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Depression in youth is a serious mental health concern affecting many different 

domains of functioning. Currently, cognitive behavioral therapy (CBT) is the most 

extensively studied psychosocial treatment for depression; however, there is limited 

research on how the specific components of CBT function to produce effective treatment 

outcomes. In addition to identifying the components responsible for effective treatment 

outcome, it is also important to investigate the changes in youth with depression that 

account for the reduction of symptomatology. Problem-solving is one of the effective 

CBT strategies used to improve depressive symptoms. The purpose of the current study 

was to investigate the association between problem-solving interventions and depression. 

The current study also sought to investigate if depressive symptoms are mediated through 

changes in the view of the future. Participants were 40 girls, aged 9 to 14, who completed 

a manualized CBT protocol for depression in a group format. Participants completed a 

diagnostic interview for depression and self-report measures assessing the view of the 

future dimension of the cognitive triad. Group therapy sessions were coded for problem-

solving interventions using an investigator developed coding system. The results 
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indicated that the level of problem-solving intervention implemented by the therapist 

failed to predict a decrease in depressive symptoms, after controlling for the girls’ initial 

levels of depression severity. Level of problem-solving intervention was significantly 

related to positive future views on the cognitive triad, after controlling for initial levels of 

the future subscale on the cognitive triad. Results also indicated that participants with a 

more positive view of their future were less depressed at post-treatment. Treatment 

specificity could not be conducted because the relation between problem-solving 

interventions and treatment outcome was not significant. An exploratory analysis was 

conducted with additional control variables. After controlling for mastery of problem-

solving skills, level of expectancies for change, and initial level of depression, problem-

solving intervention was a significant predictor of treatment outcome. Exploratory 

analysis also concluded that levels of consequential thinking and levels of brainstorming 

were related to treatment outcome. Implications, limitations, and recommendations for 

future research are presented. 
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CHAPTER 1 

Introduction 

 Depression in youth is a serious public health problem affecting many different 

domains of functioning, including social functioning, academic achievement, and family 

environment (Garber & Horowitz, 2002; Weersing & Brent, 2005; Costello, Erkanli, & 

Angold, 2006). It is estimated that about 2.5% of children and up to 8.3% of adolescents 

suffer from a depressive disorder at any given point in time (Birmaher et al., 2004).  

Research has found that individuals who experience depression during childhood or 

adolescence are more likely to have impairments in interpersonal relationships, presence 

of a comorbid disorder, increased risk of suicidality, and to experience a recurrence of a 

depressive disorder, (Kim-Cohen et al., 2003; Gotlib, Lewinsohn, & Seeley, 1998; 

Garber & Horowitz; Weersing & Brent). Prior to adolescence, the rate of depression is 

equal for both genders. By middle adolescence, however, girls are twice as likely as boys 

to be diagnosed with depression, with this dramatic increase occurring between the ages 

of 13 and 15 (Cicchetti & Toth, 1998; Wichstrom, 1999). The pervasive detrimental 

impact of depression and the significant prevalence of depression during adolescence, 

particularly for girls, suggest that effective identification and treatment for girls with 

depression is highly needed before the onset of puberty. 

 Problem-solving can potentially generate effective strategies individuals can use 

to alleviate their depressive symptoms. Problem-solving is a cognitive process consisting 

of recognizing and identifying the problem, reflecting on the possible solutions, choosing 

a plan, and taking action (Kendall & Braswell, 1993). This cognitive process is based on 

the schemas through which the individual perceives and interprets his or her experiences 
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(Kendall & Braswell). In individuals with an underlying negative schema, this rigid 

maladaptive pattern carries over to their views of self, world, and future, which make up 

the cognitive triad (Beck, 1967). It is the activation of the negative cognitive triad that is 

thought to be the central mediating mechanism through which depression evolves (Beck). 

Researchers have also suggested that deficits in problem-solving may be associated with 

increased risk for depression and suicidality among youth (Specken & Hawton, 2005; 

Thompson, Mazza, Herting, Randell & Eggert, 2005). The depressed individual expects 

that her current problems will continue indefinitely and anticipates failing in the 

immediate future; therefore, she will not commit herself to a goal or task (Beck). These 

unrealistic negative expectations lead to the cognitive manifestation of hopelessness, 

which ultimately depletes her motivation to make changes (Beck). Therefore, a depressed 

individual’s negative cognitive processes (in particular, her view of the future) will affect 

her problem-solving.  

 Cognitive-behavioral therapy (CBT) is the most extensively studied psychosocial 

treatment for depression (Reinecke & Ginsburg, 2008; Varley, 2006), and has been 

shown to be an efficacious treatment for depression in youth (Compton et al., 2004; 

Weersing & Brent, 2005; Weisz, Jensen-Doss, & Hawley, 2006). Across studies, CBT 

has consistently been shown to significantly reduce depressive symptoms in youths in 

short-term and long-term treatment when compared to no treatment, and to be equally 

effective when compared to other treatments (Weisz et al.). Studies examining the 

effectiveness of CBT treatment programs that include problem-solving interventions have 

also shown significant reduction in depressive symptoms in youths (Becker-Weidman, 

Jacobs, Reinecke, Silva, & March, 2010; Becker-Weidman, Reinecke, Jacob, & 
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Martinovich, 2009; Kennard, Clarke, Weersing, et al., 2009; Reinecke, DuBois, & 

Schultz, 2001). Furthermore, one study has also shown that different components of 

problem-solving may have differential effects on depressive symptoms (Becker-

Weidman et al., 2010). 

 There has been a push for the dissemination of manualized, evidence-based CBT 

interventions for depressed youth in order to promote research focused on determining 

the mechanism of change in these interventions (National Institute of Mental Health, 

2006); however, there is limited research on which specific components of CBT actively 

reduce depressive symptoms to produce effective treatment outcomes (Chorpita & 

Regan, 2009; Kennard et al., 2009). Based on the available component study for youths, 

problem-solving and social skills training have demonstrated significant efficacy in the 

treatment of depressed youth (Kennard et al.). Behavioral strategies, including problem-

solving, also appear to be efficacious in the treatment of depression for adults (Dimidjian, 

Hollon, Dobson et al., 2006; Dobson, Hollon, Dimidjian, et al., 2008; Jacobson, Dobson, 

Truax, et al., 1996). The strong support for the efficacy of problem-solving training in the 

treatment of depression suggests that further examination is warranted to determine if 

problem-solving actively reduces depressive symptoms to produce effective treatment 

outcomes in youth. 

 In addition to identifying the specific components responsible for effective 

treatment outcome, it is also important to investigate the changes within depressed youth 

that account for the reduction of depressive symptoms (Shirk & Karver, 2006). Even 

though there is limited literature on the evaluation of cognitive mediators for treatment of 

depression among youth (Kaufman, Rohde, Seeley, Clarke, & Stice, 2005; Kolko, Brent, 
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Baugher, Bridge, & Birmaher, 2000), there is promising evidence that CBT does in some 

way exert therapeutic change on the hypothesized cognitive mediators. In a review of 

youth literature on mediating variables, Weersing and Weisz (2002) found that CBT 

produced greater cognitive changes (i.e., youth reported more positive self views, fewer 

negative conclusions, and less hopeless views of the future) compared to other treatment 

conditions.  

 The purpose of this study is to investigate the relation between problem-solving 

interventions in CBT treatment and depression in early adolescent girls. In addition to 

evaluating the role of problem-solving within a comprehensive CBT program, this study 

will also measure the specific problem-solving components implemented by therapists 

across sessions of a CBT intervention. In addition, this study will evaluate the multiple 

components of problem-solving to determine which are most relevant to treatment 

outcome. Furthermore, this study will investigate the hypothesis that problem-solving 

indirectly affects changes in depressive symptoms by means of cognitive changes in 

one’s view of the future. More specifically, this study will examine if problem-solving 

actively targets hopelessness, and thereby alleviates depression symptoms. 
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CHAPTER 2 

Review of the Literature 

Depression in Youth 

Depression is a debilitating disorder affecting many different domains of 

functioning in youth, including social functioning, academic achievement, and family 

environment (Garber & Horowitz, 2002; Weersing & Brent, 2005). It is estimated that 

about 2.5% of children and up to 8.3% of adolescents suffer from a depressive disorder at 

any given point in time (Birmaher, Williamson, Dahl, Axelson, Kaufman, Dorn, & Ryan, 

2004).  Research has found that individuals who experience depression during childhood 

or adolescence are more likely to have a reoccurrence of a depressive disorder, 

impairments in interpersonal relationships, and, in later life, marital dissatisfaction and 

low life satisfaction (Kim-Cohen, Caspi, Moffitt, Harrington, Milne, Poulton, 2003; 

Gotlib et al., 1998). Depressed youth also experience heightened chronic strain (e.g., 

more isolation and negativity, less reciprocity) and intense life stress (e.g., arguments, 

termination of relationships) in their peer, romantic, and family relationships (Daley & 

Hammen, 2002). Furthermore, it is very common for depressed children to experience 

other internalizing and externalizing problems in conjunction with their depression 

(Garber & Horowitz).  The presence of a comorbid disorder increases the risk for 

reoccurrence of the depressive disorder, longer duration of depressive episodes, suicide 

attempts and suicidal behavior, and negative functional outcomes (Garber & Horowitz; 

Weersing & Brent). Due the pervasive detrimental impact of these disorders among 

children and adolescents, it is important that clinicians accurately recognize and treat the 

symptoms of depression among these age groups.  
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DSM-IV TR Diagnosis of Depression 

 According to the American Psychiatric Association’s Diagnostic and Statistical 

Manual of Disorders (4th ed.) Text Revision (DSM-IV TR; American Psychiatric 

Association, 2000), children and adolescents can be diagnosed with three types of 

unipolar depression: Major Depressive Disorder (MDD), Dysthymic Disorder, and 

Depressive Disorder Not Otherwise Specified (Appendix A). Major Depressive Disorder 

is characterized by the experience of one or more Major Depressive Episodes in the 

absence of any history of Manic, Mixed, or Hypomanic Episodes. The DSM-IV-TR 

defines Major Depressive Disorder as an episodic disorder where there is a period of at 

least two weeks of predominantly depressed mood or anhedonia, the loss of interest or 

pleasure in nearly all activities. Children and adolescents may present with irritability or 

flat affect rather than depressed mood, which is more common in adults. In addition to 

the above criteria, the individual must also experience at least four of the following 

pervasive symptoms: significant changes in appetite or weight, sleep, or psychomotor 

activity; decreased energy; feelings of worthlessness or guilt; difficulty thinking, 

concentrating, or making decisions; or recurrent thoughts of death or suicidal ideation, 

plans, or attempts. Symptoms must also not be attributable purely to substance abuse, use 

of medications, grief, other psychiatric illness, or medical illness. Children and 

adolescents tend to have fewer numbers of delusions, melancholic symptoms, and suicide 

attempts than depressed adults (American	  Academy	  of	  Child	  and	  Adolescent	  

Psychiatry	  [AACAP],	  2007). 

 Dysthymic Disorder (DD) is characterized as a chronic low-grade form of 

depression that occurs for most of the day, more days than not. In adults, symptoms must 
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be present for at least two years; the diagnostic criterion for children is that the depressed 

or irritable mood must last for at least one year  (American Psychiatric Association, 

2000). In addition, a child must also experience at least two of the following pervasive 

symptoms: poor appetite or overeating; changes in sleep; difficulties with concentration 

or decision-making; and low self-esteem, energy, and sense of hope. 

 Depressive Disorder Not Otherwise Specified (DDNOS) is a diagnosis in which 

the individual presents with some of the symptoms of depression causing significant 

impairments, but does not meet full criteria for MDD or Dysthymic Disorder (American 

Psychiatric Association, 2000).  

Course of Depression  

 MDD is the most common type of depressive disorder and also the most severe of 

the three diagnoses (Birmaher,	  Arbelaez,	  &	  Brent,	  2002). The median length of a major 

depressive episode in youth is about one to two months in community samples and about 

eight months in clinically referred samples (AACAP,	  2007).	  The average age of onset for 

MDD is between the ages of 14 and 15 in community samples, with females having an 

earlier age of onset (Lewinsohn, Clarke, Seeley, & Rohde, 1994). Even	  though	  most	  

youth	  recover	  from	  their	  first	  depressive	  episode,	  a	  significant	  number	  of	  youth	  

have	  relapses	  and	  recurrences	  (Birmaher	  et	  al,	  2004).	  It	  is	  estimated	  that	  20%	  to	  

60%	  of	  youth	  experience	  another	  depressive	  episode	  within	  one	  to	  two	  years	  after	  

remission	  (AACAP,	  2007).	  Studies	  have	  also	  shown	  that	  70-‐72%	  of	  youth	  experience	  

another	  depressive	  episode	  within	  five	  years	  after	  remission	  (AACAP;	  Birmaher	  et	  

al.).	  A	  significant	  number	  of	  youth	  diagnosed	  with	  MDD	  continue	  to	  suffer	  with	  MDD	  

through	  adulthood,	  with	  recurrence	  rates	  estimated	  around	  60-‐70%	  (AACAP;	  
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Birmaher,	  Ryan, Williamson, Brent, Kaufman, Dahl, et al.,	  1996).	  Angold	  and	  Costelllo	  

(1993)	  found	  in	  a	  meta-‐analysis	  that	  depressed	  youth	  are	  also	  more	  likely	  to	  have	  

comorbid	  diagnoses	  such	  dysthymia,	  anxiety	  disorders,	  oppositional	  defiant	  

disorder,	  and	  attention	  deficit	  hyperactivity	  disorder.	  	  

	   An average episode of dysthymic disorder (DD) lasts three years and the	  average	  

age	  of	  onset	  for	  DD	  is	  8.7	  years	  old	  (Birmaher et al., 2002; Kovacs,	  Akiskal,	  Gastonis,	  

&	  Parrone,	  1994).	  Childhood	  DD	  has	  a	  protracted	  course,	  with	  a	  mean	  episode	  

length	  of	  4	  years	  for	  community	  and	  clinic	  samples	  (Kovacs	  et	  al.).	  Even	  though	  

most	  youth	  recover	  from	  DD,	  Kovacs	  and	  colleagues	  found	  that	  childhood	  DD	  

increases	  the	  risk	  of	  developing	  MDD,	  with	  76%	  of	  youth	  with	  DD	  later	  developing	  

MDD.	  Having	  DD	  also	  increases	  the	  risk	  for	  bipolar	  disorder	  and	  double	  depression,	  

that	  is,	  MDD	  with	  a	  concurrent	  underlying	  DD	  (Kovacs	  et	  al.).	  Even though the 

symptoms of DD are milder and typically cause less functional impairment than MDD, 

they can cause as much or more psychosocial impairment due to the cumulative effects of 

the persistent and long-term change in mood (AACAP, 2007).  

Epidemiology 

 The risk for depression increases from childhood to adolescence (Costello, 

Erkanli, & Angold, 2006). It is estimated that about 2.5% of children and up to 8.3% of 

adolescents suffer from a depressive disorder at any given point in time (Birmaher et al., 

2004). More specifically, the prevalence of MDD is estimated to be approximately 2% in 

children and between 4% to 8% in adolescents (Fleming & Offord, 1990); the prevalence 

of DD is estimated to be approximately 0.6% to 1.7% in children and 8.0% in adolescents 

(Birmaher et al., 1996).  
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Gender Difference in Depression 

Prior to adolescence, the rate of depression is equal for both genders. By middle 

adolescence, however, girls are twice as likely as boys to be diagnosed with depression 

(Cicchetti & Toth, 1998; Hankin, Abramson, Siva, McGee, Moffitt, & Angell, 1998; 

Nolen-Hoeksema & Girgus, 1994; Wichstrom, 1999). This significant gender difference 

emerges between the ages of 13 and 15 (Hankin et al.; Petersen, Seligman, & Kennedy, 

1991; Wichstrom). Researchers have explored possible biological, psychological, and 

social explanations of these gender differences; however, further research is required to 

draw any clear conclusions (Nolen-Hoeksema, 2002). The significantly higher prevalence 

in adolescent girls suggests that a closer focus on the development and prevention of 

depression in girls is needed. 

Assessment of Depression in Youth  

 Comprehensive and accurate assessment is the single most important tool for the 

identification and diagnosis of youth with specific depressive disorders (AACAP, 2007). 

It is recommended that the evaluation include direct interviews with the child and 

caregivers, as well as appropriate informants such as teachers and physicians (AACAP). 

Common methods to assess depression in children and adolescents include self-report 

rating scales, parent and teacher rating scales, clinical diagnostic interviews, 

observational methods, and projective techniques.   

 Self-report measures are one of the most common approaches to assessing 

depression in children and adolescents. For screening purposes, the Children’s 

Depression Inventory (CDI) is the most widely used measure to assess depression in 

youth (Kendall, Cantwell, & Kazdin, 1989). Even though the CDI has demonstrated high 
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reliability (Kovacs, 1992), it has also been found to be highly correlated with measures of 

anxiety (Reynolds, 1986; Myers & Winters, 2002) and to fail to accurately discriminate 

among types of internalizing disorders (Timbremong, Braet, & Dreesen, 2004). While 

self-reports such as the CDI provide an effective and efficient tool for screening for 

depressive symptoms, they should not be used in isolation to diagnose a depressive 

disorder (Timbremong et al.; Klein, Dougherty, & Olino, 2005). 

 Diagnostic interviews are another tool that provides detailed information which 

allows a clinician to accurately identify and diagnose depression in youth. Diagnostic 

interviews can be unstructured, semi-structured, or fully structured; however, semi-

structured interviews, which are interviewer-based, are recommended because they cover 

key areas of psychopathology, psychosocial functioning, and family history (Klein et al., 

2005) while still allowing flexibility in administration. The most widely used diagnostic 

interview for youth ages 6 to 18 years is the Schedule for Affective Disorders and 

Schizophrenia for School-Age Children-Present State (K-SADS-IVR; Klein et al., 2005). 

Ratings of symptom severity on the K-SADS-IVR are based on information from 

multiple sources (child and caregiver) as well as the interviewer’s clinical judgment 

based on all the information provided. The use of multiple sources is important because 

children are more accurate reporters of internalized symptoms, while parents are more 

accurate reporters of observable externalized symptoms (Kendall, Cantwell, & Kazdin, 

1989). Furthermore, children are less accurate reporters of duration and onset of specific 

symptoms (Stark, Sander, Yancy, Bronik, & Hoke, 2000), suggesting that parents’ 

reports are important in determining the time frames of symptoms. Thus, the clinician 
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requires extensive clinical training in order to make an accurate rating based on both 

reports, especially if there are discrepancies between reports.  

 In order to accurately and efficiently screen and identify youth experiencing 

depression in a large scale setting such as a school, a “multiple stage” methodology is 

recommended (Reynolds, 1986). The approach recommended by Reynolds consists of 

three stages: (1) screening with self-report measures in a large group setting to identify 

individuals who may be experiencing a clinically significant level of depression, (2) 

retesting individuals who meet cut-off criteria in the first screening, and (3) conducting 

individual clinical interviews with individuals who meet criteria in both of the preceding 

stages. Although Reynolds recommends that the same depression measures be used in the 

in both the first and second screenings, it is possible to use a short diagnostic interview, 

such as the Diagnostic and Statistical Manual Brief Symptom Interview for Depression 

(DSM Interview), as the measure in the second screening stage in order to screen out 

individuals who overendorsed depressive symptoms or experienced a temporary 

depressed mood during the first screening. The current study will use this modified 

version of this multiple-stage screening and assessment procedure.  

Summary of Depression in Youth 

 In youth, depression is a debilitating disorder that affects many areas of 

functioning and carries with it the high risk of negative developmental trajectories due to 

its recurrent course. The DSM-IV-TR (American Psychiatric Association, 2000) divides 

unipolar depression into three main categories: MDD, DD, and DDNOS. The prevalence 

of depression significantly increases during adolescence, particularly for girls, which 

suggests that effective identification and treatment for girls with depression is highly 
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needed before the onset of puberty in order to prevent recurrence in adolescence. In order 

to accurately screen for and assess depression in a large scale setting such as a school, a 

“multiple stage” methodology is recommended. 

Cognitive Model of Depression 

 The cognitive diathesis stress models of depression postulate that depression 

stems from the interaction between cognitive vulnerability and undesired life events 

(Abramson, Seligman, & Teasdale, 1978; Beck, 1967). These models hypothesize that an 

individual with a more negative cognitive style or subjective interpretation is more likely 

to develop depression when faced with undesired life events than an individual who does 

not have such a style (Hilsman & Garber, 1995). Intervention programs for depressed 

youth target interrupting negative cognitive processes (Weersing & Brent, 2005) as well 

as behavioral activation. As a basis for understanding the development and maintenance 

of depression, Beck’s cognitive theory of depression will be reviewed.        

 The central assumption of cognitive behavior theory is that depression is 

exacerbated and maintained by a bias toward negative interpretations of life experiences. 

Beck’s (1967) cognitive theory of depression posits that negative cognitive processes 

influence an individual’s interpretation of events, which directly leads to the development 

and maintenance of depression. Beck’s theory describes three main concepts to explain 

the cognitive basis of depression: the cognitive triad, schemas, and cognitive errors.  

Cognitive Triad 

 The cognitive triad, the primary component of Beck’s cognitive theory of 

depression (1967), is the cognitive pattern of the individual’s negative view of the self, 

world, and future. The first component involves the individual viewing herself in a 
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negative way (i.e., I am inadequate or defective), which leads her to believe she is 

worthless and undesirable (Beck, Rush, Shaw, & Emery, 1979). The individual tends to 

be overly critical and underestimate her ability to attain happiness, which reinforces her 

view of being worthless and undesirable (Beck). The depressed individual also tends to 

construe her world in a negative way (i.e., view her life as full of insuperable burdens or 

obstacles). Lastly, the depressed individual views the future negatively, expecting that the 

current stressful life events will continue indefinitely. The theory proposes that early 

negative life experiences provide the underlying foundation for these negative concepts 

about one’s self, the future, and the external world. It is the activation of these 

idiosyncratic cognitive patterns that is thought to be the central mediating mechanism 

through which depression evolves (Beck). 

Development of Schemas 

 Schemas are the basis for how an individual selectively screens, evaluates, and 

codes stimuli or experiences (Beck, Rush, Shaw, & Emery, 1979). They are the 

individual’s stable interpretations for particular circumstances. Beck (1967) posits that a 

depressed individual has schemas that are biased toward negative interpretations of life’s 

experiences, and these negative schemas are activated by stressful life events similar to 

the past external events. With this underlying negative schema, a depressed individual 

carries this rigid maladaptive pattern over to the individual’s negative cognitive triad 

(Beck). It is also hypothesized that schema determine an individual’s affective response 

to events. Specific types of schemas determine the specific types of affective responses. 

Thus, if the individual’s schema that she is worthless is activated, she will experience a 

feeling of sadness associated with it.  
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Cognitive Errors 

 Cognitive errors, or faulty information processing, maintain the individual’s belief 

that his or her negative thought processes are valid despite contradictory evidence (Beck, 

1967). A depressed individual tends to make broad global judgments, which are often 

negative and extreme (Beck et al., 1979), rather than more specific and appropriately 

discriminating judgments. These systematic “errors” in information processing 

significantly impair the individual’s reasoning abilities and reality testing (Rush & Beck, 

1977). Common cognitive errors include arbitrary inference (drawing conclusions that 

are not supported by the facts), selective abstraction (basing conclusions on only one 

aspect of the available information and ignoring contradictory evidence), 

overgeneralization (applying a rule or belief based on only one observation to other 

situations whether or not they are similar), magnification and minimization (over or 

underestimating the significance or magnitude of an event), personalization (assuming 

personal responsibility for negative events), and dichotomous thinking (considering only 

extremes and not gradations in between) (Beck). The depressed individual tailors the 

evidences with cognitive errors to fit and maintain her preformed negative schema.  

Summary of the Cognitive Model of Depression 

 Beck’s (1967) cognitive model offers a hypothesis about the development and 

maintenance of depression. The theory proposes that negative events starting at a young 

age provide the basis for forming a negative cognitive triad, which consists of the 

individual’s negative concepts about the self, the future, and the external world (Beck). 

These negative concepts or negative schemas may remain latent, but can be triggered if 

the individual encounters specific experiences that are similar to the early life experiences 
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originally responsible for the formation of the negative cognitive triad (Beck). Beck 

argues that the cognitive triad determines whether or not an individual will experience 

depression under stressful life events. 

Problem-Solving and Depression 

 Problem-solving, which has been conceptualized to be composed of problem 

orientation and rational problem-solving skills (D’Zurilla, 1986), can potentially generate 

effective strategies individuals can use to alleviate their depressive symptoms. D’Zurilla 

and colleagues (1971, 1982) posit that problem-solving skills are significant determinants 

of social competence, which affects the individual’s overall psychological adjustment. 

Researchers have also suggested that deficits in problem-solving may be associated with 

increased risk for depression and suicidality among youth (Specken & Hawton, 2005; 

Thompson et al., 2005). Depressed adolescents are more likely to have poor interpersonal 

problem solving skills, which can stress family and peer relationships (Hammen & 

Brennan, 2001; Klein et al., 2001; Nolen-Hoeksema & Girgus, 1994). For example, a 

depressed adolescent may not have the appropriate problem-solving skills to recognize or 

appropriately identify the problem during conflicts with friends or family members, 

which may exacerbate the problematic situation. Maladjusted adolescents also tend to 

have rigid thinking, with limited identification of alternative solutions to a problem, and 

deficiencies in perspective-taking (Spivak, Platt, & Shure, 1976). Mullins (1984) and 

colleagues found that depressed and nondepressed children are equally proficient at 

generating relevant solutions to a problem; however, the solutions formulated by 

depressed children may be less effective, resulting in unresolved problems. 
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 Problem-solving is a cognitive process consisting of recognizing and identifying 

the problem, reflecting on the possible solutions, choosing a plan, and taking action 

(Kendall & Braswell, 1993). This cognitive process is based on the schemas through 

which the individual perceives and interprets experiences (Kendall & Braswell). With an 

underlying negative schema, this rigid maladaptive pattern carries over to the individual’s 

views of self, world, and future, which make up the cognitive triad (Beck, 1967). The 

depressed individual views the future negatively, expecting that current problems will 

continue indefinitely. The depressed individual anticipates failing in the immediate 

future, therefore, she will not commit herself to a goal or task. These unrealistic negative 

expectations lead to the cognitive manifestation of hopelessness (Beck). A depressed 

individual’s tendency to perceive herself as already defeated will deplete her motivation 

to make changes. Therefore, a depressed individual’s negative cognitive processes (i.e., 

view of the future) will affect the individual’s problem-solving.  

Problem-Solving Techniques  

 Problem-solving has been conceptualized to be composed of problem orientation 

and rational problem-solving skills (D’Zurilla, 1986). Problem orientation is a person’s 

awareness of the problem, assessment of his or her own ability to solve the problem, and 

expectation of the effectiveness of his or her attempts to solve the problem.  Rational 

problem-solving skill is the person’s ability to identify the problem, define the problem, 

generate solutions, implement the solutions, and monitor the outcome (Reinecke, DuBois, 

& Schultz, 2001). According to Beck and colleagues (1979), the focus of problem-

solving is learning and practicing the concrete skills rather than neutralizing the 

depressive symptoms. In turn, the depressed individual learns to assess her problems 
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logically and apply these skills to solve her problems time after time. It is important to 

note that continuous movement between and among the five components before actual 

resolution of a problem is expected for effective problem solving (Nezu, Nezu, & Perri, 

1989). 

 Problem Identification. According to D’Zurilla & Goldfried (1971), problem 

orientation is defined as a motivational process based on the individual’s past 

developmental and reinforcement history. Unlike the other four stages of problem-

solving that consist of skills or goal-directed tasks, problem orientation deals with the 

individual’s general response set. Problem-orientation consists of five major variables: 

problem perception (accurate recognition and appropriate labeling), problem attribution 

(environmental factors or changeable personal factors versus stable personal deficits), 

problem appraisal (problem as “challenge” versus threatening situation), personal control 

(perception that a problem is controllable and the person is capable of solving it), and 

time/effort commitment (accurate appraisal of time and devotion necessary to solve the 

problem) (D’Zurilla, 1986).  

 For the purpose of this study, problem perception or problem identification will 

be examined to correspond to the problem-solving procedure implemented in the 

manualized group CBT program. Problem identification involves the recognition and 

accurate labeling of the problems (Beck et al., 1979; D’Zurilla, 1986). The goals of 

interventions targeting this stage are to increase the individual’s sensitivity to the 

problem, increase attention and motivation to engage in successful problem-solving, and 

decrease the tendency to engage in automatic bias. The different problem-orientation 

variables are constantly interacting and impacting each other (D’Zurilla); therefore, a 
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depressed individual’s natural and automatic responses to a situation may generate 

negative affect and avoidance motivation, which can inhibit problem-solving 

performance (Nezu, Nezu, & Perri, 1989). This may be the most challenging step to 

target in problem-solving interventions for depressed youths, since they often view a 

problem as a threat or an impending loss (Stark, Hargrave, Sander, et al., 2006). 

Depressed youth may also feel overwhelmed by the problem and feel that they are 

incapable of solving it. Furthermore, they expect that even if they solve the problem, they 

will be immediately faced with another problem (Stark, Hargrave, Sander, et al.). These 

unrealistic negative expectations lead to the cognitive manifestation of hopelessness 

(Beck, 1967). Therefore, the therapist must help the child collect concrete evidence in her 

life experiences that shows she can overcome problems (Stark, Hargrave, Sander, et al.).  

 Problem Definition. Problem definition and formulation, the second stage, 

involves the appraisal of the specific nature of a problematic situation. During this most 

important stage of the problem-solving process, the individual gathers unbiased 

information, clarifies the nature of the problem and its changeability, and reappraises the 

problem (Beck et al., 1979; D’Zurilla, 1986). During information gathering, it is 

important for the therapist to help the depressed child be aware of the common cognitive 

errors that maintain the child’s negative thought processing, such as arbitrary inference 

(drawing conclusions without sufficient evidence, or ruling out alternative explanations), 

cognitive deficiency (attending to selected information or cues in a situation and drawing 

conclusions based on this information, while ignoring evidence against the negative 

thought), overgeneralization (generalizing a conclusion to situations without sufficient 



   

19 

information), and magnification and minimization (exaggerating or devaluing the 

significance of an event) (Beck, 1970; D’Zurilla; Stark, Hargrave, Sander et al., 2006). 

 Setting Goals for Problem Solving. After defining the problem, the individual sets 

realistic goals for the problem solving process. When setting goals, it is important that the 

goals be stated in specific, concrete terms and that they are attainable and realistic; this 

will help in identifying appropriate solutions (D’Zurilla, 1986). Therefore, the therapist 

should help the child choose constructive goals while avoiding destructive ones (Stark, 

Hargrave, Sander, et al., 2006). 

 Brainstorming/Solution Generation. The purpose of this brainstorming stage is to 

generate a number of available solutions in order to increase the likelihood that the most 

effective solution will be among them (Beck et al., 1979; D’Zurilla & Goldfried, 1971). 

Beck and colleagues identified this stage as the cornerstone for effective problem-

solving. Based on Guilford (1967) and Osborn’s (1963) concept of brainstorming, the 

Social Problem-Solving model uses the quantity principle, the deferment-of-judgment 

principle, and the variety principle in generating alternative solutions. The quantity 

principle states that by increasing the number of alternative solutions generated, the 

likelihood of finding the best solution also increases due to the number of good quality 

alternative generated (D’Zurilla, 1989).  According to the deferment-of-judgment 

principle, premature judgment tends to impede imagination and creativity; therefore, it is 

important that the therapist help the child generate solutions without evaluating them 

until after a full list of alternatives is generated (D’Zurilla, 1989; Stark, Hargrave, Sander, 

et al., 2006). Furthermore, a depressed child is more likely to focus on why a plan would 

not work than why it would work (Stark, Hargrave, Sander, et al.). Finally according to 



   

20 

the variety principle, the greater the variety of alternatives, the greater the likelihood that 

more good quality alternatives will be discovered.  

 Consequential Thinking. Decision making requires the individual to critically 

evaluate the list of possible solutions and then choose the optimal alternatives for 

implementation. Based on the expected utility model (Beach & Mitchell, 1978), the 

decision-making approach is based on the value and likelihood of expected 

consequences. The value of the consequences is based on the following four criteria: (1) 

problem resolution (likelihood of achieving the goal), (2) effect on emotional well-being 

(quality of emotional outcome), (3) time and effort required, and (4) effect on overall 

personal-social well-being. After examining the costs and benefits of each alternative 

solution, the individual judges the expected outcomes, then compares the alternatives, 

and selects the solution(s) that have the best expected utility (D’Zurilla & Goldfried, 

1971; D’Zurilla, 1986). In this stage, the therapist helps the depressed child assess the 

plans in a more in-depth manner.  

 Self-Evaluation and Follow-Up of Implementation. Solution implementation and 

verification includes the actual implementation of the solution, monitoring of the 

outcome, and evaluation of the effectiveness of the solution in resolving the problematic 

situation (Beck et al., 1979; D’Zurilla & Goldfried, 1971). The conceptual framework for 

the solution implementation and verification step is based on control theory and the 

cognitive-behavioral concept of self-control (Bandura, 1971; Kanfer, 1970). The 

cognitive-behavioral concept of self-control consists of the following four components: 

performance, self-monitoring, self-evaluation, and self-reinforcement. Performance is the 

actual solution implementation, while self-monitoring is the observation and monitoring 
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of the solution implementation and its outcomes. Self-evaluation involves evaluating the 

actual outcome and comparing it to the outcome that was predicted for that solution 

(D’Zurilla & Goldfried). The therapist should discuss with the child the degree of success 

of the plans, and identify other alternative plans to implement if the original plans were 

unsuccessful (Beck et al., 1979; ACTION manual). With this informative feedback, the 

individual then enters into the final step, self-reinforcement, in which she rewards herself 

for effective problem solving (D’Zurilla & Goldfried).  It is important that the therapist 

encourage the child to reinforce herself for engaging in problem-solving even if the plan 

is ultimately not successful (ACTION manual). This reinforcement step increases the 

probability of future effective problem-solving performances (D’Zurilla, 1986).   

Cognitive-Behavioral Therapy 

Initially developed to treat major depression in adults, CBT is the most 

extensively studied psychosocial approach to treating childhood and adolescent 

depressive disorders (Reinecke & Ginsburg, 2008; Varley, 2006). CBT of depression is 

based on the theory that dysfunctional cognitive styles and the consequential maladaptive 

behaviors lead to the development and maintenance of depression (Richards & Perri, 

2002). CBT for depression among youth is problem-focused, active, collaborative, and 

time-limited (Reinecke & Ginsburg). Cognitive therapy emphasizes the connections 

between thoughts, feelings, and behavior; therefore, behavioral interventions are 

incorporated to test automatic negative cognitive patterns. From a behavioral perspective, 

Lewinsohn (1974) posits that dysfunctional learning history, inadequate positive 

reinforcement, insufficient skill development, and environmental stress lead to the 

development and maintenance of depression. Therefore, behavior therapy interventions 
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focus on increased positive reinforcement, shaping, role-playing, problem-solving, and 

planned behavior change. The goal of the therapists is to teach cognitive restructuring, 

coping strategies, and problem-solving to the youths so that they can eventually apply 

these skills to their lives independently (Stark, 1990). The ultimate goal is to empower 

the child (Reinecke & Ginsburg).   

Effectiveness of Cognitive-Behavioral Therapy  

 Of all interventions studied, CBT has received the most empirical support as a 

promising treatment for depression for both children and adolescents (Compton, March, 

Brent, Albano, Weersing, & Curry, 2004; Weersing & Brent, 2005; Weisz et al., 2006). 

The majority of studies have shown that CBT is superior to no treatment (Asarnow, Scott 

& Mintz, 2002; Stark, Reynold, & Kaslow, 1987; Weisz, Thurber, Sweeney, Proffitt, & 

LeGagnoux, 1997). Wood, Harrington, and Moore (1996) also found that a brief 

treatment of CBT (five to eight sessions) was superior to relaxation training in reducing 

depressive symptoms. Weersing and Brent identified 21 clinical trials testing the effects 

of CBT interventions on youth. The CBT interventions varied across treatment 

conditions, ages, and number of sessions. With moderate effect sizes, the results of this 

review supported the efficacy of CBT intervention for youth. Furthermore, CBT showed 

superiority over systemic behavioral family therapy and supportive therapy control (Brent 

et al., 1997). Brent and colleagues also found that full remission of depression as well as 

faster symptom relief were more common in the CBT group compared to the systemic 

behavioral family therapy and supportive therapy control groups.  

 Other studies have failed to demonstrate significant superiority of CBT over other 

treatments. Some studies have shown that CBT treatments and relaxation training were 
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equally efficacious but superior to the control group (Kahn, Kehle, Jenson, & Clark, 

1990; Reynolds & Coats, 1986). Vostanis, Feehan, Grattan, and Bickerton (1996) also 

found that no significant differences existed between CBT and a non-focused treatment 

group in terms of proportion of clinic-referred youths no longer meeting depressive 

criteria at post-treatment and follow-up. The lack of efficacy of CBT over the non-

focused treatment group could be the result of the brevity of treatment (i.e., an average of 

six sessions over a span of 14 weeks). In a controlled trial delivered in diagnosed samples 

of youths, Rossello and Bernal (1999) found that CBT and IPT-A were equally superior 

to the waitlist control condition. A small sample size, high attrition rate, and lack of 

repeated diagnostic assessments at post-treatment could have contributed to less than 

optimal results for the CBT condition (Rossello & Bernal). 

 Several studies have examined the efficacy of a CBT treatment program called 

Coping with Depression for Adolescents (CWD-A; Clarke, Lewinsohn, & Hops, 1990). 

CWD-A is a comprehensive CBT program that includes psychoeducation, activity 

scheduling, cognitive restructuring, social skills training, relaxation training, problem 

solving, and parent involvement. The program is delivered in a highly structured group 

format. The treatment has been shown to be effective in its basic format as well as with 

the addition of a parent component (Clarke, Rohde, Lewinsohn, Hops, & Seeley, 1999; 

Lewinsohn et al., 1990). Clarke and colleagues (1995) found a significant reduction in 

depressive symptoms among depressed adolescents at post-treatment and follow-up 

(Clarke, Hawkin, Murphy, Sheeber, et al.). Clarke, Hornbrook, Lynch, et al. (2001) also 

found significantly greater symptom reduction in the group cognitive-behavioral 

treatment plus parent training condition as compared to the usual care condition. 
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However, when CWD-A was compared to a health maintenance organization’s usual care 

treatment which included the option of psychotherapy and medications, CWD-A was not 

superior to the control group for depression diagnoses, continuous depression measures, 

nonaffective measures (i.e., externalizing and internalizing symptoms), or functioning 

outcomes at post-treatment and follow-up (Clarke, Hornbrook, Lynch, Polen, Gale, 

O’Connor, et al., 2002). Clarke and colleagues hypothesized that the lack of efficacy of 

CBT over the control group could be due to the target sample having at least one 

depressed parent creating a heavily loaded depressogenic treatment-resistant home 

environment. In another trial of a brief CBT program for adolescents developed by 

combining aspects of CWD-A and an adult treatment protocol, Clarke and colleagues 

(2005) found a weak positive effect for CBT on reduction of symptoms when a CBT plus 

SSRI treatment group was compared to the control group receiving SSRI medication 

alone (Clarke, Debar, Lynch, Powell, Gale, et al.). The small sample size and the fact that 

the youths in the CBT condition received significantly fewer days of SSRI medication 

than those in the control condition may have attributed to the slight effect (Clarke et al.). 

Overall, the CWD-A intervention has been found to be most efficacious in samples with 

less severe symptoms. 

 The Treatment for Adolescents With Depression Study (TADS) was a 

multicenter, randomized controlled clinical trial evaluating the effectiveness of four 

treatments for adolescents with MDD (TADS, 2004). Three hundred fifty one eligible 

participants were randomly assigned to the fluoxetine, CBT alone, CBT plus fluoxetine, 

or placebo treatment group. The CBT treatment group included 15 sessions over 12 

weeks, with required components which included psychoeducation, goal-setting, mood 
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monitoring, increasing pleasant activities, social problem-solving, and cognitive 

restructuring. After 12 weeks of treatment, the study found that the CBT plus fluoxetine 

condition was significantly superior to the CBT alone and placebo conditions. Fluoxetine 

alone was significantly superior to CBT alone, and there was not a significant effect of 

CBT compared to the placebo condition (TADS). In the maintenance phase of the 

treatments, CBT alone caught up with the fluoxetine only condition by weeks 18 to 24, 

and to the CBT plus fluoxetine condition by weeks 30 to 36 suggesting that CBT 

treatment should have continued longer than 12 weeks to maximize the response to 

treatment (TADS, 2007).  

 Studies examining the effectiveness of CBT treatment programs that included 

problem-solving interventions have also shown significant reduction in depressive 

symptoms in youths (Becker-Weidman et al., 2010; Becker-Weidman et al., 2009; 

Kennard et al., 2009; Reinecke et al., 2001). A follow-up study by Becker-Weidman and 

colleagues (2009) found a relationship between deficits in problem-solving and risk for 

depression and suicide among youths in the Treatment for Adolescents with Depression 

Study (TADS). The study found only a modest correlation between hopelessness and 

severity of depression, which the researchers hypothesized may be due to the fact that 

both variables were self-reported. Rather, the study found stronger support that 

dysfunctional cognitions and impaired problem-solving predicted hopelessness. More 

specifically, a negative view of the self, negative view of the world, negative internal 

attributions, and the needs for social approval were positively associated with levels of 

hopelessness. This finding is consistent with Beck’s cognitive theory of depression, 
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which states that depressed individuals are more likely to engage in cognitive distortions 

and develop a negative cognitive triad (i.e., negative view of self, world, and future).  

 The analysis from the TADS study also suggest that different components of 

problem-solving may be differentially important in treating depression in youth. Becker-

Weidman and colleagues (2009) hypothesized that the variable negative problem 

orientation (i.e., negative cognitions such as self-blame and pessimism) would be 

positively correlated with level of hopelessness, but results failed to support the 

hypothesis but rather suggested that the variable positive problem orientation (i.e., 

constructive cognitive approach such as optimism, commitment, self-efficacy) negatively 

correlated with hopelessness. The study also failed to find rational problem-solving skills 

as a significant predictor of hopelessness suggesting that deficits in problem orientation 

are more associated with hopelessness than rational problem-solving skills.  

 A more recent follow-up study by Becker-Weidman and colleagues (2010) 

successfully demonstrated the relationship between deficits in problem-solving and risk 

for depression. Positive problem orientation and a non-avoidant approach style were 

predictors of better treatment outcome; however, results failed to find a significant 

relation between rational problem-solving skills and treatment outcome. The results 

suggest that different components of problem-solving may be differentially important in 

treating depression in youth. 

 In summary, cognitive-behavioral therapy (CBT) is the most extensively studied 

psychosocial treatment for depression (Reinecke & Ginsburg, 2008; Varley, 2006), and 

has been shown to be an efficacious treatment for depression in youth (Compton et al., 

2004; Weersing & Brent, 2005; Weisz et al., 2006). Across studies, CBT has consistently 
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been shown to significantly reduce depressive symptoms in youths in short-term and 

long-term treatment when compared to no treatment and as equally effective when 

compared to other treatments (Weisz et al.). Many studies also have demonstrated that 

deficits in problem-solving are associated with depression in youth (Becker-Weidman et 

al., 2010; Becker-Weidman et al., 2009; Reinicke, DuBois, & Schultz, 2001). 

Furthermore, studies have also shown that different components of problem-solving may 

have differential effects on depressive symptoms. Therefore, this study will specifically 

focus on the treatment of cognitive-behavioral therapy for depressed youth. This study 

will also evaluate the contribution of problem-solving within a comprehensive CBT 

program for the treatment of depression.  

Mechanisms of Change 

 The National Institute of Mental Health has noted the need to identify effective 

treatment components for depression among youths in order to provide future treatments 

that are more promising and efficient (National Institute of Mental Health, 2006).  There 

have been increasing calls for the dissemination of manualized, evidence-based CBT 

interventions for depressed youth in order to promote research focused on ascertaining 

the mechanism of change in these interventions; there is lack of research about which 

specific components of CBT intervention contribute the most to the reduction of 

depressive symptoms in youth (Chorpita & Regan, 2009; Kennard et al., 2009). In order 

to investigate which CBT components are most efficacious, it is helpful to first examine 

the common components across manualized CBT protocols from effective empirically 

based treatments for depression (Chorpita & Daleiden, 2009; Weersing et al., 2009; 

McCarty & Weisz, 2007). 
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 Chorpita and Daleiden (2009) completed the first broad collective summary of the 

treatment components from 615 effective treatments tested in randomized trials for youth. 

Using the distillation and matching model (DMM; Chorpita, Daleiden, & Weisz, 2005), 

Chorpita and Daleiden found that the most common practices for treating depression 

were cognitive restructuring, psychoeducation, maintenance/relapse prevention, activity 

scheduling, problem-solving, and self-monitoring. Their findings are primarily 

descriptive in nature and tell only what worked in these effective treatments, rather than 

why something worked (Chorpita & Daleiden). 

 Using data from a meta-analysis completed by Weisz and colleagues (2006), 

McCarthy and Weisz (2007) examined the treatment components of nine different 

treatments (including CBT, IPT-A, and family-based therapy) that used clinically 

diagnosed samples and showed effect sizes greater than 0.50.  One common component 

across all nine treatments was a focus on achieving measurable goals and increasing 

competence in a self-identified area. Six out of the nine efficacious treatments provided 

psychoeducation, self-monitoring, communication and social skills, cognitive 

restructuring, problem solving, and behavioral activation. When looking specifically at 

the different CBT treatments included, common effective components include achieving 

measurable goals, cognitive restructuring, problem-solving, behavioral activation, self-

monitoring, and social skill building (McCarty & Weisz).  

 Weersing and colleagues (2009) reviewed the similarities and differences of 

treatment components across three core manualized CBT interventions for depressed 

youth: CWD-A (Lewinsohn et al., 1990), Cognitive Therapy Manual from the Pittsburgh 

CBT trials (Brent & Poling, 1997; Brent et al., 1997), and the modular CBT manual used 
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in TADS. All three intervention models have been shown to reduce depressive symptoms 

(Weersing et al.). The three manuals varied widely in CBT technique content and 

emphasis; however, all three manuals utilized basic psychoeducation on depression and 

the rationale for the CBT model, activity scheduling, cognitive restructuring, problem-

solving, and other techniques such as relaxation training or traditional family based 

techniques (Weersing et al.). As is evident across these investigations, problem-solving is 

consistently identified as one of the common components in effective treatments for 

depressed youth.  

Component Analysis Studies 

 The common components mentioned above are often included in effective CBT 

interventions for depressed youth; however, there is limited research on which specific 

components of CBT actively reduce depressive symptoms to produce effective treatment 

outcomes (Kennard et al., 2009). Treatments are often examined as a whole (Chorpita & 

Dalaiden, 2009); in contrast, in a component analysis study, a full treatment (e.g. 

cognitive restructuring and behavioral activation) is compared with a component (e.g. 

behavioral activation) rather than a treatment being compared to another treatment 

(Spielmans, Pasek, & McFall, 2007). The treatment conditions and therapists are the 

same and participants are randomly assigned to the conditions; therefore, any differences 

between groups are attributed to the individual components missing from the full 

treatment condition (Spielmans, Pasek, & McFall). Although a component analysis study 

would be the most accurate way to determine which components are most effective in 

treatment, there is a dearth of component analysis studies for youth in the CBT literature 

(Kennard).  
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 Kennard and colleagues (2009) conducted a preliminary analysis to investigate 

the influence of specific CBT treatment components on treatment outcome using the data 

from the Treatment of SSRI-Resistant Depression in Adolescents (TORDIA; Brent et al., 

2008) study. The TORDIA study evaluated the effectiveness of four treatments among a 

sample of youth who were nonresponsive to adequate treatment with an SSRI. One 

hundred sixty-six participants were randomly assigned to one of four groups: treatment 

with a new SSRI, change to treatment with venlafaxine, new SSRI plus CBT, or change 

to venlafaxine plus CBT. The CBT treatment was based on the TADS manual (Curry et 

al., 2000; Wells & Curry, 2000), CWD-A manual (Lewinsohn, 1990), and Cognitive 

Therapy Manual for Depressed and Suicidal Youth (Brent & Poling, 1997). The CBT 

treatment group included 12 sessions over 12 weeks (mean attendance = 8 sessions), of 

which three to six sessions could be family sessions (mean attendance = 1 session) and 

three additional sessions were allowed for clinical emergencies (Brent et al., 2008). In the 

analysis, Kennard and colleagues identified 22 different CBT modules, but categorized 

the modules into nine core categories: general therapy processes, cognitive restructuring, 

behavior activation, emotion regulation, social skills, problem-solving, family-oriented 

component, motivational interview, and relapse prevention.  In an unadjusted analysis, 

results showed that the cognitive restructuring, problem-solving, and social skills 

components were significantly associated with reduced depressive symptoms. After 

controlling for baseline rates of nonsuicidal self-injury, cognitive restructuring no longer 

had a significant association with the reduction in depressive symptoms. However, social 

skills remained significant after controlling for baseline differences (i.e., gender, race, 
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ADHD diagnosis) and nonsuicidal self-injury. Additionally controlling for number of 

sessions and site, problem-solving also remained significant (Kennard et al.).   

 Kennard and colleagues’ (2009) preliminary analysis on clarifying optimal CBT 

strategies for depressed youth reported some additional important findings. The findings 

support the utilization of social skills and problem-solving training in the treatment of 

depressed youth. Youths who received more than nine CBT sessions also had better 

outcomes than those who received nine or fewer. It is important to note that only a little 

more than half of the participants received social skills and problem-solving training, and 

that the social skills and problem-solving trainings were predominantly in the later 

sessions, which suggest that perhaps CBT response rate would have been higher if 

participants remained in the treatment and received both trainings. Kennard and 

colleagues failed to find a relationship between the numbers of sessions a participant 

received a particular module and the outcome, which could be contributed to the 

restricted range of the number of sessions. Some limitations to the preliminary analysis 

included the fact that the modules were not randomly assigned, and that they were 

confounded by dose and order effects. Furthermore, all participants receiving CBT were 

also receiving medication, which prevented the examination of a CBT alone condition 

(Kennard et al.).   

 In randomized component analysis studies of treatments for adults with 

depression, behavioral activation was found to be more effective than cognitive strategies 

in producing positive short-term outcomes (Dimidjian et al., 2006), whereas in another 

investigation both components were equally effective in producing positive long-term 

outcomes (Dobson et al., 2008). Jacobson and colleagues (1996) also found that 
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behavioral activation alone and full cognitive therapy were equally effective in short-term 

and long-term outcomes. These results suggest that behavioral strategies, such as goal 

setting, self monitoring, activity scheduling, problem-solving, and graded task 

assignment are effective components in the treatment of depression. 

 Based on the available component studies for youth and adults, behavioral 

strategies appear to be important components in a treatment for depression. Problem-

solving and social skills training have also demonstrated significant efficacy in the 

treatment of depressed youth and adults. The existing support for the efficacy of problem-

solving training in the treatment of depression suggests that further examination is 

warranted to determine if problem-solving actively reduces depressive symptoms. In 

addition to evaluating the role of problem-solving within a comprehensive CBT program, 

this study will also measure the specific problem-solving components implemented by 

therapists across sessions of a CBT intervention. Furthermore, this study will assess the 

multiple components of problem-solving to determine which are most relevant to 

treatment outcome. 

Treatment Specificity Studies 

 In addition to identifying the components responsible for effective treatment 

outcome, it is also important to investigate the changes within depressed youth that 

account for the reduction of depressive symptoms (Shirk & Karver, 2006). There has 

been an increased interest in identifying the mediators of outcome in youth treatment, but 

to date, research in youth treatment is limited. According to Beck’s cognitive theory of 

depression, the changes in an individual’s maladaptive ways of thinking of the self, 

world, and future serve as the mechanism of change to reduce overall depressive 
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symptoms. Studies have shown an association between depressogenic cognitions and 

depression (Timbremont & Braet, 2006; Hankin, Abramson, Miller, & Haeffel, 2004; 

Garber, Weiss, & Shanley, 1993). More specifically, among community samples of 

adolescents, hopelessness was significantly predictive of concurrent depressive 

symptoms (Kennard, Stewart, Hughes, Patel, & Emslie, 2006) and after a year 

(Timbremont & Braet). Therefore, examining cognitive variables as potential mediators 

of change will help provide a better understanding of the therapeutic change process 

leading to positive treatment outcomes in depressed youth.  

 Kolko and colleagues (2000) evaluated the treatment specificity and contributors 

to treatment outcomes from a previous study that examined CBT, systemic behavioral 

family therapy (SBFT), and nondirective supportive therapy (NST) in the treatment of 

depressed adolescents (Brent et al, 1997). The researchers hypothesized that CBT would 

reduce cognitive distortions and hopelessness more than either SBFT or NST, and that 

SBFT would improve the family and marital domains more than the other two treatments. 

The CBT condition specifically focused on psychoeducation, exploration of autonomy 

and trust, cognitive restructuring, problem-solving, and social and affect-regulation skills. 

The SBFT condition targeted communication, problem-solving skills, and improving 

family behavioral patterns, while the NST condition was designed to control for the 

nonspecific aspects of treatment such as passage of time, positive rapport, client directed 

support, and empathy from the therapist.  

 In this study, Kolko and colleagues (2000) specifically examined cognitive 

distortions as measured by the Children’s Negative Errors Questionnaire (CNCEQ; 

Leitenberg, Yost, & Carroll-Wilson, 1986), and hopelessness as measured by the Beck 
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Hopelessness Scale (BHS; Beck, Weissman, Lester, & Trexler, 1974). At post treatment, 

CBT appeared equally effective as SBFT and NST in altering negative attributional style 

and hopelessness; therefore, the mediation model was not tested. Although the CBT 

condition did not demonstrate greater efficacy than other treatments in reducing negative 

cognitions, there still is a possibility that changes in cognitive distortions observed in the 

CBT group mediated positive outcome.  

 In another study, Kaufman and colleagues (2005) attempted to identify potential 

mediators of the Coping with Depression Program (CWD-A) for adolescents with 

comorbid major depression and conduct disorder. Mediators of several treatment specific 

variables were examined to see how they distinctively contributed to the reduction of 

depressive symptoms. The assessment of specific CBT mediators included negative 

thinking, relaxation, social skills, pleasant activities, and problem-solving. The negative 

thinking variable was assessed by two self report measures, the Automatic Thoughts 

Questionnaire (ATQ: Hollon & Kendall, 1980) and the Dysfunctional Attitudes Scale 

(DAS: Wiessman, 1979). In addition, two nonspecific therapeutic mediators assessed 

were the working alliance and group cohesion.  

 The findings supported the treatment specificity of the CBT condition in targeting 

cognitive distortions. Rate of automatic negative thinking was the only mediating factor 

for the CWD-A treatment. Results also showed greater change in negative thinking on 

self-report measures compared to clinician-report measures. Although CBT appeared to 

demonstrate treatment specificity through cognitive change, the CBT treatment was not 

superior to life skills treatments at 6 month and 1 year follow ups. The researchers 
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hypothesized that the lack of long-term efficacy may be due to the lack of focus on 

achieving change beyond the negative automatic thoughts.  

 Even though there is limited literature on the evaluation of cognitive mediators for 

treatment of depression among youth, there is promising evidence that CBT does in some 

way exert therapeutic change on the hypothesized cognitive mediators. In a review of 

youth literature on mediating variables, Weersing and Weisz (2002) found that CBT 

produced greater cognitive changes (i.e., youth reported more positive self views, fewer 

negative conclusions, and less hopeless views of the future) compared to other treatment 

conditions. Therefore, this study will also investigate the hypothesis that problem-solving 

indirectly affects changes in depressive symptoms through cognitive changes in one’s 

view of the future. More specifically, this study will examine if problem-solving actively 

targets hopelessness, and therefore alleviates depression symptoms.  

Statement of the Problem 

 Depression in youth is a serious public health problem due to its pervasive impact 

throughout the lifespan (Costello et al., 2006). It is estimated that about 2.5% of children 

and up to 8.3% of adolescents suffer from a depressive disorder at any given point in time 

(Birmaher, Williamson, Dahl, Axelson, Kaufman, Dorn, & Ryan, 2004). Depressed youth 

often experience significant impairment in school, social, and family functioning, and 

increased risk of suicidality (Garber & Horowitz, 2002; Weersing & Brent, 2005). Prior 

to adolescence, the rate of depression is equal for both genders. By middle adolescence, 

however, girls are twice as likely as boys to be diagnosed with depression, with this 

dramatic increase occurring between the ages of 13 and 15 (Cicchetti & Toth, 1998; 

Wichstrom, 1999). The significant prevalence of depression during adolescence, 
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particularly for girls, suggests that effective identification and treatment for girls with 

depression is highly needed before the onset of puberty. 

 Cognitive-behavioral therapy (CBT) is the most extensively studied psychosocial 

treatment for depression (Reinecke & Ginsburg, 2008; Varley, 2006). Research indicates 

that CBT is an effective treatment for depression in youth (Weisz et al., 2006). CBT 

interventions for depression consist of multiple treatment components. Common 

components across effective CBT interventions for depression include cognitive 

restructuring, problem solving, behavioral activation strategies, emotion regulation 

strategies, self-monitoring, self-evaluation and self reinforcement (McCarty & Weisz, 

2007; Weersing, Rozenman, & Gonzalez, 2009). However, it is not clear which 

components, or combination of components, are necessary and sufficient to produce 

improvement in depressive symptoms.  Identification of the necessary and sufficient 

components of treatment could lead the development of more efficient CBT treatment 

protocols in the future. 

 Problem-solving is one of the effective CBT strategies used to improve depressive 

symptoms. Studies examining the effectiveness of CBT treatment programs that have 

included problem-solving have reported a significant reduction in depressive symptoms 

in youth (Kennard et al., 2009; Reinicke et al.). Specifically, problem-solving has 

demonstrated significant efficacy compared to cognitive restructuring in the treatment of 

depressed youth (Kennard et al.). Furthermore, results from Becker-Weidman and 

colleagues’ (2010) analysis of the TADS suggest that different components of problem-

solving may be differentially important in treating depression in youth. The preliminary 

support for the effectiveness of problem-solving training in the treatment of depression 
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warrants further examination, not only of the role that problem-solving plays in reducing 

depressive symptoms, but also the role of more specific problem-solving components. To 

date, there is also no existing measurement scale of problem-solving techniques 

implemented by therapists in session. Therefore, no studies have measured the level of 

problem-solving techniques used within treatment sessions and its relation to treatment 

outcome. 

 In addition to identifying the components responsible for effective treatment 

outcome, it is also important to investigate the changes within depressed youth that may 

produce the reduction of depressive symptoms (Shirk & Karver, 2006). According to 

Beck’s theory, changes in a person’s maladaptive ways of thinking about the self, world, 

and future serve as the mechanism of change in depressive symptoms. Problem-solving 

involves a cognitive process influenced by the schemas through which individual 

perceive and interpret experiences (Kendall & Braswell). The depressed individual views 

the future negatively, in that he or she expects current problems will continue 

indefinitely. The depressed individual also anticipates failing in the immediate future; 

therefore, the individual will avoid committing himself or herself to a goal or task (Beck, 

1967). These unrealistic negative expectations lead to the cognitive manifestation of 

hopelessness (Beck). Studies have shown the link between deficits in problem-solving 

and hopelessness, as well as between problem-solving and negative problem orientation 

(Becker-Weidman et al., 2010; Becker-Weidman et al., 2009). Even though there is 

limited literature on the evaluation of cognitive mediators for treatment of depression 

among youth, there is promising evidence that CBT does in some way exert therapeutic 
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change on the hypothesized cognitive mediators, but future research is needed to support 

the treatment specificity of the cognitive model.  

Research Questions and Hypotheses 

Research Question 1 

Will the relation between quality of therapists’ implementation of problem-solving 

interventions and changes in girls’ severity of depression be mediated by changes in 

girls’ views of the future, while controlling for initial levels of depression severity? 

Hypothesis 1 

The specificity of CBT treatment will be demonstrated by the problem-solving 

interventions indirectly reducing depressive symptoms via the girl’s view of the future, 

after controlling for initial severity of depressive symptoms. At post-treatment, it is 

hypothesized that the girl’s view of the future mediates the relation between the quality of 

problem-solving implemented by therapist and the levels of depressive symptoms. It is 

expected that the addition of the girl’s view of the future into the model will reduce the 

association between the quality of problem-solving implemented by therapist and levels 

of depressive symptoms. In this mediation model, Baron and Kenny’s (1986) four-step 

model will be used to test the mediation model. The four conditions for this model are: 

(1) problem-solving must be a significant predictor of depression, (2) problem-solving 

must be a significant predictor of the girl’s view of the future, (3) the girl’s view of the 

future must be a significant predictor of depression, and (4) when both the girl’s view of 

the future and problem-solving are used to predict depression, the relationship between 

problem-solving and depression should decrease significantly. Sobel’s (1988) test will be 

used to determine the degree of mediation and whether it is a complete or partial 
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mediation. According to Baron and Kenny (1986), full mediation occurs when (1) 

Sobel’s t is significant and (2) the association between problem-solving and depression is 

nonsignificant, or does not significantly differ from zero, when the girl’s view of the 

future is added into the regression equation. Partial mediation is present when (1) Sobel’s 

test is significant, and (2) the association between problem-solving and depression 

remains significant when the girl’s view of the future is added into the regression 

equation. It is predicted that the addition of the girl’s view of the future into the 

regression equation will fully mediate the relationship between problem-solving and 

depression. In other words, the association between problem-solving and depression will 

be insignificant when the mediator is controlled.  

 Hypothesis 1A.Problem-solving strategies implemented by the therapist (as 

measured by the Problem Solving Measurement Scale) will predict lower levels of 

depression (as measured by a continuous total depression score on the K-SADS-IVR) at 

post-treatment, after controlling for the initial level of depression severity. 

 Rationale. CBT has received strong empirical support as a promising treatment 

for depression in youth (Compton et al., 2004; Weersing & Brent, 2005; Weisz et al., 

2006). Problem-solving is one of the effective strategies and common components across 

effective CBT interventions for depression (McCarty & Weisz, 2007; Weersing, 

Rozenman, & Gonzalez, 2009). The goal of problem-solving is to help the depressed 

child develop a plan to take action against undesirable situations (Stark et al., 2006). In a 

component analysis of a treatment for adults, behavioral strategies, such as problem-

solving, also appeared to be efficacious in the treatment of depression (Dimidjian et al., 

2006; Dobson et al., 2008; Jacobson et al., 1996). Problem-solving has been 
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demonstrated to significantly reduce depressive symptoms in the treatment of depressed 

youth (Kennard et al., 2009). Therefore, it is predicted that therapists’ higher score on the 

Problem-Solving Measurement Scale will be associated with lower levels of depression 

(measured by a continuous total depression score on the K-SADS-IVR).  

 Hypothesis 1B. The problem-solving intervention implemented by the therapists 

(measured by the Problem-solving Measurement Scale) will predict positive views of the 

future (measured by the CTI-C) at post-treatment, after controlling for initial levels on the 

girl’s view of the future. 

 Rationale.  Research has shown CBT to be associated with cognitive changes 

(Kaufman et al., 2005; Weersing & Weisz, 2002; Kolko et al., 2000). Furthermore, Kolko 

and colleagues (2000) found that significant cognitive changes were specific to CBT 

compared to alternate treatments. Problem-solving is one of the common effective 

strategies used to improve depressive symptoms in CBT treatment among youth 

(Kennard et al., 2009; Reinecke et al., 2001). Problem-solving involves a cognitive 

process based on the schemas through which individuals perceive and interpret 

experiences (Kendall & Braswell, 1993). A depressed child anticipates that he or she will 

fail and that problems will be continuous and undefeatable (Beck, 1967); the goal of 

problem-solving intervention is to help the depressed child develop a plan to take action 

against these undesirable situations (Stark et al., 2006).  Studies have shown the link 

between deficits in problem-solving and hopelessness (Becker-Weidman et al., 2010; 

Becker-Weidman et al., 2009). Therefore, it is hypothesized that problem-solving 

contributes to the reduction in the negative view of the future. 
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 Hypothesis 1C. Higher scores on the girl’s view of the future (measured by the 

CTI-C) will predict lower levels of depression (measured by the continuous total 

depression score on the K-SADS-IVR) at post-treatment, after controlling for initial 

levels on the girl’s view of the future. 

 Rationale. Beck’s cognitive theory of depression hypothesized that depression 

stems from the inaccurate and overly negative view of the self, world, and future (Beck, 

1967). When faced with stressful life experiences, this negative cognitive triad is 

hypothesized to impair reasoning abilities and reality testing and lead individuals to 

become increasingly hopeless (Rush & Beck, 1977). Studies have shown an association 

between depressogenic cognitions and depression (Timbremont & Braet, 2006; Hankin, 

Abramson, Miller, & Haeffel, 2004; Garber, Weiss, & Shanley, 1993). More specifically, 

among community samples of adolescents, hopelessness was significantly predictive of 

concurrent depressive symptoms (Kennard, Stewart, Hughes, Patel, & Emslie, 2006) and 

after a year (Timbremont & Braet).  

 Hypothesis 1D. The relation between the problem-solving intervention 

implemented by the therapists (measured by the Problem-solving Measurement Scale) 

and the level of depression (measured by the continuous total depression score on the K-

SADS-IVR) at post-treatment, will be mediated by the changes in the girls’ views of the 

future (measured by the CTI-C). 

 Rationale. According to Beck’s cognitive theory of depression, changes in an 

individual’s maladaptive ways of thinking of the self, world, and future serve as the 

mechanism of change to reduce overall depressive symptoms. Problem-solving involves 

a cognitive process based on the schemas through which the individual perceives and 
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interprets experiences (Kendall & Braswell). Unrealistic negative expectations of 

problems lead to the cognitive manifestation of hopelessness (Beck), therefore implying 

that cognitive change mediates the role of problem-solving in treatment outcome. While 

Kolko and colleagues (2000) failed to find support for mediation of cognitive changes in 

CBT treatment, Kaufman and colleagues’ (2005) study found cognitive changes leading 

to positive treatment outcomes among adolescents treated with CBT. Further 

investigation is needed to examine the role of cognitive changes in positive treatment 

outcomes, but specifically if problem-solving is mediated by cognitive changes of one’s 

view of future to reduce depressive symptoms.  
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CHAPTER 3 

Method 

 Data for this study are taken from a larger intervention study funded by the 

National Institute of Mental Health with Kevin Stark, Ph.D., as the principal investigator. 

The longitudinal study evaluated the efficacy of cognitive behavioral therapy with and 

without a parent-training component for pre- and early- adolescent girls with a depressive 

disorder. The participants, instrumentation, procedure, and collected data presented in 

this study design are a subset of those from the larger intervention study. 

Participants 

 Participants include 40 girls from the CBT-only treatment condition, between the 

ages of 9 and 14 years old (M=10.57, SD=1.28), from public elementary and middle 

schools (grades 4 to 7) in central Texas. Participants received a primary mood diagnosis 

of Major Depressive Disorder (n=33), Dysthymic Disorder (n=4), Depressive Disorder 

Not Otherwise Specified (n=1), or Major Depressive Disorder and Dysthymic Disorder 

(n=2). Sixty percent of the participants received a psychiatric comorbid diagnosis. Table 

1 lists comorbid diagnoses for the 40 girls from the CBT-only treatment condition. The 

ethnicity of the sample was provided by self-report with 40% White/Hispanic, 40% 

White/NonHispanic, 17.5% African American, and 2.5% Biracial/Multi-racial. 

Demographic information for the girls is presented in Table 2. Girls were excluded from 

the study if they: a) had comorbid conditions that presented as primary, rather than the 

depressive disorders mentioned above; b) displayed psychotic symptoms, suicidal 

ideation, or homicidal ideation; or d) had an IQ below 85 or a learning disability that 

would interfere with the validity of the measures.   
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Table 1 
 
Summary of Comorbidity for Child Participants (N = 40) 
________________________________________________________________________ 
 
Variable       Frequency 
________________________________________________________________________ 
 
Generalized Anxiety Disorder    17 

Post Traumatic Stress Disorder    4 

Separation Anxiety      3 

Social Phobia       1 

Specific Phobia      7 

Anxiety Not Otherwise Specified    1 

Attention Deficit Hyperactivity Disorder   9 

Oppositional Defiant Disorder    1 

Eating Disorder      1 

Parent-Child Relational Problem    4 

Other        6 
________________________________________________________________________ 
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Table 2 
 
Summary of Participant Demographic Variables (N=40) 
________________________________________________________________________ 
 
       Variable        Frequency           Percent 
________________________________________________________________________ 
 
Age   
 
  9    9   22.5   
 
  10    13   32.5 
 
  11    7   17.5 
 
  12    9   22.5 
  
  13    1   2.5 
 
  14    1   2.5 
 
Grade 
 
  4    12   30.0 
 
  5    14   35.0 
 
  6    4   10.0 
 
  7    10   25.0 
 
Ethnicity 
 
  White/Hispanic  16   40.0 
 
  White/NonHispanic  16   40.0 
 
  African American  7   17.5 
 
  Biracial/Multiethnic  1   2.5    
 
________________________________________________________________________ 
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Instrumentation 

Measures of Depression 

Children’s Depression Inventory. The Children’s Depression Inventory (CDI; 

Appendix B) is a self-report measure of depression for children ages 7 to 17, used in the 

study’s screening process. The CDI assesses the presence and severity of cognitive, 

affective, and behavioral symptoms of depression over the prior two weeks. All 27 items 

on the measure include a three-alternative choice format representing differing levels of 

symptom severity.  Total scores on the CDI range from 0 to 54, with higher scores 

indicating greater severity of depression (Kovacs, 1981). A total score of a 16 or above 

was used as a cut-off in the larger study as it has been found to be the optimal predictive 

value for a depressive disorder (Timbremont, Braet, & Dreesen, 2004).  

In studies on the reliability and validity of the CDI, internal consistency of the 

CDI ranged from .71 to .89 for various youth samples of differing ages (Kovacs, 1981; 

Smucker et al., 1986). The CDI’s test-retest reliability coefficient ranged from .38 to .87 

across a variety of samples of children, with coefficients ranging from .38 to .87 for 

intervals of 1 to 4 weeks and coefficients ranging from .54 to .67 for intervals of 6 weeks 

(Kovacs, 1981 &1992). The wide range in test-rest reliability coefficients may be 

attributed to the fact that the CDI measures the depressive state rather than the stable trait 

of the depressive mood (Kovacs).  There have been inconsistent findings on the 

discriminant validity of the CDI to distinguish depression and other diagnoses (Carey, 

Faulstich, Gresham, & Rugggerio, 1987; Timbremont et al., 2004); however, the CDI has 

show good discriminant validity as a screening tool to distinguish those who are 

depressed versus those who are not (Timbremont et al.).  
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Diagnostic and Statistical Manual Brief Symptom Interview for Depression. The 

Diagnostic and Statistical Manual Brief Symptom Interview for Depression (DSM 

Interview; Stark & Sander, 2002; Appendix C) is a semi-structured interview that was 

created for the screening and monitoring of the girls’ depressive symptoms within the 

context of the larger depression intervention study.  The DSM Interview is a brief 

symptom interview that assesses depressive symptoms based on the DSM-IV criteria for 

depressive disorders. A symptom is considered “present” if it interferes with functioning 

and was distressing for the majority of the time over the past two weeks. Along with the 

CDI, the DSM Interview was used during the screening process of the larger study (Stark 

& Sander, 2002). 

The Schedule for Affective Disorders and Schizophrenia for School Age Children.  

The Schedule for Affective Disorders and Schizophrenia for School Age Children  

(K-SADS-P IVR) is a semi-structural diagnostic interview for children and adolescents 

between the ages of 6 and 18. The K-SADS-P IVR assesses current, past, and lifetime 

diagnostic status in children and adolescents. The KSADS-P IVR has been modified from 

its previous version, the KSADS IIIR (Puig-Antich & Ryan, 1986), to be consistent with 

the DSM-IV diagnostic criteria. In the larger study, both child and parents were 

administered the K-SADS-P IVR in order to get an accurate depiction of the presence and 

severity of the child’s DSM-IV symptoms in the following diagnostic categories: major 

depression, mania, eating disorders, anxiety disorders, behavioral disorders, substance 

abuse, and psychotic disorders (Ambrosini & Dixon, 2000). K-SADS-P IVR 

administration lasts approximately 1.5 hours for each individual interview. All 

participants completed the depression interview section, while screening questions were 
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used for the remaining disorders. If a participant endorsed the screening questions to a 

particular disorder, the entire interview section for that disorder was administered; 

however, if the screener questions were not endorsed, the administration continued to the 

next disorder. Only the depression section was analyzed for the purpose of this study. 

 In the KSADS-P IVR, the interviews and ratings from each participant and her 

primary caregiver are completed separately, and then the separate information is 

integrated into summary ratings. Each specific symptom is rated based on the severity of 

the symptoms within the present episode (past 12 months), and within the week prior to 

the administration. Ratings are based on a four-point scale or a six-point scale, with the 

higher scores indicating higher level of severity. Ratings of a three or greater are 

considered clinically significant.  

A continuous total depression score can be derived from the K-SADS ratings. By 

summing the following 17 depressive symptom items, a composite score with a range 

between 17 to 97 can be obtained: 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 (Ambrosini et al., 1989; Ambrosini, 

Metz, Bianchi, Rabinovich, & Undie, 1991). When there are multiple areas assessed for 

one symptom (e.g., psychomotor agitation, psychomotor retardation, insomnia), the 

overall severity rating for that symptom is used. Ambrosini and colleagues (1991) found 

that this total score correlated with the Beck Depression Inventory in a sample of 

outpatient adolescent girls. The total depression scale score has also demonstrated 
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internal consistency, with Cronbach’s alphas ranging from .72 to .89 (Ambrosini et al., 

1989; Chambers et al., 1985) and acceptable test-retest reliability (r = .81; Chambers et 

al., 1985). Furthermore, interrater reliability has been reported to be fair to excellent for 

depressive disorders across studies (Ambrosini, 2000; Kaufman et al., 1997; Klein et al., 

2005).  

For this study, the total depression scale score will be used with the 17-item 

criteria used by Ambrosini and colleagues (1991). However, in order to make the 

depression scale more consistent with the specific symptoms used to diagnose depression 

in youth, several modifications will be made. The social withdrawal item was excluded, 

as the item is not included in the K-SADS-P IVR. Additionally, a self-esteem item 

adapted from the Overanxious Disorder section of the K-SADS IVR will be added to the 

total depression score, as low self-esteem is a primary symptom of Dysthymia. Finally, 

the diurnal mood variation (morning only) and the diurnal variation of fatigue (morning 

only) will be removed from the scale and both indices anhedonia (i.e., loss of interest and 

loss of pleasure) will be included. Present episode summary scores will be used to 

compute a total depression score from the 17 items comprising the depression scale 

scores. Internal reliability will be determined by calculating an internal consistency alpha 

coefficient.  

Measures of Cognitive Triad 

Cognitive Triad Inventory for Children (CTI-C; Kaslow e al., 1992; Appendix D). 

The CTI-C is a simplified version of the Cognitive Triad Inventory (CTI; Beckham et al., 

1986) used with adults. In order to make the CTI-C developmentally appropriate for 

youths, the language of the CTI was simplified by removing double negatives. The 
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instrument is comprised of 36 items on a 3-point scale; there are three 12-item subscales 

within the measure. Each subscale assesses one of three dimensions of the cognitive triad: 

View of the Self, View of the World, and View of the Future. A total composite score can 

be computed by combining the scores from each of the three subscales. A higher total 

score indicates a more positive cognitive triad, while a lower score indicates a more 

negative cognitive triad. Kaslow and colleagues (1992) reported internal consistency 

reliability (coefficient alpha) to be .83 for the self subscale, .69 for the world subscale, 

.85 for the future subscale, and .92 for the total scale. Zauszniewski and colleagues 

(1999) conducted a confirmatory factor analysis in a sample of 122 school-aged children 

and also found similar internal consistency of .82 for the total CTI-C score. Researchers 

have also found a significant relationship between the CTI-C total score and depressive 

symptoms in adolescents (Jacobs & Joseph, 1997; Kaslow et al., 1992). For the purposes 

of this study, the CTI-C was used to assess the View of the Future subscale of the girls. 

Coefficient alpha was calculated to determine the internal consistency of the View of the 

Future subscale in this study’s sample. 

Measures of Problem-Solving Interventions 

Problem-Solving Measurement Scale. A Problem-Solving Measurement Scale 

(Appendix E), a coding system developed for this study by the investigator, was used to 

code all therapy tapes. This study specifically measured the problem-solving techniques 

implemented in the larger longitudinal depression intervention study.  

The rating scale of the created manual was be based on the CBT Coding Scale for 

Bulimia Nervosa Therapist Section (CCS-BN-TS) (Spangler, 1998), which has been used 

to measure the extent to which therapists facilitated cognitive behavior techniques in 
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session. The Problem-Solving Measurement Scale was used to rate the skill and effort of 

the therapist in implementing the problem-solving techniques within sessions. The scale 

assessed the following problem-solving components: problem identification, problem 

definition and formulation, goals of problem-solving, brainstorming solution generation, 

consequential thinking, self-evaluation, and follow-up of implementation. Ratings ranged 

from 0 to 6, with 0 indicating the technique was not present and a 6 indicating the 

technique was optimally conducted.  

PROCEDURE 

Ethical Considerations 

The larger study from which data are drawn complied with the ethical standards 

of research delineated by the American Psychology Association and the University of 

Texas at Austin. Prior to starting the study, approval was granted by the Departmental 

Review Committee for the Department of Educational Psychology and by the 

Institutional Review Board at the University of Texas at Austin. Prior to the start of data 

collection, the superintendent of the selected school districts received a written proposal 

for the study. After the proposal was accepted by the superintendents, the researchers met 

with school personnel at each of the schools to answer questions about the proposed 

study. Prior to conducting data analysis for the current proposed study, the researcher has 

obtained approval from the Department Review Committee within the Department of 

Educational Psychology and the Institutional Review Board of the University of Texas. 

Recruitment of Participants and Screening Process  

 Girls were recruited from public schools in two school districts in central Texas. 

Letters were sent to the parents of all girls in grades 4 to 7 of the participating school 
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districts, requesting parents’ permission for their daughters to participate in the 

depression intervention study (Appendix F). After receiving both parental consent and the 

girls’ asset for participation (Appendix G), girls went through a screening process in a 

large group setting by first taking the Children’s Depression Inventory (CDI), which 

assesses the presence and severity of depressive symptoms. In year one of the study, 

participants who met a cutoff score of 16 on the CDI were re-administered the CDI a 

week later. Starting in the second year of the study, participants who scored 16 or greater 

on the CDI completed an individual DSM interview as part of the second gate of the 

screening procedure, instead of the readministration of the CDI. The identification 

process was revised in order to increase efficiency and accuracy and decrease 

overidentification of girls as depressed. The DSM Interview was administered by a 

trained Graduate Research Assistant on the same day that the CDI was administered. 

Then, on the basis of the DSM interview assessing depressive symptoms in the last two 

weeks, the GRAs determined if the participants might have a diagnosable depressive 

disorder. If the GRAs believed that the participants might meet diagnostic criteria for 

depression, the GRAS requested consents from parents and assent from daughters to 

participate in the K-SADS-P IVR (Appendix H & I). In the final gate of assessment, 

trained GRAs administered the K-SADS-P IVR to the girls during school, and to their 

caregivers over the telephone, at home, or at school. If participants were found to have a 

primary depressive disorder and met all other study requirements, the girls and their 

caregivers received a letter describing the pre-treatment and post-treatment assessment, 

depression intervention, and parent training component of the study (Appendix J). The 
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girls and their caregivers were asked to provide assent and consent to participate in 

treatment.  

 Out of a total of 186 girls who met criteria for the treatment study, 151 

participated in the study. Participants were randomly assigned to specific study 

conditions of a cognitive behavioral treatment group (n=55), a cognitive behavioral 

treatment plus parent training group (n=49), or a minimal contact control group (n=47) 

who received treatment after 11 weeks of being monitored. Only the cognitive behavioral 

treatment group condition was examined for this study. 

Data Collection 

 Primary caregivers who consented for their daughters to participate in the study 

completed pretreatment measures and an intake form with information about the child 

and her home environment. After receiving both parental consent and child assent, the 

girls also completed a battery of pre-treatment measures, which included the CTI-C, in 

small groups of three to four participants at the girls’ schools during the day. The paper-

and-pencil measures were administered by trained doctoral students. The trained doctoral 

students also read items aloud for participants with low reading levels. Immediately after 

the completion of treatment, the girls and their primary caregivers completed a battery of 

post-treatment measures, as well as a post-treatment K-SADS-IVR interview. 

Additionally, at follow-up one year after the completion of treatment, study measures 

were re-administered to participants and caregivers and a diagnostic interview was 

conducted. 

 During treatment in the cognitive behavioral treatment group, the girls were 

administered the Beck Depression Inventory for Children (BDI-Y; Appendix K), a self-
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report measure assessing the emotional, physiological, and cognitive symptoms of 

depression, by GRAs every other week of treatment to monitor any changes in depressive 

symptoms between treatment sessions. In addition, skills checks were given to measure 

skill attainment after sessions five, eight, and twelve of treatment.  

 
   



   

55 

 
Figure 1. Flowchart of Multi-Gate Screening Process 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Study explained to girls at school 
and consent forms sent home to 
caregivers (n=7737) 
 

IF: parental permission not given 
THEN: end of girl’s participation 
(n=4307) 
 

 IF: parental permission granted  
THEN: girl completed self-report 
measure of depression (CDI) (n=3430) 

IF: child scored above the cut-off of 
16 on CDI    
THEN: they received a DSM 
Interview (n=772) 

IF:  girl scored below the cut-off    
THEN: end of girl’s participation; 
letter sent home to caregivers 
(n=2658)                                                                 

IF: girl did not endorse depressive 
symptoms on 2nd CDI or DSM 
Interview                             
THEN: end of girl’s participation; 
letter sent home to caregivers (n=316) 

 IF: girl endorsed significant depressive symptoms on 
2nd CDI or DSM Interview 
 THEN: parent called for feedback; letter sent home 
requesting permission for K-SADS-P IVR (n=456) 
                                     

IF:  caregiver permission granted                                       
THEN:  child and caregiver completed K-
SADS-P IVR; diagnoses provided by 
interviewer (n=290) 

IF: caregiver permission not 
given  
THEN: end of child’s 
participation (n=17) 

IF:  no diagnoses given or meets 
exclusionary criteria of study                                   
THEN: end of girl’s participation; 
letter sent home (n=104) 

IF: depressive diagnosis and inclusion criteria met    
THEN: invited to participate in study; letter sent 
home for parental permission (n=186) 

 IF: caregiver consent not given                    
THEN: end of child’s participation and      
referral provided to caregiver (n=35) 

IF: caregiver consent given                   
THEN: child and caregiver completed 
pre-treatment measures and were 
randomized to a treatment condition 
(n=151) 
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Treatment Protocol 

 The CBT-only groups were led by two trained graduate students who delivered 

the intervention to groups of approximately three to five girls during the school day. The 

therapists used a manualized group cognitive behavioral therapy protocol designed 

specifically for the treatment of depression in early adolescent girls (Stark, Simpson, et 

al., 2004). The intervention is structured to include a total of 20 group meetings and two 

individual meetings, with two meetings per week lasting approximately 60 minutes each 

(Appendix L).  

 The CBT-only group treatment protocol included three main components 

designed to treat the girls’ depressive symptoms: behavioral activation/coping skills, 

problem-solving, and cognitive interventions. Behavioral activation/coping skills were 

taught and practiced during meetings 2 through 9 (8 sessions) with meetings 5 through 9 

(5 sessions) specifically focusing on problem-solving. Cognitive interventions were 

incorporated in meeting 10 through 19 (10 sessions). Although sessions 10 through 19 

mainly focused on cognitive interventions, problem-solving continued to be integrated 

into the treatment protocol both formally and informally. Meeting 1 was focused on 

introductions and establishing rules and meeting 20 focused on termination.  

 The main goal of treatment was to help the girls learn to identify negative 

thoughts and feelings and to use the acquired CBT skills to alleviate their depressive 

symptoms. Therefore, a case conceptualization was developed for each girl in order to 

individualize the group treatment. Therapists used didactic and experiential techniques to 

teach the therapeutic skills in sessions. The girls were given the opportunity to practice 
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the therapeutic skills in session, as well as completing workbook activities outside of 

session.  

 Behavioral Activation/Coping Skills. The first few sessions focused on affective 

education, coping skills training, and goal-setting. The therapists used affective education 

to help the girls recognize their emotions and understanding the connection between their 

thoughts, emotions, and behavior. The girls were asked to be “emotion detectives” and 

use the “Three B’s” of brain, body, and behavior to help monitor their mood. The 

therapists also introduced the concept of a mood meter, teaching the girls to rate their 

mood on a scale of 0-10. The use of the mood meter to take mood ratings before and after 

engaging in activities allowed the girls to develop a concrete understanding of how 

activities and skills can impact their mood.  

 The girls were also taught about the concept of using coping activities to maintain 

a positive mood and to improve their mood in negative situations that they could not 

change or control. The therapists taught the following five coping skills: (1) do something 

fun and distracting, (2) do something soothing and relaxing, (3) do something that uses 

energy, (4) talk to someone, and (5) think positive. These coping skills were also applied 

in sessions using examples of negative situations that the girls came up with in group.  

 Goal-setting was also an important component in treatment. Based on the 

participants’ case conceptualizations and the therapists’ time with each participant 

individually and as a group, the therapists guided each girl to create her own personal 

goals for treatment. Group members served as support and also provided specific help on 

how to achieve each goal (e.g., pointing out times that the individual was successful at 
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something). The therapists also checked the progress toward the girls’ goals every other 

week to support goal attainment. 

 Problem-solving. Participants were taught to use a five step systematic problem 

solving approach when they were experiencing a negative situation that could be changed 

or was within their control. The steps, which were defined and presented in a 

developmentally sensitive way, included defining the problem, determining what they 

wanted to happen, coming up with several possible plans, using a rating system to predict 

and pick which plans would work the best and then trying the plans, and patting 

themselves on the back for doing the problem-solving. To make the steps easier for 

participants to remember, the therapists used the concepts of the “5 P’s”: Problem, 

Purpose, Plans, Predict and Pick, and Pat on the back. The participants first learned to 

apply these steps to hypothetical problems and then learned to apply them to their own 

real-life problems, including teasing and interpersonal problems. The girls were asked to 

problem solve in sessions as well as to complete problem solving worksheets at home. 

 Cognitive Interventions. The last half of the treatment focused on cognitive 

restructuring, which involved teaching the participants to recognize their negatively 

distorted thoughts and restructure them to more positive and realistic thoughts. The 

therapists taught the girls to use the following questions to talk back to their negative 

thoughts or “Muck Monster”: “What’s another way of looking at it?” and “What’s the 

evidence?” The girls practiced talking back to their negative thoughts in sessions as well 

as outside of session with homework activities in order to build a positive self-schema.  
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Treatment  Integrity 

 The level of treatment integrity was assessed using a coding system developed by 

the principal investigator of the larger study to evaluate the degree to which specific 

objectives outlined in the treatment manual were met. All treatment integrity ratings were 

assessed by project therapists. Therapists were randomly assigned to rate audio-tapes of 

other therapists, and therefore did not rate their own sessions.  

Training for Study Procedures 

  Training of Measures Administrators. The project coordinator of the larger study 

trained doctoral level graduate students in Educational Psychology to administer the 

measures. GRAs were provided instruction on administration and scoring on the paper-

and-pencil measures. Measure administrators had one year or more of experience on the 

research project. When administrating measures to the participants, at least one 

administrator had prior training on the assessment of suicidal ideation and intent.  

 Training of Interviewers. All K-SADS-P IVR parent and child interviews were 

conducted by doctoral level graduate students in Educational Psychology who had 

completed relevant coursework in child psychopathology and formulation of psychiatric 

diagnoses. Interviewers underwent approximately 50 hours of diagnostic training in the 

administration and scoring of the K-SADS-P IVR over a period of six months by the 

project coordinator and the KSADS supervisor in the larger research study. The training 

took place before the interviewers began conducting interviews independently and 

consisted of the interviewer in training completing each of the following: reviewed at 

least six audio recorded interviews, practiced interviewing with volunteers under the 

observation of a senior interviewer, attended meetings in which general interview skills 
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and differential diagnoses were discussed, and observed a live K-SADS-P IVR interview 

conducted by an experienced interviewer.  

 Prior to conducting K-SADS-P IVR interviews independently, each interviewer in 

training had to demonstrate competence in providing reliable symptom ratings. 

Competence was achieved once the graduate students could listen to an audio taped 

interview and accurately determine the absence, presence, and severity of depressive 

symptoms assessed by the interview. Additional training was provided if interviewers had 

difficulty obtaining competence (e.g., incorrectly identifying the presence or absence of 

two or more depressive symptoms). All interviewers attended weekly group supervision 

on administration and scoring of the interviews, and individual supervision was also 

provided on an as-needed basis.   

 Training of Therapists. Doctoral students in school psychology and the project 

coordinator conducted all therapy sessions. The principal investigator and project 

coordinator, who had expertise in the area of child psychotherapy and the implementation 

of CBT for youth depression, trained the doctoral students in the implementation of CBT. 

In addition to other cognitive and behavioral techniques, therapists were specifically 

trained to teach a 5-step problem solving process: (1) problem definition, (2) goal 

definition, (3) solution generation, (4) consequential thinking, and (5) self-evaluation. 

The steps were modeled by the therapists and then applied to hypothetical situations as 

well as their own real-life problems throughout the sessions. The goal of the therapists 

was to help the girls identify and change undesirable situations that were within their 

control and could be changed (Stark et al, 2006). 
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 Doctoral level graduate students in Educational Psychology conducted all therapy 

sessions for the CBT and parent training (PT) groups. Prior to being a primary therapist 

on the study, all therapists completed a one year course on cognitive-behavioral therapy 

that included didactic and practicum experiences. Therapists also received approximately 

1500 hours of training which included instruction in delivering the manualized CBT and 

PT components and observation of a more advanced therapist delivering the entire 

treatment protocol (i.e., 20 sessions) to a group of participants. Following this, the new 

therapists either co-led a group with a senior therapist or independently led a group of 

girls in the minimal contact control condition. Once the principal investigator determined 

that the each therapist was qualified, then they were able to lead their own therapy group. 

All therapists received weekly group supervision and individual supervision with the 

principal investigator to review taped sessions and discuss case-related issues. All 

therapists also participated in bi-monthly group supervision with all therapists on the 

research project, which were conducted by the primary investigator, project coordinator, 

or an advanced therapist.   

Training of Coders. For the purposes of the current study, therapy tapes were 

coded by doctoral students in Educational Psychology who have completed coursework 

in CBT. Tapes for training coders were taken from the Minimal Contact Control 

Condition of the larger research project, which received the same treatment intervention 

following their waitlist period. A total of seven tapes were coded during training, with 

four tapes for didactic purposes and three tapes for calculating inter-rater reliability. An 

inter-rater reliability statistic was calculated to determine each coder’s competency. After 
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achieving a minimum intraclass correlation of .70 or higher on each scale item, the coder 

were cleared for coding data in the current study.  

Coding of Tapes 

Therapy tapes from the CBT-only condition were coded. Each CBT-only group 

consisted of 20 group sessions for all participants. Problem-solving was introduced to the 

group in meeting 5, and was also integrated in the protocol both formally and informally 

throughout the treatment. Meeting 1 (introductions and establishing rules) and 20 

(termination) of treatment were not included in the coding of data due to their limited 

focus on specific techniques. Half of the group sessions (i.e., sessions 2, 4, 6, 8, 9, 12, 14, 

16, 18, and 19) for each CBT-only group were coded to proportionally match for the 

amount of time and specific content covered in the treatment protocol. Groups were 

randomly assigned to coders. After the completion of data coding, 10% of the total 

sample of tapes was used to calculate the interrater reliability for the coding system in 

this sample. The ICC coefficient for the Problem-Solving Intervention Subscale was .92. 

The ICC coefficients for each scale item are presented in Table 3.  
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Table 3 
 
Intraclass Correlation Coefficients for Problem-Solving Intervention Scale 
 
 
Coding Measure        ICC* 
 
 
Problem-Solving Interventions total score    .92 
 Item 1        .69 
 Item 2         .98 
 Item 3         .93 
 Item 4         .96 
 Item 5         1.00  
 Item 6         .51 
 Item 7         .62 
 
*Single measures ICC 
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CHAPTER 4 
 

Statistical Analysis 
 

The current investigation assessed the influence of problem-solving interventions, 

as assessed with an investigator developed coding system, on the severity of depression 

in early adolescent girls after completion of treatment. First, descriptive statistics and 

preliminary analyses are outlined. Next, the results for each of the hypotheses are 

presented using multiple regression analysis. Finally, exploratory analyses are discussed. 

Preliminary Analyses 

Missing Data 

 In order to make use of all available data, values were imputed for missing data at 

the item level. A mean score for each item coded for the Problem-Solving Interventions 

was computed and used for the missing data due to absences from treatment sessions. 

Overall attendance for the sample was high. Majority of the sessions (85% of the sample) 

had complete data or all but one session. Missing data was computed for 23 sessions 

across 14 participants. Frequencies for participant attendance of coded sessions are 

presented in Table 6. A weighted score, based on attendance of coded sessions, was 

computed for the missing level of intervention received by each participant.  

Assumptions of Multiple Regression 

Prior to main data analysis, pre-data screening was conducted to assess for 

violations of the assumptions of multiple regression. Examination of histograms and 

scatter plots for all model variables indicated no outliers. A scatter plot of the residuals 

against the predicated scores and independent variables indicated a linear relationship 

between independent and dependent variables. Normality was determined through an 



   

65 

examination of a scatter plot of predicted scores and residuals, a histogram of the 

residuals, and a probability plot. Examination of the histograms of residuals also 

suggested that errors were normally distributed. Finally, equal variance was demonstrated 

by the scatter plots of the standardized predicted residuals and the dependent variables. 

Descriptive Statistics 

Means, standard deviations, and Cronbach’s alphas were calculated for the main 

variables and presented in Table 4. In general, all scales demonstrated adequate internal 

consistency. Additionally, scale inter-correlations between the measures used in the main 

analysis are presented in Table 5. 

 

Table 4 

Means, Standard Deviations, and Cronbach’s α for Main Variables (N = 40) 
________________________________________________________________________ 
 
Variable      M  S.D.  α 
________________________________________________________________________ 
Time 1 K-SADS Continuous Depression Score 42.28  10.57  .81 

Time 2 K-SADS Continuous Depression Score 24.58  6.79  .84 

Problem Solving Intervention Score   7.09  3.24  .88 

T1 CTI Future Score     16.12  5.16  .86 

T2 CTI Future Score     20.48  4.21  .88 
________________________________________________________________________ 
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Table 5 

Pearson Product Moment Correlations among Main Analysis Variables (N = 40) 
________________________________________________________________________ 
 
Variable     1 2 3 4 5  
________________________________________________________________________ 

1.T1 K-SADS score    1 

2. T2 K-SADS score    -.01 1  

3. Problem Solving Intervention Score -.08 -.30 1 

4. T1 CTI Future    -.10 -.04 -.07 1 

5. T2 CTI Future    -.10 -.39*  .30 .26 1 

________________________________________________________________________ 
*Represents significance at the .05 level 
 
 

Effect of Demographic Variables on Total Depression Score 

A series of analyses were conducted to assess if depression scores differed by any 

main demographic variables. The correlation between age and pretreatment depression 

score was nonsignificant, (r = .217, p = .178). An Analysis of Variance (ANOVA) was 

used to determine any potential differences between race/ethnicity and depression scores. 

Results of the ANOVA were nonsignificant (F[3, 36] = .015, p = .997), indicating no 

differences in pretreatment depression scores by race/ethnicity. Additionally, an ANOVA 

was conducted to determine any potential differences between participant attendance of 

intervention and post-treatment depression scores. Results of the ANOVA were 

nonsignificant, (F[3, 36] = 0.30, p = .99), indicating no “dose” effects on depression 

scores by coded sessions attended. However, this finding could possibly be due to the 

lack of variance across subjects due to the very high rate of attendance. Finally, an 
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ANOVA was used to assess whether any difference existed between size of intervention 

group and depression scores. Results of the ANOVA found no differences in depression 

scores at post- treatment for different group sizes, (F[2, 37] = 0.433, p = .652). 

Frequencies for participant attendance of coded sessions, CBT sessions, and group size is 

presented in Table 6. Overall, attendance for this sample was very high. The majority of 

the participants (75% of the sample) attended all the sessions or all but one in the CBT 

treatment program. The participant attendance of coded sessions was also high, in which 

participants attended at least 70% of the assigned coded sessions.  

 
 
Table 6 
 
Frequency of Attendance  
 
          n % of Participants 
         ______________________________ 
 
Number of Coded Sessions Attended  
  7          3  7.5 
  8         3   7.5 
  9         8  20.0 
   10        26  65.0 
 
Number of CBT Sessions Attended 
  16        3  7.5 
  17        1  2.5 
  18        6  15 
  19        6  15 
  20        24  60 
 
Group Size (Total Number of Groups)  
  2 (4)        7  17.5 
  3 (6)        18  45.0 
  4 (4)        15  37.5 
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Main Analysis 
 

Hypothesis 1A 

Problem-solving strategies implemented by the therapist (measured by the 

Problem-Solving Measurement Scale) were hypothesized to predict lower levels of 

depression (measured by a continuous total depression score on the K-SADS-IVR) at 

post-treatment, after controlling for the girls’ initial levels of depression severity. Results 

from the simultaneous multiple regression analysis indicate that the overall model was 

not statistically significant (R2 = .089, F[2, 37] = 1.82, p = .177), and accounted for 8.9% 

of the variance in K-SADS depression scores at post-treatment. The independent variable 

of problem-solving interventions approached significance in predicting lower levels of 

depression at post-treatment (β = -.30, t[37] = -1.906, p = .064). Finally, the control 

variable of K-SADS depression scores at pretreatment did not significantly predict K-

SADS depression scores at post-treatment (β = -.028, t[37] = -.177, p = .861). The effect 

size for K-SADS depression scores at pretreatment was also very small (effect size = 

.0008), and accounted for less than 1% of the variance in K-SADS depression scores at 

post- treatment.  

Hypothesis 1B. 

  The problem-solving intervention implemented by the therapist (measured by the 

Problem-Solving Measurement Scale) was hypothesized to predict positive future views 

of the cognitive triad (measured by the CTI-C) at post-treatment, after controlling for 

initial levels of the future subscale on the cognitive triad measure. Results from the 

simultaneous multiple regression analysis indicated that the overall model was significant 

(R2
 = .166, F[2, 37] = 3.69, p < .05), and accounted for 17% of the variance in CTI-C 
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future scores at post-treatment. The independent variable of problem-solving 

interventions was statistically significant in predicting positive future views of the 

cognitive triad at post-treatment (β = .318, t[37] =2.112, p < .05). The control variable of 

CTI-C future scores at pretreatment did not significantly predict CTI-C future scores at 

post-treatment (β = .277, t[37] = 1.842, p = .073). Finally, the correlation between the 

problem-solving interventions and CTI-C future scores at pretreatment was 

nonsignificant (r = -.065, p = .69). 

Hypothesis 1C.  

 Higher scores on the cognitive triad future subscale (measured by the CTI-C) at 

post-treatment were hypothesized to predict lower levels of depression (measured by a 

continuous total depression score on the K-SADS-IVR) at post-treatment, after 

controlling for initial levels of the future subscale on the cognitive triad. Results from the 

simultaneous multiple regression analysis indicated that the overall model was significant 

(R2
 = .159, F[2, 37] = 3.49, p < .05), and accounted for 16% of the variance in K-SADS 

depression scores at post-treatment. The independent variable of CTI-C future scores at 

post-treatment was statistically significant in predicting lower levels of depression at 

post-treatment (β = -.410, t[37] = -2.631, p = .012).  Finally, the control variable of CTI-

C future scores at pretreatment did not significantly predict K-SADS depression scores at 

post-treatment (β = -.069, t[37] = .440, p = .663). 

Hypothesis 1D.  

The relationship between the problem-solving intervention implemented by the 

therapist (measured by the Problem-Solving Measurement Scale) and the girls’ levels of 

depression (measured by a continuous total depression score on the K-SADS-IVR) at 
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post-treatment was hypothesized to be mediated by the changes in girls’ level of 

cognitive triad on the future subscale (measured by the CTI-C at post-treatment). Baron 

and Kenny’s (1986) four-step model was used to test the mediation model. The first step 

in the meditational analysis was to test the relationship between problem-solving 

intervention and improved symptoms of depression, indicated by Path C (see Figure 1). It 

was hypothesized that the level of problem-solving intervention employed would be 

significantly correlated with outcome. In the second step of analysis, the relationship 

between problem-solving intervention and change in the future view of the cognitive triad 

was predicted to be significant (Path A). The third step in the mediation analysis was 

predicted to be significant, with the path between the future view of the cognitive triad 

predicting the treatment outcome of depression. In the final step of the mediation 

analysis, the original relationship between problem-solving intervention and outcome of 

level of depression was hypothesized to decrease significantly when controlling for the 

future view of the cognitive triad, the proposed mediator.  

Results indicate that Path C was not significant (F[1, 38] = 3.70, p =.06), 

signifying that the total score for the problem-solving intervention was not correlated 

with depressive symptoms at post-treatment. Because the problem-solving interventions 

variable was not statistically significant in predicting lower levels of depression at post-

treatment, the meditation model analysis to test for a direct effect was discontinued at 

step one and could not be conducted according to the guidelines of Baron and Kenny 

(1986).  
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Figure 2. Expected Mediated Pathways  
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Exploratory Analyses 

Analysis of Problem-Solving Interventions 

The first exploratory analysis examined if specific problem-solving components 

(i.e., problem identification, problem definition and formulation, setting goals for 

problem-solving, brainstorming/solution generation, consequential thinking, follow-up of 

implementation, and self-reinforcement) implemented by therapists across sessions 

uniquely contributed to lower levels of depression (measured by the K-SADS at post-

treatment). 

 The K-SADS depression score at post-treatment was regressed on the seven 

components of the problem-solving intervention, after controlling for the girls’ initial 

levels of depression severity. The overall model was significant, (R2
 = -.392, F[8, 31] = 

2.496, p < .05), and accounted for 39% of the variance in the K-SADS depression scores 

at post-treatment. Variance inflation factor values of all items were below 6.0, indicating 
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no significant violation of multicolinearity (Stevens, 2002). The correlation matrix 

between items is presented in Table 7.    

 

Table 7 

Pearson Product Moment Correlations among Problem-Solving Components (N = 40) 
_________________________________________________________________________________ 
 
Variable      1 2 3 4 5 6 7 8 9 
__________________________________________________________________________________________ 

1. Problem Identification  1.00   

2. Problem Definition .37* 1.00  

3. Goal Setting  .39* .87** 1.00   

4. Brainstorming   .40** .62** .69** 1.00   

5. Consequential Thinking .35* .74** .77** .84** 1.00   

6. Follow-up  .57** .38* .36* .54** .39* 1.00 

7. Self-Reinforcement .62** .56** .54** .57** .42** .43** 1.00 

8. T1 K-SADS score  .08 .07 -.05 -.19 -.10 -.20 .01 -1.00 

9. T2 K-SADS score -.34* -.36* -.20 -.07 -.28 -.25 -.22 -.01 1.00 

____________________________________________________________________________________ 
*Represents significance at the .05 level 
**Represents significance at the .01 level 
 

 Results indicated that higher levels of consequential thinking were related to lower 

levels of depressive symptoms at post-treatment (β = -.70), while higher levels of 

brainstorming were related to higher levels of depressive symptoms at post-treatment (β = 

.79). Therefore, the more the therapists helped the participants to evaluate the efficacy of 

potential plans and choose a plan according to their identified purpose, the less depressed 

participants were at post-treatment. On the other hand, results also suggested that the 

more the therapists encouraged the girls to formulate at least five possible solutions 

without censorship, the more depressed participants were at the end of treatment. 
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Problem identification, problem definition and formulation, goal setting, follow-up of 

implementation, and self-reinforcement did not significantly contribute to treatment 

outcome. The standardized beta coefficients and t statistics are presented in Table 8.    

 

Table 8 

Summary of Multiple Regression Analysis for Problem-Solving Components Predicting 
Treatment Outcome (N = 40) 
________________________________________________________________________ 
 
Predictor         β  t  p  
________________________________________________________________________ 
 

Problem Identification    -.26  -1.25  .22  

Problem Definition     -.60  -1.82  .08  

Goal Setting      .54  1.66  .11 

Brainstorming Solutions    .79  2.46  .02 

Consequential Thinking    -.70  -2.13  .04 

Follow-up      -.15  -.75  .46 

Self-Reinforcement     -.10  -.43  .67 

________________________________________________________________________ 
 

 

Main Analysis with Revised Problem-Solving Interventions Score 

 It is important to note that even though the ICC, inter-rater reliability, for the 

problem-solving interventions subscale was .92, not all of the coded items received 

adequate reliability.  One item did not. According to Landis and Koch (1977), an inter-

rater reliability score of .61 to .80 is considered substantial, and a score of .81 to 1.00 is 
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almost perfect. Therefore, in order to increase the reliability and thus the validity of the 

problem-solving intervention scale, the main analysis was conducted again with the 

inadequate item dropped. Specifically, item 6 (i.e., follow-up of implementation, ICC = 

.51) was dropped from the analysis. The internal consistency of the revised problem-

solving scale was adequate (α = .92).  

Assumptions of Multiple Regression   

Before proceeding with the main data analysis, pre-data screening was conducted 

to assess for violations of the assumptions of multiple regression. Examination of 

histograms and scatter plots for all model variables indicated no outliers. A scatter plot of 

the residuals against the predicted scores and independent variables suggested a linear 

relationship between independent and dependent variables. Normality was demonstrated 

through an examination of a scatter plot of between predicted scores and residuals, a 

histogram of the residuals, and a probability plot. Examination of the histograms of 

residuals also suggested that errors were normally distributed. Finally, equal variance was 

assessed by examining the scatter plots of the standardized predicted residuals and the 

dependent variables. 

Descriptive Statistics 

Means, standard deviations, and Cronbach’s alphas were calculated for the main 

variables and presented in Table 9. In general, all scales demonstrated adequate internal 

consistency. Additionally, scale inter-correlations between the measures used in the main 

analysis are presented in Table 10.   
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Table 9 

Means, Standard Deviations, and Cronbach’s α for Main Variables (N = 40) 
________________________________________________________________________ 
 
Variable      M  S.D.  α 
________________________________________________________________________ 
Time 1 K-SADS Continuous Depression Score 42.28  10.57  .81 

Time 2 K-SADS Continuous Depression Score 24.58  6.79  .84 

Revised Problem Solving Intervention Score* 6.05  2.69  .96 
_______________________________________________________________________ 
*Excluded items with inter-rater reliability ICC values < .60. 
 

 

Table 10 

Pearson Product Moment Correlations among Main Analysis Variables (N = 40) 
________________________________________________________________________ 
 
Variable      1 2 3   
________________________________________________________________________ 

1.T1 K-SADS score     1 

2. T2 K-SADS score     -.01 1  

3. Revised Problem Solving Intervention Score -.03 -.30 1 

________________________________________________________________________ 
*Represents significance at the .05 level 
 

 

Hypothesis 1 

 Problem-solving strategies implemented by the therapist (measured by the 

Problem-Solving Measurement Scale) were hypothesized to predict lower levels of 

depression (measured by a continuous total depression score on the K-SADS-IVR) at 

post-treatment, after controlling for the girls’ initial levels of depression severity. Results 
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from the simultaneous multiple regression analysis indicated that the overall model was 

not statistically significant (R2
 = .090, F[2, 37] = 1.840, p = .173), and accounted for 

9.0% of the variance in K-SADS depression scores at post-treatment.  The independent 

variable of problem-solving interventions was not statistically significant in predicting 

lower levels of depression at post-treatment (β = -.301, t[37] =-1.918, p = .063).  

 Because the overall multiple regression was not significant with the inclusion of the 

revised problem-solving intervention scores (which excluded Item 6, with an inter-rater 

reliability ICC value of less than .60), it was decided that the original problem-solving 

interventions scores (which included all seven problem-solving intervention items) would 

be used for the exploratory analyses in order to examine the problem-solving 

interventions scale in its entirety. 

Main Analysis with Additional Control Variables 

 In order to explore the possible explanations for the lack of significant findings, a 

post-hoc power analysis was conducted. After inputting the achieved R2
 value, sample 

size of 40, and 2 predictor variables, it was determined that the power of the main 

analysis used to test Hypothesis 1A was low (.35). Therefore, in order to increase 

statistical power, control variables were added to the model to help account for some of 

the unexplained error variance (Mertler & Vannatta, 2005). 

 One control variable that may account for some of the unexplained variance in the 

model is participants’ mastery of therapeutic skills. A primary goal of treatment is to help 

the participants learn the therapeutic skills in order for them to generalize the skills and 

apply them outside of treatment sessions. Participants were assessed on their mastery 

level of problem-solving concepts and skills through a “developed skills check” measure. 
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There was a slight difference in content and format on the skills check measures for 

Cohort 1 and Cohorts 2-6 (Appendix M); however, the scoring system was developed to 

adjust for the differences. For example, the Cohort 1 measure elicited how the 

participants would use the problem-solving steps to solve the problem of feeling sad 

while the Cohorts 2-6 measure specifically asked the participants to describe a time when 

they felt bad and how they would use the problem-solving steps. The problem-solving 

skills check subscale tested the degree to which the participants could name the steps (6 

points maximum) and apply the problem-solving skills to their own example (12 points 

maximum; 1 point for every plan). An extra point was also given if the participant was 

able to describe the process of assessing the benefits of each plan generated (e.g., using a 

5-star system). The maximum score for the problem-solving subscale is 18 points. 

 Missing data for the problem-solving skills check subscale were imputed using 

maximum likelihood estimation. The following variables (consisting of other skills check 

subscales) were entered into the analysis to obtain missing data probability estimates for 

three participants: Skills Check Affective Education, Skills Check Coping Skills, and 

Skills Check Cognitive Restructuring items. On average, participants demonstrated low 

mastery on the problem-solving subscale (M = 9.25; SD = 4.08; Accuracy = 51%).  

 Studies have shown a significant link between higher patient expectation of 

improvement in depressive symptoms and lower level of depression at post-treatment 

(Rutherford, Wager, & Roose, 2010; Krell, Leuchter, Morgan, et al., 2004; Sotsky, Glass, 

Shea, et al., 1991). Thus, another variable that is conceptually relevant and should be 

considered is participants’ scores on the Expectancies for Change Questionnaire 

(Appendix N). It would be expected that a participant’s belief that she would improve 
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and her motivation to try hard to decrease her depressive symptoms tap into the concept 

of hopelessness. The questionnaire consists of 7 items and each item is rated on a seven 

point Likert scale. Five items measured the girls’ expectancies for change (i.e., belief that 

their mood would improve) generated by their experiences from the first seven sessions 

of the treatment program, and two items assessed the participant’s motivation for 

change.   

Assumptions of Multiple Regression   

Prior to main data analysis, pre-data screening was conducted to assess for 

violations of the assumptions of multiple regression. Examination of histograms and 

scatter plots for all model variables suggested no outliers. A scatter plot of the residuals 

against the predicated scores and independent variables indicated a linear relationship 

between independent and dependent variables. Normality was assessed through an 

examination of a scatter plot of predicted scores and residuals, a histogram of the 

residuals, and a probability plot. Examination of the histograms of residuals also 

indicated that errors were normally distributed. Finally, equal variance was demonstrated 

by the scatter plots of the standardized predicted residuals and the dependent variables. 

 
Descriptive Statistics 

Means, standard deviations, and Cronbach’s alphas were calculated for the main 

variables and presented in Table 11. In general, all scales demonstrated adequate internal 

consistency. Additionally, scale inter-correlations between the measures used in the main 

analysis are presented in Table 12. 
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Table 11 

Means, Standard Deviations, and Cronbach’s α for Main Variables (N = 40) 
________________________________________________________________________ 
 
Variable      M  S.D.  α 
________________________________________________________________________ 
Time 1 K-SADS Continuous Depression Score 42.28  10.57  .81 

Time 2 K-SADS Continuous Depression Score 24.58  6.79  .84 

Problem Solving Intervention Score   7.09  3.24  .88 

Problem Solving Skills Check   9.25  4.08  1.00 
 
Expectancy for Change Score    41.24  8.54  .87 
________________________________________________________________________ 
 

 

Table 12 

Pearson Product Moment Correlations among Main Analysis Variables (N = 40) 
________________________________________________________________________ 
 
Variable     1 2 3 4 5  
________________________________________________________________________ 

1.T1 K-SADS score    1 

2. T2 K-SADS score    -.01 1  

3. Problem Solving Intervention Score -.08 -.30 1 

4. Problem Solving Skills Check  .08 .25 -.03 1 
 
5. Expectancy for Change Score  -.19 -.20 -.19 -.09 1 
________________________________________________________________________ 
*Represents significance at the .05 level 
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Hypothesis 1 

Problem-solving strategies implemented by the therapist (measured by the 

Problem-Solving Measurement Scale) were hypothesized to predict lower levels of 

depression (measured by a continuous total depression score on the K-SADS-IVR) at 

post-treatment, after controlling for the girls’ initial levels of depression severity, mastery 

of problem-solving skills, and expectancy for change. Results from the simultaneous 

multiple regression analysis indicate that the overall model was statistically significant 

(R2 = .24, F[4, 33] = 2.61, p = .05), and accounted for 24% of the variance in K-SADS 

depression scores at post-treatment. The independent variable of problem-solving 

interventions was also statistically significant in predicting lower levels of depression at 

post-treatment (β =-.39, t[33] =-2.51, p < .05). Therefore, for each standard deviation 

increase in problem-solving interventions, post-treatment depression scores decreased by 

.39 of a standard deviation. The effect size of the problem-solving interventions was 

small (E.S.=.15), indicating that this variable uniquely accounted for 15% of the variance 

in the post-treatment depression scores. The control variables were all found to be 

nonsignificant: pre-treatment level of depression (β = -.01, t[33] = -.033, p = .974), 

expectancy for change (β = -.26, t[33] = -1.646, p = .109) and skills check variable (β = 

.192, t[33] = 1.249, p = .221).  
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Table 13 

Summary of Multiple Regression Analysis for Overall Model Variables Predicting Post-
Treatment Depression Scores (N = 40). 
________________________________________________________________________ 

Variable              β                      t                   p  E.S.* 
________________________________________________________________________ 
 

T1 K-SADS score      -.01  -.03  .22  .00  

Problem Solving Intervention Score    -.39  -2.51  .02  .15 

Problem Solving Skills Check     .19  1.25  .22  .04 

Expectancy for Change Score     -.26  -1.65  .11  .06 
________________________________________________________________________ 
*Effect size was calculated by squaring the semipartial correlations and interpreted as 
the unique variance that the independent variable explains in the dependent variable 
(Keith, 2006) 

 

Treatment Maintenance 

 An exploratory analysis was conducted to explore whether problem-solving  

strategies implemented by the therapist (measured by the Problem-Solving Measurement 

Scale) predicted lower levels of depression (measured by a continuous total depression 

score on the K-SADS-IVR) at 1 year follow-up, after controlling for the girls’ initial 

levels of depression severity, mastery of problem-solving skills, and expectancy for 

change. Data for seventy-five percent of participants in the CBT-only condition were 

collected at one year follow up. Therefore, a sample of 30 participants was used in the 

analysis.  

Assumptions of Multiple Regression   

Pre-data screening was conducted again, with the inclusion of depression outcome 

at one-year follow-up, to assess for violations of the assumptions of multiple regression. 
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Examination of histograms and scatter plots for all model variables indicated no outliers. 

Normality was assessed through an examination of a scatter plot of between predicted 

scores and residuals, a histogram of the residuals, and a probability plot. A scatter plot of 

the residuals against the predicated scores and independent variables also suggested a 

linear relationship between independent and dependent variables. Examination of the 

histograms of residuals also indicated that errors were normally distributed. Finally, the 

scatter plots of the standardized predicted residuals and the dependent variable 

demonstrated equal variance. 

Descriptive Statistics 

Means, standard deviations, and Cronbach’s alphas were calculated for the main 

variables and presented in Table 14. In general, all scales demonstrated adequate internal 

consistency. Additionally, scale inter-correlations between the measures used in the main 

analysis are presented in Table 15. 

 

Table 14 

Means, Standard Deviations, and Cronbach’s α for Main Variables (N = 30) 
________________________________________________________________________ 
 
Variable      M  S.D.  α 
________________________________________________________________________ 
Time 1 K-SADS Continuous Depression Score 41.83  9.80  .81 

Time 3 K-SADS Continuous Depression Score 26.73  8.72  .89 

Problem Solving Intervention Score   7.07  3.11  .88 

Problem Solving Skills Check   18.92  4.54  1.00 
 
Expectancy for Change Score    41.70  9.23  .87 
________________________________________________________________________ 
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Table 15 

Pearson Product Moment Correlations among Main Analysis Variables (N = 30) 
________________________________________________________________________ 
 
Variable     1 2 3 4 5  
________________________________________________________________________ 

1.T1 K-SADS score    1 

2. T3 K-SADS score    .27 1  

3. Problem Solving Intervention Score .12 .23 1 

4. Problem Solving Skills Check  .13 .20 -.06 1 
 
5. Expectancy for Change Score  -.10 -.12 -.31 -.09 1 
________________________________________________________________________ 
*Represents significance at the .05 level 
 

Hypothesis 1 

Problem-solving strategies implemented by the therapist (measured by the 

Problem-Solving Measurement Scale) were hypothesized to predict lower levels of 

depression (measured by a continuous total depression score on the K-SADS-IVR) at one 

year follow-up, after controlling for the girls’ initial levels of depression severity, mastery 

of problem-solving skills, and expectancy for change. Results from the simultaneous 

multiple regression analysis indicate that the overall model was not statistically 

significant (R2 = .15, F[4, 25] = 1.10, p = .38), and accounted for 15% of the variance in 

K-SADS depression scores at one year follow-up. The independent variable of problem-

solving interventions was also not statistically significant in predicting lower levels of 

depression at one year follow-up (β =.22, t[25] =1.11, p =.28). The control variables were 

all found to be nonsignificant: pre-treatment level of depression (β = .22, t[25] = 1.18, p = 

.25), expectancy for change (β = -.01, t[25] = -.06, p = .96) and skills check variable (β = 
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.18, t[25] = .98, p = .34). After inputting the achieved R2 value, sample size of 30, and 4 

predictor variables, it was determined that the power of the analysis used to test 

Hypothesis 1 was low (.30). 
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CHAPTER 5 
 

 
Discussion 

 

Overview of Findings 

Results of this study extend existing research on the efficacy of CBT treatment by 

examining the role of problem-solving interventions in reducing depressive symptoms in 

youth. Additionally, the findings raise questions about the relationship of problem-

solving interventions in cognitive behavioral therapy and depressed youths’ view of the 

future. It is important to note that since this study used an author developed coding 

system for the problem-solving interventions that has not been validated, the limitations 

of the coding system (which is further discussed in the Limitations section) should be 

considered when interpreting the results of this study. 

 One purpose of this study was to investigate the relation between problem-solving 

interventions implemented in the ACTION program, a manualized group CBT treatment, 

and depression in early adolescent girls. The results of the first analysis suggested that the 

level of problem-solving intervention implemented by the therapist failed to predict a 

decrease in depressive symptoms, after controlling for the girls’ initial levels of 

depression severity. Level of problem-solving intervention employed by the therapist was 

not related to level of depression at post-treatment. Due to the lack of significant findings 

for the relationship of problem-solving intervention and level of depression at post-

treatment, an exploratory analysis was conducted again with a revised total for the 

problem-solving intervention (item 6, follow-up of implementation, was dropped due to 

low inter-rater reliability score of .51). The results of the analysis were also 



   

86 

nonsignificant, which suggested that the level of problem-solving intervention 

implemented by the therapist failed to predict a decrease in depressive symptoms, after 

controlling for the girls’ initial levels of depression severity. Because of this 

nonsignificant finding with the revised scale, the remaining exploratory analyses were 

conducted using the original problem solving intervention scores (which included all 

seven problem-solving intervention items) in order to examine the problem-solving 

interventions scale in its entirety. 

Two additional control variables, mastery of problem-solving skills and level of 

expectancies for change, were added to the regression model in order to address the lack 

of statistical power. Results of the analysis indicated that when these two control 

variables were included, problem-solving intervention was a significant predictor of post-

treatment depression. This finding suggests that the more time, effort, and skill the 

therapists spent implementing the problem-solving interventions within sessions, the less 

depressed the participants were at post-treatment, after controlling for their initial level of 

depression at pre-treatment, their mastery of problem-solving skills, and their level of 

expectancies for change. None of the control variables had a statistically significant 

association with post-treatment depression.    

Level of problem-solving intervention implemented by the therapist was related to 

positive future views on the cognitive triad, after controlling for initial levels of the future 

subscale on the cognitive triad. Results suggested that the more time, effort, and skill the 

therapists spent implementing the problem-solving interventions within sessions, the 

more the participants had positive views of their futures at post-treatment.  
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Additionally, results suggested that participants with a more positive view of their 

future were less depressed at post-treatment. Unfortunately, the test of mediation to 

examine if problem-solving indirectly affects changes in depressive symptoms by means 

of cognitive changes in one’s view of the future could not be conducted. The first step in 

the meditational analysis to examine the link between problem-solving interventions and 

treatment outcome was not significant; therefore, the mediation analysis was not further 

explored.  

 Another goal of this study was to evaluate the specific problem-solving components 

implemented by the therapists across sessions to determine which significantly 

contributed to treatment outcome. Results of the exploratory analyses concluded that both 

levels of consequential thinking and levels of brainstorming were related to the level of 

depression at post-treatment. However, levels of consequential thinking and levels of 

brainstorming were found to have opposite roles in predicting levels of depression at 

post-treatment. Results suggested that participants were less depressed at post-treatment 

when the therapists spent more time, effort, and skill to implement the consequential 

thinking interventions. In other words, the more the therapists collaborated with 

participants in the group to help them evaluate the efficacy of potential plans according to 

their identified purpose, the less depressed the participants were at the end of treatment. 

On the other hand, higher levels of brainstorming employed by the therapist were related 

to higher levels of depression at post-treatment. That is, the more the therapists helped the 

participants engage in formulating as many plans as possible, both feasible and unfeasible 

without censoring the participants’ ideas, the more depressed the participants were at 

post-treatment. Finally, results also indicated that the other problem-solving 
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interventions, including problem identification, problem definition and formulation, 

setting goals for problem-solving, follow-up of implementation, and self-reinforcement 

did not significantly contribute to treatment outcome. 

Finally, an exploratory analysis was conducted to investigate whether problem-

solving intervention played a longitudinal role in treatment outcome. After controlling for 

initial level of depression at pre-treatment, the mastery of problem-solving skills, and the 

level of expectancies for change, level of problem-solving intervention was not a 

statistically significant predictor of level of depression 12 months after the end of 

treatment. Again, all of the control variables did not have a statistically significant 

association with post-treatment depression. It is important to note that due to limited 

follow-up data available because participants moved during the year following treatment, 

only 75% of the original sample (30 participants) was used for this analysis. A likely 

explanation for this nonsignificant finding is the inadequate power (.30) due to the small 

sample size available for the treatment maintenance analysis (N=30). 

Integration of Findings with Previous Research 

 Unexpectedly, level of problem-solving intervention employed by the therapist 

was not significantly related to level of depression at post-treatment, when only 

controlling for initial level of depression. There is a lack of research about which specific 

components of CBT intervention contribute the most to the reduction of depressive 

symptoms in youth (Chorpita & Regan, 2009; Kennard et al., 2009). However, with 

problem-solving being consistently identified as one of the common components in 

effective treatments for depressed youth (McCarty & Weisz, 2007; Reinecke et al., 2001; 

Weersing et al., 2009), it would be expected that a significant relationship exists between 
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problem-solving intervention and level of depression. Becker-Weidman and colleagues 

(2009) also found a relationship between deficits in problem-solving and risk for 

depression and suicide among youths in TADS. This current study’s findings were most 

likely due to the original model’s lack of power to detect significant results. When power 

was increased by taking into account participants’ initial level of depression at pre-

treatment, their expectations for change based on the first few sessions of treatment, and 

their level of understanding of the problem-solving strategies, problem-solving was a 

statistically significant predictor of the participants’ depression at the end of treatment. 

These three control variables were not statistically significant individually, but as a whole 

they created a significant relationship between problem-solving intervention and level of 

depression at post-treatment. The results implies participants’ expectation and motivation 

for change (which taps into the concept of hopelessness), their mastery level of problem-

solving concepts and skills, and their initial level of depression impact the relationship 

between problem-solving intervention and level of depression at the end of treatment. 

Interestingly, there were no significant correlations among the variables; however, the 

correlation between problem-solving intervention and level of depression at post-

treatment approached the level of significance (r = -.30, p = .06). The lack of significant 

correlations could possibly be accounted for by the lack of variance across subjects due to 

the small sample.  

In addition, there was lack of variance in depression scores at post-treatment due 

to the large percentage of participants (83%) who no longer met depression criteria at the 

end of treatment. Thus, with greater statistical power (e.g., larger sample size, greater 

variance), it is possible to infer that problem-solving intervention may be moderately 
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related to positive treatment outcome. Also, when examining the same model mentioned 

above, there was a lack of significant findings for a relationship between problem-solving 

intervention and treatment maintenance. Again, a likely explanation for this 

nonsignificant finding is the inadequate power (.30) due to the small sample size (N=30). 

It is also interesting to note that a significant relationship between some of the 

problem-solving intervention components and level of depression existed when the seven 

components of the intervention were evaluated separately. One explanation is that the 

seven components measure different constructs, and so some of the components are 

better than others at predicting depression. When all seven components are added 

together, the effect of the significant components is washed out, or cancelled out, by the 

non-significant components. Results from Becker-Weidman and colleagues’ (2010) 

analysis of the TADS suggested that different components of problem-solving might be 

differentially important in treating depression in youth. Results from the TADS indicated 

that positive problem orientation and a non-avoidant approach style were predictors of 

better treatment outcome; however, results failed to find a significant relation between 

rational problem-solving skills (e.g., identify the problem, define the problem, generate 

solutions, implement the solutions, and monitor the outcome) and treatment outcome, 

which is similar to the results of the current study. However, when the components of the 

problem-solving intervention were evaluated separately in the current study, the findings 

showed that the two components that were significantly related to post-treatment 

depression exerted their effect in opposite directions (consequential thinking was 

associated with lower depression, while brainstorming was associated with higher 

depression). This is further addressed in the exploratory analysis section below.  
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Higher levels of problem-solving interventions implemented by the therapist were 

positively related to positive future views of the cognitive triad. In a review of youth 

literature on mediating variables, Weersing and Weisz (2002) found that CBT produced 

greater cognitive changes (i.e., youth reported more positive self views, fewer negative 

conclusions, and less hopeless views of the future) compared to other treatment 

conditions. Problem-solving involves a cognitive process influenced by the schemas 

through which individuals perceive and interpret experiences (Kendall & Braswell). The 

depressed individual views the future negatively and will avoid committing herself or 

himself to a goal or task, which ultimately leads to the cognitive manifestation of 

hopelessness (Beck, 1967). Studies have shown the link between deficits in problem-

solving and hopelessness (Becker-Weidman et al., 2010; Becker-Weidman et al., 2009). 

Therefore, the more time, effort, and skill the therapists spent implementing the problem-

solving interventions within sessions, the more the depressed individual would commit 

herself to a goal after investing time in each step of problem-solving. By engaging in 

problem-solving, the girls were able to imagine possible different outcomes from the one 

that they thought would automatically fail. As expected, the shift in depressogenic 

cognitions would be accounted for by the level of intervention.  

The finding that participants with a more positive view of their future were less 

depressed at post-treatment is consistent with Beck’s (1979) depression model. 

According to Beck’s theory, changes in a person’s maladaptive ways of thinking about 

the self, world, and future serve as the mechanism of change in depressive symptoms. 

This negative cognitive triad is hypothesized to impair reasoning abilities and reality 

testing and lead individuals to become increasingly hopeless (Rush & Beck, 1977). More 
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specifically, among community samples of adolescents, hopelessness was significantly 

predictive of depressive symptoms concurrently (Kennard, Stewart, Hughes, Patel, & 

Emslie, 2006) as well as one year later (Timbremont & Braet, 2006). In line with the 

studies that have shown an association between depressogenic cognitions and depression 

(Timbremont & Braet; Hankin, Abramson, Miller, & Haeffel, 2004; Garber, Weiss, & 

Shanley, 1993), it was not a surprise that this study demonstrated that the more positively 

the depressed participants viewed their future, the less depressed they were at post-

treatment. Unfortunately, this study was unable to examine if problem-solving indirectly 

affects changes in depressive symptoms by means of cognitive changes in one’s view of 

the future due to the nonsignificant relationship between problem-solving intervention 

and level of depression at post-treatment.  

Results from the exploratory analysis to evaluate the specific problem-solving 

components implemented by the therapists across sessions to determine which 

significantly contributed to treatment outcome were very interesting. Higher levels of 

intervention focused on consequential thinking were related to lower levels of depression 

at post-treatment. In other words, the more the therapists collaborated with the 

participants to evaluate the efficacy of potential plans according to a participant’s 

identified goal, the less depressed the participants were at the end of treatment. The 

emphasis of this component is on matching solutions to goals and on solution-generation 

(D’Zurilla & Goldfried, 1971; D’Zurilla, 1986). The therapists help to assess the plans in 

a more in-depth manner by rating each plan, examining the potential consequences for 

each plan, and practicing the plan (e.g., role play).  
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Interestingly, higher levels of brainstorming were related to higher levels of 

depression at post-treatment. Unexpectedly, the more the therapists helped the 

participants engage in formulating as many plans as possible, both feasible and unfeasible 

and without censoring the participants’ ideas, the more depressed the participants were at 

post-treatment. One possible explanation is that too much brainstorming could have a 

negative impact on reducing depression. However, it is more likely that these highly 

trained therapists were more attuned to those girls experiencing higher levels of 

depression and rigidity. The therapists and their supervisor had access to the girls CDI 

scores that were completed every other week. These scores and responses were used to 

individualize the treatment program for each child. Consequently, more intervention was 

directed toward the girls who were still experiencing depressive symptoms. Given that 

the girls were being treated in a group format, the therapists had a limited amount of time 

to treat each child so time was directed more toward the girls who remained 

symptomatic. In other words, the therapists spent more time and effort helping the girls 

who were experiencing higher levels of depressive symptoms to engage in formulating as 

many plans as possible, both feasible and unfeasible, without censoring their ideas.   

Beck and colleagues (1979) identified this solution generation stage as the 

cornerstone for effective problem-solving, in which the depressed individual is actively 

assessing other interpretations or solutions to her problems. It is important to note that 

according to Beck and colleagues, the depressed individual may have automatically 

rejected several alternatives and stopped brainstorming due to the cognitive manifestation 

of hopelessness. A depressed individual’s tendency to perceive herself as already 

defeated depletes her motivation to make changes. Therefore, the girls with higher levels 
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of depression at post-treatment are most likely the girls who were more rigid in 

brainstorming and required more time, collaboration, and effort from the therapists to 

elicit at least five possible feasible and unfeasible plans without censoring them. Overall, 

higher levels of intervention for more depressed girls seemed to be effective, as 83% of 

total participants no longer met depression criteria at post-treatment.    

  Finally, exploratory results also indicated that problem identification, problem 

definition and formulation, setting goals for problem-solving, follow-up on 

implementation, and self-reinforcement did not significantly contribute to treatment 

outcome. It was particularly surprising that problem definition and formulation did not 

contribute to the outcome. D’Zurilla (1986) hypothesized that this stage of gathering 

information, clarifying the nature of the problem and its changeability, and reappraising 

the problem is the most important stage of the problem-solving process. During this 

information gathering stage, the therapists help the depressed child become aware of the 

common cognitive errors that maintain the child’s negative thought processes (Beck et 

al., 1979). However, the design of this study did not examine and code the specific 

cognitive interventions used during implementation of the problem-solving components. 

Therefore, an adequate measure of the problem definition and formulation component of 

the problem-solving intervention may not have been attained.  

Limitations 

There are several limitations to this study that should be considered when 

interpreting the results. First, the small sample size (N=40) significantly limited the 

power to detect potential statistical significance. The participants for this study were 

taken from the CBT- only condition of a larger study. Furthermore, the overall attendance 
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for this sample was very high, which resulted in less variance within this group. This 

limitation potentially impacted the statistical power to detect statistical significance in the 

analyses conducted, if one existed. 

 A second limitation of this study was the partial coding of the CBT- only treatment 

protocol. Only half of the 20 sessions (i.e., sessions 2, 4, 6, 8, 9, 12, 14, 16, 18, and 19) 

were coded for this study to proportionally match for the amount of time and specific 

content covered in the treatment protocol. Despite this study having the largest number of 

coded treatment sessions in existing youth intervention studies, coding every session may 

have resulted in a more comprehensive picture of how problem-solving intervention 

works. It seems likely that implementation of problem-solving interventions for certain 

participants were missed in the non-coded sessions. Furthermore, the follow-up on 

implementation and self-reinforcement components of problem-solving were the most 

likely components to be missed, since back-to-back sessions were not coded. These are 

important components, as they demonstrate the girls implementing problem-solving 

outside of sessions in their real life. For example, during session six the participant chose 

a plan to implement, it is most likely that the therapist would follow up on the 

participant’s implementation in the next session. However, session seven was not one of 

the assigned sessions to be coded and therefore the opportunity to code for the follow-up 

on implementation component was missed. However, the labor-intensive nature of this 

method of research limited the number of sessions that realistically could be coded.  

A third limitation of this study was that the sample included only early adolescent 

girls as participants. While this sample is important to study for preventative measures 

due to the significant prevalence of depression during adolescence, particularly for girls, 
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results may not be generalizable to other developmental ages or to male youth. It is also 

important to note that the participants were treated in a research setting therefore results 

may not be generalizable to a community setting.  Because limited research exists on the 

level of problem-solving techniques used within treatment sessions and its relation to 

treatment outcome in youth depression, the results of the study may provide a basis for 

future studies with other populations.  

A fourth limitation of this study was that the problem-solving interventions were 

implemented in a group format. The girls were allowed to help each other with the 

problem-solving components (e.g., group members helping the targeted girl come up with 

plans or helping with rating the plans), which may have affected the targeted participant’s 

skill mastery level. Furthermore, although participants received some individual therapy 

sessions, individual sessions were not coded. It could be possible that the girls developed 

and understood the problem-solving skills better when working one-on-one with the 

therapist. The therapist could have spent more time, effort, and skill to implement the 

problem-solving intervention and elicit more from the participant in an individual format 

than in a group format (e.g., specifically addressing the girl’s problem; eliciting the plans 

and ratings); therefore, opportunities to code the effectiveness of the problem-solving 

intervention were missed.  Results from this study may not be generalizable to individual 

treatment of depression in youth. 

A fifth limitation of the study was that several important components of the CBT 

treatment protocol were not included. Specifically, the cognitive, behavioral, and 

relational interventions were not included in this study. These components may have 

significantly contributed to the effectiveness of problem-solving interventions in reducing 
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depressive symptoms; however, the purpose of this study was to explore how problem-

solving interventions uniquely contributed to treatment outcome in depressed youth.   

 The final limitation of the study was that the therapists in the study were all highly 

trained, which does not generalize to the general population. Therapists completed a one 

year course on CBT in addition to approximately 1500 hours of training which included 

instruction in delivering the manualized CBT and parent training components, and 

observation of a more advanced therapist delivering the entire treatment protocol to a 

group of participants. Furthermore, all therapists received weekly group supervision and 

individual supervision with the principal investigator to review taped sessions and discuss 

case-related issues. Therefore, the consistent high level of skill across therapists most 

likely does not reflect the general variance in skill level found in the general population 

of therapists. As such, this must be taken into consideration when interpreting the results, 

as it resulted in less variance in the independent variable of problem-solving 

interventions. 

Implications 

Despite limitations, the results of the current study have important implications. 

This area of research is extremely limited when compared to similar research conducted 

with adult populations. By dissecting the treatment components and examining the level 

of interventions within treatment, this study will expand the understanding of what 

specific components help alleviate depressive symptoms in preadolescent girls. 

Additional studies are encouraged to further investigate how the level of various CBT 

interventions impacts the outcome of treatment in youth. 
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The finding that the amount of problem-solving interventions predicted the 

participants’ levels of depression at post-treatment is important. The overall findings of 

this study support the research that problem-solving is consistently identified as one of 

the common components in effective treatments for depressed youth (McCarty & Weisz, 

2007; Weersing et al., 2009). This implies that treatment for depressed youth should 

always include problem-solving strategies. The study also highlighted that other 

treatment variables could significantly contribute to the effectiveness of problem-solving 

interventions on treatment outcome. Future studies should closely examine these other 

possible variables in order to increase the impact of problem-solving interventions. 

Furthermore, future studies should explore the role of problem-solving interventions and 

longitudinal treatment outcome, since there is a lack of research in this area.  

The finding that the correlation between problem-solving intervention and level of 

depression at post-treatment approached the level of significance prompts for additional 

exploration. Future studies are encouraged to use a larger sample in order to increase 

power to detect potential statistical significance. It is also important to re-examine 

treatment specificity and the test of mediation, as this is a very limited yet significant area 

of research.  

The finding that higher levels of problem-solving interventions implemented by 

the therapist were positively related to the positive future views of the cognitive triad also 

has important clinical implications in the treatment of depressed youth. According to 

Beck (1967), it is the activation of the negative cognitive triad that is thought to be the 

central mediating mechanism through which depression evolves. This finding implies 

that problem-solving intervention impacts one’s view of the future. One unique 
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contribution of this study is that it examined the future component of the cognitive triad 

rather the whole cognitive triad. Could it be possible that different CBT components 

(e.g., cognitive interventions, behavioral interventions) target different components of the 

cognitive triad? Future studies should assess for changes in each part of the cognitive 

triad as a result of the different CBT intervention components.  

The results suggest that the problem-solving intervention of consequential 

thinking is an effective ingredient in alleviating depressive symptoms in youth. This 

implies that treatment for depressed youth should focus on helping the depressed child 

evaluate the efficacy of potential plans according to her identified purpose. Emphasis 

should be on matching solutions to goals and on solution-generation as well as practicing 

the plan. Perhaps having the depressed child pick an effective plan and practice the plan 

engenders hope in the depressed child.  

On the other hand, higher levels of brainstorming were related to higher levels of 

depression at post-treatment. According to Beck and colleagues (1979), this 

brainstorming stage is the cornerstone for effective problem-solving; however, a 

depressed individual tends to perceive herself as already defeated and may automatically 

reject several alternatives. Therefore, it seems that girls who were experiencing higher 

levels of depression may need more support in overcoming the cognitive manifestation of 

hopelessness. The girls with higher level of depression may struggle to effectively 

brainstorm outside of session without the support of the therapists. Future studies should 

continue to explore the different components of problem-solving intervention and how 

they uniquely impact treatment outcome in depressed youth. It would also be interesting 
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to examine and tease out the cognitive strategies used during the implementation of the 

problem-solving intervention.   

In regards to the coding scale used to assess the problem-solving intervention, 

there are some improvements that could be implemented to obtain a better understanding 

of the problem-solving interventions and the processes of change. Examining 

interventions used by therapists at the process level is very time-intensive. It was 

particularly challenging since multiple interventions were coded simultaneously. 

Furthermore, since only half of the sessions were coded, there was a high chance that 

many of the problem-solving components (e.g., following up, self-reinforcing) were 

missed. As detected in the skills checks, the girls were able to identify the five steps of 

problem-solving, but they struggled to apply the steps. This suggests that even though the 

highly trained therapists provided optimal implementation of problem-solving 

interventions, the girls may not have been successful in implementing the skills on their 

own to alleviate depressive symptoms. Future studies should explore and assess how the 

youth are implementing the interventions.  

Conclusions 

This study was conducted to explore the relationship between problem-solving 

interventions in CBT treatment and depression in early adolescent girls. Several 

interesting results emerged from this study. First, problem-solving intervention was found 

to play a significant role in alleviating depressive symptoms at post-treatment after 

controlling for initial level of depression, expectancies for change, and mastery of 

problem-solving skills. Problem-solving intervention was also significantly related to 

positive changes in the depressed girls’ views of the future. Consistent with existing 
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research, positive changes in the cognitive triad (specifically, the future scale) were also 

found to play a significant role in reducing depression at post-treatment. Tests of 

mediation could not be conducted due to lack of significance between the relations of 

problem-solving interventions of levels of depression at post-treatment.  

Both interventions of consequential thinking and brainstorming were found to 

play a significant role in predicting treatment outcome. While more time and effort in 

assisting the depressed girls to evaluate the efficacy of potential plans predicted lower 

depression at post-treatment, higher levels of brainstorming predicted higher levels of 

depression at post-treatment. Finally, problem-solving intervention did not significantly 

predict lower levels of depression at one year follow-up. 

The findings of this study are beneficial in understanding the role of problem-

solving interventions in treatment of depressed youth. Overall, this study illustrates the 

need to further investigate the role of specific treatment components and how to create an 

efficient and effective treatment for depression in youth. 
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Appendix A: DSM-IV TR Diagnostic Criteria for Depressive Disorders 
 

DSM-IV TR Criteria for Major Depressive Disorder 
A. Presence	  of	  a	  one	  or	  more	  Major	  Depressive	  Episodes	  (to	  be	  considered	  

separate episodes,	  there	  must	  be	  an	  interval	  of	  2	  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.	  
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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).	  

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	  2	  months	  or	  are	  
characterized	  by	  marked	  functional	  impairment,	  morbid	  preoccupation	  with	  
worthlessness,	  suicidal	  ideation,	  psychotic	  symptoms,	  or	  psychomotor	  
retardation. 	  

 
DSM-IV TR 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	  2	  years.	  
Note:	  In	  children	  and	  adolescents,	  mood	  can	  be	  irritable	  and	  duration	  
must	  be	  at	  least	  1	  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	  2-‐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.	  

	  
DSM-‐IV	  TR	  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.	  
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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 B: Children’s Depression Inventory (CDI) 
  
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. 
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    I want to kill myself 
 
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 C: Diagnostic and Statistical Manual Brief Symptom Interview for Depression 
(DSM-Interview) 

 
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 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 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 to be 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: ___________________ 
 
 
CONFIDENTIAL USE ONLY 
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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? r r 

2. Have you been feeling irritable, cranky, or easily annoyed for a lot of 
the day r r 

3. Have you been less interested in doing things like hobbies or sports? r r 

4. Have you been enjoying hobbies or interests less that you did in the 
past? r r 

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? r r 

6. Have you had any trouble with your sleep, such as falling asleep, 
waking up at night, or waking too early? r r 

7. Have you been having trouble with your sleep, in that you are sleeping a 
lot more than usual lately? r r 

8. Do you feel like you still need sleep or rest, even if you got a full night’s 
sleep?  r r 

9. Do you feel like you have no energy, or not as much energy as usual? r r 

10. Do you feel restless or fidgety, that you have a hard time sitting still? r r 

11. Have you felt slowed down, like you are moving in slow motion or 
your movements are not as quick as usual? r r 

12. Have you had trouble concentrating or paying attention, like your mind 
is “in a fog?”  Or trouble making decisions? r r 

13. Have you felt guilty about things lately? r r 

14. Have you felt hopeless, like things won’t work out for you, or that you 
will always feel bad? r r 

15. Have you felt worthless, inadequate, or like you are no good lately? r r 

16. Have you had thoughts of death or dying? r r 

17. Have you had thoughts of wanting to hurt yourself? (or someone else) r r 

18. Have you done anything to hurt yourself, such as make a mark on your 
skin? r r 

TOTAL “PRESENT” Items 1-18  
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Appendix D: Cognitive Triad Inventory (CTI) 
 

Cognitive Triad Inventory for Children 
(CTI-C) 

 
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 may 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. I 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 way. 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 
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 E: Problem-Solving Measurement Scale 
 

Problem-Solving Measurement Scale 
 

INSTRUCTIONS TO RATERS 
 

1)  RATE EVERY ITEM. This scale is designed so that every items can be rated on a 
scale from zero to six for every therapy session. In other words, DO NOT LEAVE ANY 
ITEMS BLANK. 
 
2)  READ ITEMS EACH TIME THEY ARE RATED. It is recommended that the 
rater read each item entirely every time it is rated. Careless errors may result when raters 
rate an item from reading only the tem name on the answer sheet and not the items as it is 
defined in the scale. Because of the complexity of the items, it is also essential that the 
rater be completely familiar with the information in the manual for each item before 
rating it. It is important that the rater continually refer to the manual, even after she/eh 
has become familiar with it, in order to prevent subsequent rater drift.  
 
3)  ATTEND TO MANUAL NOTES. Breaks (//) which appear in the lines above the 
scale points in the scale indicate that the manual contains a note for the item which 
specifies what conditions are necessary in order for the items to be given a rating below 
the “//”. 
 
4)  LISTEN BEFORE RATING. Do not rate any items on the scale until the entire 
session has been listened to. 
 
5)  TAKE NOTES. It is recommended that the rater take notes while listening to the 
session. It has been found that this procedure enhances the accuracy of ratings both 
because it helps remind raters of the information, which is relevant to rating items, and 
because it helps keep the rater focused on what is occurring in the session. Because the 
scale requires the rater to make many fine distinctions, it is essential that the rater listen 
to the session carefully. The rater should not attempt to do other tasks while listening to 
tapes of therapy sessions, which are to be rated.  
 
6)  USE ANSWER SHEET CORRECTLY. The answer sheet was developed so that 
 it can easily read for data entry. It is crucial that rater review their answer sheet to 
ensure that the necessary identifying information has been filled in and that every item is 
rated and that no item is assigned more than one response. 
 
7)  RATE ITEM FOR THE INDIVIDUAL EVEN IF INTERVENTION IS 
TARGETING THE GROUP.  As therapy is implemented in a group setting, therapists 
often have to apply the intervention to the group as whole for the purposes of efficiency.  
Optimally, when the therapist does so, she applies the intervention in a way that is 
meaningful and relevant to all the girls in the group.  If, however, the therapist is 
targeting an individual child and another child interrupts or adds to the dialogue, use 
judgment as it applies to the specific situation. Try to determine to what extent the 
therapist begins targeting the second child as well. Often, the therapist may use the other 
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children as helpers.  In such cases, do not rate the item for the helpers, as the helper’s 
participation is instrumental to the intervention for the targeted child. Despite the fact that 
the helper may be learning how to use the technique, it is not being applied directly to the 
helper’s cognitions so the item therefore not rated for that helper.   

 
 

NOTE: 
 
IF a child is not the target of the intervention, but is exposed to the intervention by merely 
observing the therapist implementing an intervention which meets criteria for a “2” or 
higher, rate a 2.  
 
Drop rating by 1 IF: 
           i. problem-solving interventions are applied to situations created by therapist such  
               as reviews or hypothetical scenarios 

 
1)  IDENTIFYING PROBLEMATIC SITUATIONS 
 
 Was the client helped to identify situations in which problem-solving could be 
effective? 

 
0 Not at All 
1 Simply tells the child that problem-solving could be used. 
2 Somewhat: refers to/mentions the idea that problem solving is used 

w/ situations that can be changed (vs. situations that cannot be 
changed) with no discussion. 

3 Some: explores minimally with child if the situation could be 
changed/not changed, and how PS is used with situations that can 
be changed 

4 Considerably: explores considerably with child if the situation 
could be changed/not changed; may include discussion of how the 
child knew it was a problem (viz., negative affect, things not going 
the way she wants them to) 

5  
6 Extensively: meets criteria for rating 4 but also encourages child to 

apply problem solving when uncertain whether situation 
could/could not be changed.   

 
Purpose:  To determine the extent to which the Tx helped the client determine whether it 
was a situation she could change or not. 
 
Example: 
T:  What are some negative thoughts or situations that you had since we last met? 

C:  I got in a fight with my mom, my dog ran away, my fish died and I’m getting a bad 

grade in math. 
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T:  So which of those could you use problem solving? 

C:  Fighting and grades.  (Stop here, rate a 2) 

T: How do you know problem solving will work? 

C:  Because they’re things that I can change.  (Stop here, rate 4) 

T:  How about your fish dying?  Is that something you can problem solve? 

C:  No. 

T:  Why not? 

C:  Because I can’t bring him back to life, I just have to cope with it.   

T:  Is your dog running away something you can problem solve? 

C:  Well, I don’t know. 

T:  Is there something you can change so it doesn’t happen? 

C:  Well, maybe, but I’m really not sure. 

T:  Ok, let’s try it and see if it works.  (Stop here, rate 6) 

 

2)  IDENTIFYING THE PROBLEM 

 Was the client helped to identify a specific or most central problem? A higher 
 rating would be given if therapist helped the girl focused on a specific problem 
 from vague to specific concern in order to help the girl feel better.  

 
0 Not at All 
1 Tells client what the problem is; identifies the problem for the  
 client with no input or agreement from the client 
2 Somewhat: therapist identifies problem for the child and the child     
 agrees on problem but does not contribute to the identification of 
 the problem 
3           
4 Considerably: therapist collaborates with the client to identify the 
 problem 
5  
 

  6 Extensively: therapist helps collaborates with child to specifically  
   identify the problem and discusses how the problem is distressing  
   for child (e.g., narrows from broad/vague problem of failing class  
   to not completing homework on time, poor test performance,  
   minimal time paying attention in class, etc.) 
 
Purpose:  To determine the extent to which the Tx helped her to see that it was a problem 
and the extent to which the Tx helped her identify a specific problem related to her bad 
mood.  
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Example: 
C:  I’m feeling really angry today. 

T:  I’m sorry you’re feeling angry. When did you start feeling that way? 

C:  Yesterday when Kara wasn’t acting like a good friend. 

T:  Hmmm, is that a problem for you? 

C:  Well, yeah!  (Stop here, rate 2) 

T:  How do you know? 

C:  Because I feel bad and it’s not what I want to happen. 

T:  It does sound like it’s a problem.  What kind of ACTION skill can you use?  (Stop 

here, rate 4) 

C:  Problem solving. 

T:  What’s the first “P” in problem solving? 

C:  Problem—identify the problem. 

T:  So what is the problem you want to solve? 

C:  For Kara to be a good friend. 

T:  Specifically how is she not being a good friend? 

C:  She keeps talking behind my back and it really hurts my feelings.   

T:  So that’s the main problem—that she’s talking behind your back.  (Stop here, rate 6) 

 

3)  IDENTIFYING DESIRED OUTCOME 

 Was the client encouraged to consider what she wanted the outcome to be? In 
 order to rate a higher score, the outcome must be elaborate and thoroughly 
 explored collaboratively with the therapist and client.  

 
0 Not at All 
1 Therapist states the outcome for the child 
2 Some: helps child identify desired outcome as absence of the 

problem with no discussion (e.g., from failing class to not failing 
class) 

3 Therapist conducts some/minimal exploration of desired outcome.  
Discussion mainly surrounds absence of problem, but still limited 
to only the absence of problem (e.g., not failing class by not failing 
tests) 

4 Considerably: Therapist conducts more thorough exploration of 
desired outcome.  Discussion mainly surrounds absence of 
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problem, but with simplistic/minimal expansion beyond absence of 
problem.  

5  
// 
6 Extensively: therapist helps child conceptualize purpose as beyond 

the elimination of a negative situation and broadens perspective of 
good outcome by identifying specific desired improvements. 

 
Purpose:  To determine the extent to which the therapist helped her figure out what she 
wanted the results of problem solving to be.  NOTE:  the highest score that can be 
achieved is a 5 unless the Tx goes beyond eliminating the negative situation and helps 
broaden the client’s perspective on what a good outcome is. 
 
Example: 
T:  So the problem is that Kara is talking behind your back.  What’s the next “P”? 

C:  Purpose. 

T:  What does purpose mean? 

C:  What I want to have happen. 

T:  So what do you want to have happen? 

C:  For Kara to stop gossiping about me.  (Stop here, rate 2) 

T:  What are some other things you would like to have happen? 

C:  For her to stop being such a brat. 

T: What else? 

C:  For us to be friends and not talking behind other people’s backs.  (Stop here, rate 4). 

T:  Is there something that would help your friendship? 

C:  Well, if she would just tell me what she didn’t like so I would know instead of 

gossiping.  (Stop here, rate 5) 

T:  So what would have to happen for that to occur, for her to talk to you rather than 

behind your back?   

C:  Well, I guess I would have to be a better friend so she would want to talk to me when 

she’s mad.   

(Stop here, rate 6). 
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4)  CREATING ALTERNATIVE PLANS  

 Was the client encouraged to explore possible alternative solutions for solving the 
 problem? 

 
0 Not at All 
1 Therapist states one or a few plans 
2 Some: therapist encourages child to formulate 1-2 plans 
3 Therapist encourages child to formulate 3-4 plans 
4 Considerably: encourages child to formulate 5 plans, but does not 

push beyond 5; limited to feasible plan, does not encourage to truly 
engage in brainstorming process (come up w/ ideas irrespective of 
feasibility). 

//  
5 helps child formulate 5 plans, both feasible and unfeasible.  
6 Extensively: helps child formulate as many as possible, both 
 feasible and unfeasible plans.  
***Need to be related to quality and  extend of collaboration (therapist 
should elicit plans rather than giving them or after the child stops giving 
plans, the therapist helps the child brainstorm 
***Code lower if the therapist does not let the child just brainstorm 
without scoring each plan = serious decrease =2 (if evaluating each plan as 
the child goes instead of evaluating all of them after the child has listed 
them) – suppose to be pure brainstorming - cause of rigidity  
 

Purpose:  To determine the extent to which the Tx helped her engage in brainstorming at 
least five possible solutions without censoring her ideas. NOTE:  Rate higher than 4 only 
if plans elicited positive events as well as negative events. 
 
Example: 
T:  So you identified the problem and the purpose.  What’s next? 

C:  Plans, come up with different plans I can try. 

T:  So what is one? 

C:  I could never talk to her again. 

T:  Ok, what’s another? 

C:  I could yell at her, but that’s not really a good idea. (Stop here, rate 2). 

T:  Are we thinking about how good they are or just listing plans right now? 

C:  Just listing them.  So yelling is one. 

T:  OK, what’s another? 

C:  I could talk to her about it.  That’s probably enough.   

T:  Wait a minute, how many do we have? 
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C:  Three. 

T:  How many should we have? 

C:  At least five. 

T:  Why do we need at least five? 

C:  So if one doesn’t work we can try others. 

T:  Good, so what are some more plans? 

C:  I could ignore her or I could tell the teacher.  (Stop here, rate 4). 

T:  Good.  And you said that you would need to be a better friend.  What are a couple of 

ways you could do that? 

C:  Well, I could stop talking behind her back to get back at her. 

T:  What else? 

C:  I could try to be a good listener. 

T:  And how would she know that you’re going to be a good listener? 

C:  I could tell her that when she is mad at me I will be quiet and listen and not yell at her 

or walk away.  

 (Stop here, rate 6). 

 

5)  PREDICT AND PICK SOLUTIONS 

 Was the client encouraged to consider which plan would be most effective for 
 the situation? 

 
0 Not at All 
1 Tells child which plan to pursue 
2 Some: simply asks child which plan would work the best 
3 Asks child for top choices without rating plans 
4 Considerably: rates each plan on some scale 
// 
5 Helps client to assess plans in more in-depth manner (e.g., helps 

client to see what would make a plan a 3 instead of original rating 
of 5; helps client think of potential consequences for each plan)  

6 Extensively: meets criteria for rating of 5 and helps client practice 
plan (e.g., role play) 

 
Purpose:  To determine the extent to which the Tx helped her evaluate efficacy of 
potential plans according to her identified purpose. Emphasis is on matching solutions to 
goals and on solution-generation. Tx helps the client practice the plan (e.g. role play) 
(earns a 6). 
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Example: 
T:  You’ve come up with five plans, so what is the next step? 

C:  Predict and pick. 

T:  And what does that mean? 

C:  Put them in order that they’ll probably work best and pick one to try. 

T:  Good.  So on a scale of 1 to 10, how would you rate never talking to Kara again? 

(Stop here, rate 2). 

C:  Probably a 0 because we wouldn’t be friends if we never talked. 

T:  What about yelling at her?  Do you think yelling would make her want to talk to you 

more? 

C:  No, so a 0 also.  She wouldn’t want to talk to someone who is yelling at her. 

T:  what about talking to her?  How would that work? 

C:  I think that’s the best one, it’s a 9. 

T:  What about the other two? 

C:  Well, ignoring her would be a 1 because it’s better than yelling but she would still 

talk behind my back and not to me.  The last one is a 2 or 3 because she might stop 

gossiping but she would get mad because I tattled then she’d never talk to me. (Stop here, 

rate 4). 

T:  So which one are you going to try? 

C:  Talking to her. 

T:  What do you think will happen?  

C:  She will probably talk with me. 

T:   When do you think you’ll do that? (Stop here, rate 5). 

C:  At lunch. 

T:  How would you like to be treated in this situation? 

C:  I’d want to do it in private so I’m not embarrassed, and I would want her to talk nice 

to me. 

T:  Good.  Do you want to practice now?  I’ll be your friend, and you be you.  (Stop here, 

rate 6). 
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6)  FOLLOW-UP WITH PLANS 
 
 Did the therapist and client discuss the efficacy of the implemented plan (plans 
 from previous problem solving application)?  If the first plan was not effective, 
 was the client encouraged to try an alternative plan? 

 
0 Not at All 
1  
2 Some: asked client if plan worked; vague/superficial follow up. 
3  
4 Considerably: discussion of degree of success of plans takes place. 

If unsuccessful: helps child to identify other alternative plans; may 
involve further problem solving; If successful, discussion of 
functional value of problem solving (e.g., contrast with what the 
outcome would have been if PS not used, if child did not persist 
with alternative plans, etc.) 

 
 5 
 6 Extensively: meets criteria for 4, but also: if unsuccessful, helps to  
  examine why plan did not work; if successful, also involves mood  
  rating, exploration of meaning regarding core schemas. 

 
Purpose:  To determine the immediacy with which the Tx followed up with the client and 
her plan, and helped her come up with more alternatives and continued problem solving.  
NOTE:  Rate higher than 4 only if Tx addresses what to do if no alternatives work. 
 
Example: 
T:  Were you able to talk with Kara yesterday at lunch? 

C:  Yeah, we talked and it went really well.  She said she was sorry and I said it was ok 

but next time please tell me when she’s upset at me and I promise to listen.  So she said 

OK, and I’m not mad at her and things are going the way I want.  (Stop here, rate 2). 

T:  So it sounds like you had a problem, figured out what you wanted to have happen, 

came up with a solution and tried it out, and it worked! 

C:  Yeah, I guess problem solving worked! 

T:  So what if your first plan didn’t work?  Then what? 

C:  I would try the next plan on the list.  (Stop here, rate 4). 

T:  And what if none of them worked? 

C:  I guess I would come up with more plans to try.   

T:  What are some other things you could try if your first plans didn’t work?  (Stop here, 

rate 6) 
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7)  PAT ON THE BACK 
 
 Was the client helped to self-reinforce for trying to solve the problem? 
 

0 Not at All 
1 Therapist was the first to mentioned “pat on the back” in the 

session. 
2 Some. The child was the first to mentioned “pat on the back” 

through the help of the Therapist’s probing. 
3  
4 Considerably: therapist encourages child to self-reinforce in 

session (e.g., pat self on back); it does not matter who was first to 
mention “pat on the back” but instead the emphasis is on the 
extend of the therapist’s encouragement 

// 
5  
6 Extensively: therapist encourages child to self-reinforce in session 

or outside of session (e.g., bubble bath), but also encourages self-
reinforcement even if plan is not successful.  

 
Purpose:  To determine the extent to which the Tx helped the client recognize and self-
reward her effort regardless of how well the plan worked. NOTE: Rate higher than 4 
only if Tx addresses importance of self-reinforcement for trying despite failure. 
 
Example: 
T:  Do you stop with Predict and Pick? 

C:  No, there’s one more, my favorite!  Pat yourself on the back! (Stop here, rate 2). 

T:  What’s that?! 

C:  I tell myself I did a good job and maybe do something good for myself. 

T:  Did you tell yourself you did a good job?   

C:  Yes, and I gave myself a pedicure as a reward.  (Stop here, rate 4). 

T:  Great!  But what if your plan didn’t work, do you still pat yourself on the back? 

C:  Yes, always pat yourself on the back just for trying.  (Stop here, rate 6). 
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Appendix F: Parent Consent Letter and Form for Screening 
 

(SCHOOL LETTERHEAD HERE) 
 

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 
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 
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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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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 G: Youth Assent Form for Screening  
 
I agree to complete a questionnaire and possibly also an interview 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 
 
School: ______________________________ 
 
Ethnicity: 
 
 _____ Hispanic or Latino 
_____ Not Hispanic or Latino 
 
 
Race:  
 
_____ Black/African American 
_____ American Indian/Alaska Native 
_____ Asian 
_____ Native Hawaiian/other Pacific Islander 
_____ White 
_____ I do not wish to disclose this information. 
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Appendix H: Parent Consent Letter and Form for K-SADS-P IVR  
 
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 
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 
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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 I: Youth Assent Form for K-SADS-P IVR  
 

I agree to participate in an interview about my thoughts, feelings, and behaviors.   It has 
been explained to me that this interview will help to determine whether the ACTIION 
counseling program may be helpful for me. This interview has been explained to my 
parent or guardian and he or she has given permission for me to participate. The 
interview will be stopped if I say so.  Specific things that I say during the interview will 
not be shared with anyone.  However, general information about how I am doing and 
feeling may be shared with my parent for the sake of talking about what to do to help me. 
 
I will be asked to complete an interview about my current feelings, behaviors, and 
thoughts. By signing this form I am giving permission for the interview to be audio-taped 
for the purpose of being sure that the interview was conducted correctly.  These tapes will 
be erased as soon as the ACTION program is completed. 
 
It is okay if I decide to stop my participation in this interview at any time.  When I sign 
my name to this page I am indicating that this page was read to me and that I am agreeing 
to participate.   
 
 
             
Child/Adolescent Signature      Date 
 
 
             
Staff/Researcher Signature      Date 
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Appendix J: Parent Consent and Youth Assent for Pre-treatment Assessment and 
Treatment  

 
 

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 
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, 
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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 
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. 
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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, you can call Kevin Stark, Ph.D. at (512) 471-
4407, your school counselor, or principal. You may also contact the project coordinator, 
Jennifer L. Hargrave, Ph.D., with questions, concerns, or to withdraw from the study at 
any time at (512) 471-0218. 
 
 
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.” 
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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 
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 ***PLEASE RETURN THIS FORM TO YOUR SCHOOL COUNSELOR*** 
 

Child/Adolescent Assent Form 
 

I agree to participate in a study that is interested in evaluating the relationship between 
thoughts, feelings, and interpersonal behaviors in children and adolescents.  I understand 
that this study has been explained to my parent or guardian and that he or she has given 
permission for me to participate.  I understand that I may decide at any time that I do not 
wish to continue this study and that it will be stopped if I say so.  Information about what 
I say and do will not be given to anyone else unless I say so.   
 
I understand that I will be asked to complete an interview about my current feelings, 
behaviors, and thoughts as well as a number of questionnaires about myself and my 
family.  I understand that by signing this form I am giving permission for the interview to 
be audio-taped for research purposes and that these tapes will be erased as soon as the 
study is completed. 
 
I understand that it is all right if I decide to stop my participation in this study at any time.  
When I sign my name to this page I am indicating that this page was read to me and that I 
am agreeing to participate in this study.  I am indicating that I understand what will be 
required of me and that I may stop my participation at any time. 
 
 
             
Child/Adolescent Signature      Date 
 
 
             
Staff/Researcher Signature      Date 
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 Appendix K: Beck Depression Inventory for Youth (BDI-Y) 
 

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. 
 
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 
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 L: Treatment Objectives 
 

 
Meeting 1: Introductions and Establishing Rules 
 Discuss parameters of meetings 
 Introduce counselors and participants 
 Establish rationale for treatment 
 Discuss confidentiality 
 Establish group rules 
 Build group cohesion 
 Establish within group incentive system 
Meeting 2: Coping Through Pleasant Events 
 Introduce participants to chat time and agenda setting 
 Establish pragmatics of completing homework 
 Introduce mood meter and Take ACTION List 
 Complete within session coping activity 
Meeting 3: Recognizing Emotions, Coping, & Identification of Primary Concerns 
 Discuss importance of thinking about meetings and doing practice  
 Introduce clients to various therapeutic components 
 Focusing on the positive 
 Affective education 
 Coping strategies 
Meeting 4: Supporting Goal Attainment & Application of Emotion Focused Coping 
 Extend group cohesion 
 Review participant goals and strategies 
 Discuss application of coping strategies 
 Complete coping skills activity within session 
Meeting 5: Introduction to Problem Solving 
 Experience impact of coping skills activity within session 
 Introduction, extension and application of problem solving 
 Introduction to brainstorming step of problem solving 
Meeting 6: Thoughts Effect Feelings 
 Demonstrate the role of cognition in emotion and behavior 
 Introduce connection of thoughts to feelings 
 Enactment of coping skills activity within session 
Meeting 7: Application of Problem Solving to Real Life Situations 
 Apply problem solving to real life situations 
 Practice brainstorming activity 
 Experience coping skills activity within session 
Meeting 8: Application of Problem Solving to Teasing 
 Apply problem solving to teasing 
 Experience coping skills activity within session 
Meeting 9: Application of Problem Solving to Interpersonal Problems 
 Apply problem solving to interpersonal problems 
 Experience coping skills activity within session 
Meeting 10: Preparation of Group for Cognitive Restructuring 
 Prepare for cognitive restructuring 
 Experience coping skills activity within session 
 Practice cognitive restructuring 



   

135 

Meeting 11: We Construct Our Perceptions 
 Introduce how perceptions are constructed  
 Illustrate how depression distorts thinking 
 Provide rationale for changing negative thoughts 
Meeting 12: Building A Positive Self-Schema & Talking Back to Negative Thoughts 
 Practice identifying negative thoughts of group members 
 Introduce client strengths through a Self-Map 
 Practice cognitive restructuring 
Meeting 13: Building A Positive Self-Schema & The Cognitive Restructuring Question 
 Practice identifying negative thoughts 
 Continue identifying strengths for the self-maps 
 Practice cognitive restructuring with questions using alternative interpretations 
Meeting 14: Building A Positive Self-Schema & The Cognitive Restructuring Question: What is 
a different way of looking at it? 
 Continue identifying negative thoughts 
 Add strengths to the self-maps 
 Practice cognitive restructuring 
Meeting 15: Building A Positive Self-Schema & The Cognitive Restructuring Question: What are 
the clues that tell me this thought isn’t true? 
 Continue identifying negative thoughts 
 Add strengths to the self-maps 
 Introduce examining evidence as a tool for cognitive restructuring 
Meeting 16: Building A Positive Self-Schema & The Cognitive Restructuring Question: What are 
the clues that tell me this thoughts isn’t true? 
 Continue identifying negative thoughts  
 Add strengths to the self-maps 
 Practice cognitive restructuring 
 Prepare for termination 
Meeting 17: Integration and Application of Cognitive Restructuring Questions 
 Continue adding strengths to the self-maps  
 Integrate and apply cognitive restructuring 
 Continue preparing for termination 
Meeting 18: Bring It All Together 
 Continue adding strengths to the self-maps 
 Integrate and apply all of the learned skills 
 Continue preparing for termination 
Meeting 19: Bring It All Together 
 Draw conclusions from self-maps 
 Empowerment activity for clients to continue using skills on their own 
 Prepare for group termination 
Meeting 20: Saying Good Bye 
 Say goodbye to the group 
 Say goodbye to negative thoughts and feelings 
 Terminate 
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Appendix M: Skills Check Measures 
 

Cohort 1: ACTION Mastery Questions #2 
 
What are the 5 P’s (steps) to problem solving? 
1. ______________________________________________________________________ 
2. ______________________________________________________________________ 
3. ______________________________________________________________________ 
4. ______________________________________________________________________ 
5. ______________________________________________________________________ 
 
You have a problem. You notice that you are feeling sad. Give an example of how you 
would solve this problem by using the 5 P’s. 
1. ______________________________________________________________________ 
2. ______________________________________________________________________ 
3. ______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
4. ______________________________________________________________________ 
5. ______________________________________________________________________ 
 
Cohort 2-6: Skills Check #2 
 
Our bad feelings come from either things we don’t like happening to us or having 
negative thoughts. When things we don’t like happen, sometimes, we can change them 
and sometimes we can’t. Tell us about a time when something happened that caused you 
to feel bad, and you could change what was happening. 
______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Think about what you talked about above. First write the 5 Problem Solving Steps, the 5 
P’s, and then tell us what you did or could have done for each step. For the Plans step, tell 
us at least five plans.  
 
Problem Solving Steps    What you did. 
1. ________________    ___________________ 
2. _______________     ___________________ 
3. What are my plans?     1) _________________ 
       2) _________________ 
       3) _________________ 
       4) _________________ 
       5) _________________ 
4. _______________     ___________________ 
5. _______________     ___________________ 
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Appendix N: Expectancies for Change Questionnaire 
 
 

1. How logical does our program seem to you? 
 
0 1 2 3 4 5 6 7 
Doesn’t make      Super 
Any sense      Sensible 
 

2. How confident are you that this program will be successful at helping you feel 
happier? 
 

0 1 2 3 4 5 6 7 
Not at all      Super 
       Confident 

 
3. How confident would you be in recommending this program to a friend who was 

feeling extremely sad? 
0 1 2 3 4 5 6 7 
Not at all      Super 
       Confident 
 

4. If you were extremely sad, would you be wiling to participate in this program? 
0 1 2 3 4 5 6 7 
Absolutely Not     Definitely  
       Yes 
 

5. How successful do you feel this program will be in increasing your feelings of 
happiness and self-confidence? 

0 1 2 3 4 5 6 7 
Not at all      Super 
Successful      Successful 
 

6. How much do you want to change the way you feel? 
0 1 2 3 4 5 6 7 
Not at all      Super Much 
        
 

7. How hard are you willing to work to change how you feel? 
0 1 2 3 4 5 6 7 
Not at all      Super Hard 
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