harm or neglect, then the investigator will report this information to the 

attending physician, Child Protective Services, and any other necessary regulatory 

agencies.  Please note when a child reports neglect or being harmed, participants cannot 

stop the referral of their child’s case to the authorities and any subsequent actions taken. 

If you have questions about your rights as a participant, please contact Lisa Leiden, 

Ph.D., Chair, The University of Texas at Austin Institutional Review Board for the 

Protection of Human Subjects, (512-471-8871).  Let him know that you are enquiring 

about the study entitled “Helpfulness of the ACTION Coping Skills Program with and 

Without Parent Participation.” 

Please check the appropriate box indicating that YES you have read this letter and are 

giving permission for you and your daughter to participate by completing the interview, 

or NO you do not want to complete the interview nor do you want your daughter to 

complete the interview.  Regardless of your decision, please sign this form and return it 

to your child’s teacher.  You will be given a copy of this permission letter to keep for 

your records. 

����  YES  I give my permission for my daughter and I to participate by completing 

the interview. 

 

����  NO  I do not give my permission for my daughter and I to participate by 

completing the interview. 

 

    

 Parent’s Signature  Date 

 

    

 Researcher’s Signature  Date 

 

    

              Principal’s Signature     Date 
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Appendix Q 

Treatment Consent Form 

 

Dear Parent, 
 
Based on results of the screening and interview that you and your daughter have 
participated in so far, we are requesting permission for you and your daughter to continue 
and participate in the evaluation of the ACTION coping skills program. If you give your 
permission for your daughter to participate, she will be randomly assigned to one of three 
groups: (1) ACTION coping skills program, (2) ACTION coping skills program plus 
parent participation, or (3) wait to receive the program in about 12 weeks.   
 
If your daughter is randomly assigned to the ACTION coping skills program, she will meet 

20 times over the next twelve to sixteen weeks with a group of girls to participate in a 

counseling program that is designed to teach her problem solving, coping skills for 

managing her emotions and stress, and strategies for thinking more positively about herself 

and things in general.   

If your daughter is randomly assigned to the counseling plus parent participation, she will 

meet 20 times over the next twelve to sixteen weeks with a group of girls to participate in a 

counseling program that is designed to teach her problem solving, coping skills for 

managing her emotions and stress, and strategies for thinking more positively about herself 

and things in general. In addition, you would be asked to attend a total of 10 meetings over 

this period that will last about an hour and a half.  The parent meetings will be held at 

school after hours and daycare and refreshments will be provided at no expense.  During 

these meetings parents will have a chance to learn the skills that their daughter is learning, 

and parents will learn strategies for helping their daughter to use the skills. 

The girls will meet in a small group during an elective class.  Each meeting will last one 

class period.  Steps have already been taken to ensure that she will receive any class 

materials that she misses. The group meetings will be led by a trained doctoral psychology 

student or Ph.D. level therapist and a counselor from your daughter’s school.  The group 

leaders will be supervised by Kevin Stark, Ph.D.  It is not expected that your daughter will 

experience any discomfort or risks from participating in the ACTION coping skills 

program.  In fact, past experience with the program indicates that the girls enjoy 

participating and benefit from it.  

If your daughter is randomly assigned to wait to receive counseling in about 12 weeks, we 

will take the following steps to ensure that she is okay.  A doctoral psychology student will 

meet with her each week to monitor how she is doing, she will be discreetly observed in 

school at lunch or recess for about fifteen minutes per week, and the staff member will 
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check-in with her teacher each week.  In addition, every other week, the staff member will 

check with you to see if you have any concerns.  At the end of the waiting period, she will 

have the opportunity to participate in the coping skills program.  If at any point during this 

waiting period she reports feeling worse or you would like to seek counseling elsewhere, 

we will provide you with information about community and school resources.  You have 

the option at anytime to seek additional services including consultation with one of the 

project’s consulting psychiatrists at no cost to you.  

We will be monitoring each girl’s progress and report this information to two psychiatrists 

who are being paid by us to oversee each child’s welfare.  If a participant is not improving 

as a result of the program, then parents will be informed and we will meet with you to 

discuss other options for providing your daughter with help.  If you would like information 

about medications that might be of assistance, the psychiatrists are available to meet with 

you and discuss these options at no cost to you.   

To determine whether the ACTION coping skills program is helpful, we are asking you 

and your daughter to complete some questionnaires that help guide, and evaluate the 

effectiveness of the ACTION program.  The questionnaires will take your daughter about 

one hour to complete.  It will take you about 30 minutes to complete your questionnaires.  

We are asking you to complete the questionnaires so that we can determine whether 

participation in the ACTION program also benefits you and your family.  The 

questionnaires have been completed by other children and adults without any discomfort.  

In order to assess the potential benefits of ACTION on school performance, our staff 

collects the following general education information: grades from reporting periods, 

attendance, and discipline information for participants. 

For one year after completion of the ACTION program, your daughter will have the 

opportunity to meet with her group and apply the skills to the new problems and stresses 

that she faces as she grows up and navigates her way through the many difficulties of being 

a teenager.  The groups will meet three times a semester over the rest of the course of the 

study.  In addition, to determine if your daughter needs additional help, once a year, we will 

ask you and your daughter to complete the interview and the questionnaires to determine 

whether we have achieved the goal of preventing the difficulties from recurring.  Each time 

in the future that you and your daughter are asked to complete the measures, you will be 

paid $25.00 and your daughter will be paid $20.00. 

If a participant reports at any time that she is feeling like she would like to hurt herself or 

someone else, then, she would be immediately interviewed by a trained staff member and 

the school counselor.  In addition, if there is concern about a child’s safety, the staff 

member would immediately contact the parents and Kevin Stark, Ph.D. or one of the 

consulting psychiatrists.  If at all possible, the psychiatrist on call would be available to 

meet with the girl and her parents to further evaluate the situation and to provide you with 
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information about resources from within the community that could be of help.  If it is not 

possible to immediately meet with one of the mental health professionals, then it would be 

recommended that the child and parents pursue the conventional procedure of driving to the 

emergency room of a local hospital.  If a participant reports that she is being hurt, then the 

staff member and school counselor would follow the school’s standard procedures for 

reporting such instances to the relevant state agency. 

All of the services that we provide are available to you at no cost to your family. 

The benefits to you and your daughter are that she may learn skills and strategies that will 

help her to be happy and healthy throughout adolescence.  Similarly, you may learn 

strategies for helping her to successfully make it through adolescence.  The benefit to 

society is that it will help us to determine whether teaching girls who are experiencing 

depression these skills helps to reduce the depression and whether it is even more helpful 

to involve parents.  Furthermore, since girls are at very high risk for becoming depressed 

between the ages of 13 to 15, the results of this study will help us learn whether there is a 

procedure for preventing this from occurring. 

The ACTION program meetings are audiotaped for quality assurance purposes. To 

ensure confidentiality, the following steps will be taken: (a) the cassettes will be coded so 

that no personal identifying information is visible on them; (b) they will be kept in a 

locked file cabinet in a secure office at UT; (c) they will be reviewed only for research 

purposes by the relevant research staff; and (d) they will be erased after they are checked 

and the study has been completed. Identifying information will be removed from all of 

the assessment materials completed during the study and the materials will be stored in a 

locked file cabinet in a locked research office at UT. 

Participation in the ACTION coping skills program is entirely voluntary. You are free to 
refuse to be in the study, you are free to discontinue participation for any reason at any 
time, and your refusal or discontinuation will not influence current or future relationships 
with The University of Texas at Austin or your child’s school district 

Researchers are required by Texas state law and professional ethics codes to report to 

Child Protective Services (or other appropriate regulatory agency) all instances of alleged 

child abuse and neglect.  Please note that if your child is believed to be at risk for 

emotional, psychological or possible physical harm or neglect, then the investigator will 

report this information to the attending physician, Child Protective Services, and any 

other necessary regulatory agencies.  Please note when a child reports neglect or being 

harmed, participants cannot stop the referral of their child’s case to the authorities and 

any subsequent actions taken. 

If you have any questions about the study, concerns, or to withdraw from the study, you 
can call Kevin Stark, Ph.D. at (512) 471-4407, your school counselor, or principal.  
 



  

 204

If you have questions about your rights as a participant, please contact Lisa Leiden, 
Ph.D., Chair, The University of Texas at Austin Institutional Review Board for the 
Protection of Human Subjects, (512) 471-8871.  Let her know that you are enquiring 
about the study entitled “Helpfulness of the ACTION Coping Skills Program with and 
Without Parent Participation.” 
 

Please check the appropriate box indicating that YES you have read this letter and are 

giving permission for you and your daughter to participate in the ACTION coping skills 

program and to complete the questionnaires, or NO you do not want to participate in the 

ACTION coping skills program and you do not want to complete the questionnaires.  

Regardless of your decision, please sign this form and return it to your child’s counselor.  

With this permission letter, you should have received a copy to keep for your records. 

NOTE: TWO COPIES OF THIS LETTER ARE PROVIDED; ONE IS TO KEEP FOR 

YOUR RECORDS 

PLEASE RETURN ONE COPY OF THIS PORTION TO THE SCHOOL 

COUNSELOR 

����  YES  I give my permission for my daughter, ________________________,  

and me to participate in the ACTION coping skills program and to complete the 

questionnaires. This includes permission for ACTION staff to access report card 

information, discipline referrals, and attendance records during participation. 

 

����  NO  I do not give my permission for my daughter, ____________________,  

to continue any further with the ACTION project. 

 

    

 Parent’s Signature  Date 

    

 Kevin D. Stark, Ph.D.  Date 

NOTE: TWO COPIES OF THIS LETTER ARE PROVIDED; ONE IS TO KEEP FOR 

YOUR RECORDS 
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PARENT/GUARDIAN SCREENING PROCEDURE CONSENT 

Please check the appropriate box indicating that YES you have read this letter and are giving 

permission for your daughter to participate in the ACTION project at your child’s school by 

completing the screening questionnaire and brief symptom interview, or NO, you have read 

this letter and you do not want your daughter to complete the questionnaire or interview. 

Regardless of your decision, please sign this form and return it to your child’s teacher.  

PLEASE RETURN THIS FORM TO YOUR CHILD’S SCHOOL WITH YOUR 

PREFERENCE NOTED BELOW: 

 ______YES I give my permission for my daughter to participate by completing the 

screening questionnaire and brief symptom interview. 

 _______NO I do not give my permission for my daughter to participate by completing the 

screening questionnaire or brief symptom interview  

__________________________     ____________         _________________________ 
Parent’s Signature    Date          Child’s Name (please print)  
 

We will provide feedback for all participants.  

Please provide information below if your child will be participating.  

Parent/adult guardian name(s): __________________________  

Mailing address: ______________________________  

City/ZIP:____________________  

Parent phone number(s) in case we need to reach you with a concern about your child: 

Home__________________cell_______________________work_______________  
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