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Eval uated whether a universal school -based program, designed to prevent depression
in adolescents, could be effectively implemented within the constraints of the school
environment. Participantswere 260 Year 9 secondary school students. Sudents com-
pleted measur es of depr essive symptomsand hopel essnessand werethen assignedto 1
of 3 groups:. (a) Resourceful Adolescent Program-Adolescents (RAP-A), an 11-ses-
sion school-based resilience building program, as part of the school curriculum; (b)
Resourceful Adolescent Program-Family (RAP—F), the same programasin RAP-A,
but in which each student’ s parentswereal so invited to participatein a 3-session par-
ent program; and (c) Adolescent Watch, a comparison group in which adolescents
simply completed the measures. The program was implemented with a high recruit-
ment (88%), low attrition rate (5.8%), and satisfactory adherence to program proto-
col. Adolescentsin either of the RAP programs reported significantly lower levels of
depressive symptomatol ogy and hopel essness at post-intervention and 10-month fol -
low-up, compared with thosein the comparison group. Adol escentsal so reported high
satisfactionwith the program. The study providesevidencefor theefficacy of a school -
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based universal program designed to prevent depression in adolescence.

Studieshaverepeatedly demonstrated thehigh prev-
aenceand harmful effectsof depression during adoles-
cence (Fleming & Offord, 1990; Keller, Lavori,
Beardslee, Wunder, & Ryan, 1991; Peterson et al.,
1993). Although there are variations across studies be-
cause of differencesin methods employed, the point of
prevalence of clinical depression for adolescents
ranges between 0.4% to 8.4 % (Anderson & McGee,
1994; Fleming & Offord, 1990). Lifetime prevalence
rate for major depressive disorder in adolescents has
been assessed to vary between 15% and 20% (Birmaher
et al., 1996). Thus, ahigh priority for mental health re-
searchisto devel op cost-effective prevention programs
for depression in adolescents.

Animportant considerationintheareaof prevention
of adolescent depression iswhether to implement uni-
versal programsthat involve whol e populations, selec-
tive programs that involve adolescents selected on the
basis of a known population risk factor, or indicated
programs that involve individuals showing mild to
moderate signs or symptoms of a disorder (Mrazek &
Haggerty, 1994). Each method has advantages and dis-
advantages. Universal prevention programs have been
criticized for being expensive to mount and for involv-
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ing implementation difficulties; however, they over-
come other problems generally associated with
indicated and selective prevention programs. Thelatter
raise ethical problems of labeling and stigmatizing and
the practical problem of low participation and retention
rates. However, some innovative indicated and selec-
tive programshaverecently beentrialed. | ndicated pro-
grams have typically targeted adolescents with
elevated or subclinical levels of depressive symptoms
(Clarke et a., 1995; Jaycox, Reivich, Gillham, &
Seligman, 1994).

One indicated trial, the Pennsylvania Depression
Program for adol escents ages 10 to 13 years (Jaycox et
a., 1994), included three separate programs focusing
on teaching (a) cognitive skills, (b) social problem-
solving skills, and (c) a combination of cognitive and
socia problem-solving skills. Training in assertive-
ness, negotiation, and coping skills was al so included.
After finding no significant difference among thethree
intervention modalities, the groups were combined, re-
sulting in a treatment sample of 69 participants and a
wait-list control group of 74 participants. Significant
improvements in depressive symptoms were obtained
for the intervention group compared to controls at
posttest, 6-month follow-up, and 2-year follow-up
(Gillham, Reivich, Jaycox, & Seligman, 1995). This
study indicates that prevention efforts to build resis-
tance to depression seem promising during early ado-
lescence. A limitation of the study was the possible
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biasing effect of a self-selected sample in conjunction
with thelow initial recruitment rate (between 13% and
19%) and high attrition rate (30%).

In asecond indicated prevention study using an ad-
aptation of the treatment approach developed by
Lewinsohn, Clarke, Hops, and Andrews (1990), Clarke
et al. (1995) reported significant improvement in de-
pression for an indicated intervention group compared
to await-list group of 14- to 15-year-old adolescents.
The program was more successful than Jaycox et al.
(1994) at recruiting adolescents; however, it still only
succeeded in engaging lessthan 50% of the adol escents
identified as being at risk for depression. There was
also areasonably high attrition rate, particularly in the
intervention group (21 out of 76). In another indicated
trial, Hains and Ellmann (1994) reported positive re-
sults for their program, which consisted of problem
solving, cognitive restructuring, and anxiety manage-
ment, reducing depression scores in volunteer adoles-
cents who had been classified as having high arousal
levels. These authors also reported difficulty with pos-
sible self-selection bias.

These studies provide evidencefor the usef ul ness of
indicated prevention programs. They also highlight dif-
ficulties associated with recruitment and retention of
adolescents. To the adolescent, such programs could be
seen to put them at risk of being singled out from their
peer group at an age when peer group acceptanceis es-
pecialy important. This problem might be substan-
tialy reduced if intervention programs for adolescent
depression could be implemented routinely as part of
the school curriculum, as either an aternative or com-
plement to indicated programs. The question arises as
towhether such auniversal interventionisbothfeasible
and effective given the “real-world” restrictions im-
posed by the school context.

The Resourceful Adolescent Program (RAP;
Shochet, Holland, & Whitefield, 1997) was devel oped
tomeet thisneed. An 11-session programtargeting Y ear
9 adolescents—Resourceful Adolescent Program—Ad-
olescents (RAP-A)—was designed and piloted for im-
plementation in the classroom as part of the school
curriculum. The program content (outlined in the fol-
lowing) utilizesmany of thecognitive—behavioral inter-
ventions of the successful indicated prevention trials
discussed previously, while also addressing interper-
sonal and family risk and protective factorsfor depres-
sion. A three-session parallel program for parents was
designed. The main goal of the parent program wasto
addresstherisk factor of severe family conflict and the
protectivefactorsof aresponsiveand warm parent—ado-
lescent relationship (for research, reviews, and discus-
sion on family factors and depression, see Kaslow,
Deering, & Racusin, 1994; Lewinsohn, Clarke, Seeley,
& Rohde, 1994; Shochet & Dadds, 1997).

The purpose of thisstudy wasto investigate the effi-
cacy of a universal depression prevention program
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within the constraints of the school environment. We
needed to determine, in the first instance, whether it
wasfeasibleto effectively recruit and keep adol escents
in a universal school-based program and whether the
intervention would achieve adequate program fidelity
in the classroom context. Next we needed to assess (a)
whether such aprogram would be effectivein reducing
and preventing depressive symptoms and (b) whether
the adol escentswoul d approve of the program and con-
sider it beneficial.

Thestudy compared three prevention conditions: (a)
RAP-A, in which only adolescents participated in the
program; (b) Resourceful Adolescent Program—Family
(RAP-F), inwhichadol escentsparticipated inthesame
RAP program and their parents were invited to attend
the RAP program for parents, and (c) Adolescent
Watch (AW) comparison group. It was expected that
both intervention groups (RAP-A and RAP-F) would
be associated with fewer depressive symptoms at
postintervention and 10-month follow-up compared to
the nonintervention comparison group. It was also fur-
ther expected that intervention effectswould be greater
for RAP-F than for RAP-A.

Method
Participants

The study was conducted at a large secondary
school in Brishane, Australia, an urban city of approxi-
mately 1.3 million people. Participating students were
from families of low- to middle-class socioeconomic
status, the majority of whom were Anglo-Saxon and
Christian in origin. All studentsin Year 9 (N = 295)
from two separate cohorts (1996 and 1997) were in-
vited to participate in the study. After written parental
consent wasobtained, atotal of 260 adol escentsages12
to15yearsold (88.1% of thetotal Y ear 9 population; M
age=13.49years, SD = 0.54) and comprising 121 boys
(46.54%) and 139 girls (53.46%) remained. Class
teachers identified students who were “integrated”
(those previously noted by educational professionalsas
having developmental delays or learning disabilities
and not intellectually able to understand the RAP ses-
sion content). Although integrated students continued
to participate in the study, they (n = 4) were not in-
cluded in the total number of participants and no data
were collected for purposes of this study. Participant
numbers after referrals for individual counseling (dis-
cussed in the following), absentees, and attrition at
postintervention and follow-up (broken down by co-
hort andinterventiongroups) arepresentedin Table 1.

Given that this was a universal program being con-
ducted in one school, it was considered important to
control for contamination from the active treatment to
the comparison group. This was achieved by conduct-
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Table 1. Participantsin RAP-A or RAP—F and AW at the Various Program Stages

1996 Cohort 1997 Cohort
AW RAP-A RAP-+F Combined Total

Total Sample Invited 144 151 295
Consented 126 134 260
Total Absent at Preintervention Assessment 1 4 5
Total Assessed at Preintervention 125 130 255
Excluded for Reasons of Developmental Disability 2 2 4
Excluded Because of Clinical Diagnosis at Preintervention

and Referred for Individual Counseling 5 4 9
Total Usable Assessments at Preintervention 118 124 242
Total Assigned Into Intervention Groups 118 68 56 242
Total Assessed at Postintervention 107a 65 56 228
Total Assessed at Follow-Up 90 53 51 194

Note: RAP-A =Resourceful Adolescent Program—Adol escent; RAP—F = Resourceful Adolescent Program—Familes; AW = Adol escent Watch.

3 ncludes relocations and absentees.

ing the program with two different cohorts in the same
school (1996, 1997) withthe 1996 Y ear 9 studentsserv-
ing asthe control group, and the 1997 students serving
astheactiveintervention groups(RAP-A or RAP-F).

M easures

Three depression measures were administered to
provide convergent data on adolescents’ self-report of
depressive symptomatol ogy: the Child Depression In-
ventory (CDI; Kovacs, 1992), the Reynolds Adoles-
cent Depression Scale (RADS; Reynolds, 1987), and
the Beck Hopelessness Scale (BHS; Beck, Weissman,
Lester, & Trexler, 1974). The CDI isacommonly used
measure of childhood depression in which 27 items
each provide three response options. In this study, and
in accordance with the agreement established with the
school, oneitem relating to suicidal ideation was omit-
ted, leaving 26 items and a total possible score of 52.
Kovacsdescribed the CDI ashaving good internal con-
sistency and moderatetest—retest reliability inidentify-
ing depressive states.

TheRADS(Reynolds, 1987) consistsof 30itemson
a 4-point scale, ranging from 1 (almost never) to 4
(most of thetime), yielding atotal possible score of 120.
Again, in accordance with the agreement with the
school, one item (“I feel like hurting myself”) was
omitted, leaving a total score possible of 116. The
RADS isdescribed as having high internal consistency
and extensive evidence of content validity (Reynolds,
1987). The BHS (Beck et al., 1974) consists of 20 true/
false items that measure the extent of an adolescent’s
negative attitudes about the future. Total scores range
from 0to 20 with higher scoresindicating greater levels
of hopelessness (Beck & Steer, 1988).

For ethical reasons, all studentswere actively moni-
tored and those considered in need of clinical interven-
tion were referred for additional assessment and

possible treatment. Attempts were made to balance
participants’ rightsto privacy with aduty of caretoin-
tervenewhen studentswere considered at risk (Shochet
& O’ Gorman, 1995). Tothisend, cliniciansscrutinized
the questionnaires of adolescents who scored in the
clinical range on the RADS (above 74). When there
was al so consistent evidence of depression on the basis
of scoresabovetheclinical rangein either the CDI (20)
and the BHS (9), the adol escents concerned were indi-
vidually assessed. Asaresult, 15 adolescentswereindi-
vidually interviewed, and 9 were subsequently referred
for additional assistance (we have no detailed informa-
tion on the course of this assistance). These 9 partici-
pants continued in the universal program but were
excluded from data analysis. (Table 1 reflects these
exclusions).

Procedure

All adolescents were assessed on three occasions,
preintervention, postintervention, and follow-up.
Preintervention assessment occurred 2 weeks before
start of the program. Postintervention was completed
within 3weeksof theend of the adol escent intervention
program. The follow-up assessment occurred 10
months after postintervention. Both pre- and
postintervention assessment comprised the same mea-
sures and procedures, and there were no differencesin
assessment conditions for the intervention groups ver-
sus controls. Participants in the comparison cohort
(1996) were assessed at the same intervals, planned to
coincide with those on the intervention cohort. There
was a 5-month time span between the first week of
preintervention and the end of the postintervention
(i.e., 2weeksfrom pretesting to start of the program, 11
weeks of the program including the midsemester vaca-
tion, and 3 weeks before completion of the
postintervention). For practica reasons related to
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school time-tabling, the AW pre- and postassessments
occurred in the 5-month period during the latter half of
the school year, asopposed to thefirst half of the school
year for the RAP group.

The assignment to intervention versus control
groups was done purely on the basis of the cohort.
Given the universal nature of the program, there was a
strong likelihood that the teenagers would share infor-
mation about sessions with those peers who were not
assigned to the program. In addition, school authorities
were unhappy about the possibility of running the pro-
gram with only half the cohort. Thus, the 1996 Y ear 9
cohort was assigned to the AW comparison group,
whichinvolved thenormal school curriculumand three
assessments, and the 1997 students served asthe active
intervention groups (RAP-A or RAP-F). Although
there were no differences in cohorts on variables such
as soci oeconomic statusand academic ability or gender
composition, we were aware that thisdesign could cre-
ate a potential cohort effect confound. Probability of a
confound from cohort effects was considered less
likely, however, than the potential of atreatment con-
tamination effect if each cohort wasdivided in half and
then randomly allocated to intervention and compari-
soN groups.

The RAP-A program was designed to be run in
groups of approximately 8to 12 participants per group.
Preexisting classes of approximately 23 to 30 students
eachweredivided into 2 or 3 groupsand then randomly
assigned one facilitator for each of 13 groups. There
were no known differences in educational attainment
levels or emotional problems among facilitation
groups. Within the intervention cohort there was ran-
dom assignment by facilitation group of participants
into RAP-A (in which participants received the 11-
week adolescent program only) and RAP—F (in which
participants received the 11-week adolescent program
and parents of participants were invited to the parent
program). As aresult of this process, 56 adolescents
(that is, approximately half) were assigned to RAP—F,
and their parents were invited to attend three parent
evenings, which occurred within Weeks 4 and 9 of the
adolescent program.

RAP-A program. The RAP program is a fully
manualized group treatment availablefrom thefirst au-
thor. Eleven group sessionswere conducted weekly for
between 40 and 50 min during school classtime. Spe-
cifically, sessionswereasfollows: Session 1, establish-
ing rapport; Session 2, affirmation of existing
strengths; Sessions 3 and 4, promoting self-manage-
ment and self-calming skills in the face of stress; Ses-
sions 5 and 6, cognitive restructuring; Session 7,
problem solving; Session 8, building and accessing
psychological support networks; Sessions9 and 10, in-
terpersonal components designed to promote family
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harmony and avoid escalation of conflict; Session 11,
summary and termination. The content and process of
each session of the program is specified in a Group
Leader’s Manual (Shochet et al., 1997). Complimen-
tary participant workbooks (Shochet et al., 1997) were
provided to each student in the program.

Asisevident, Sessions 1 through to 7 follow cogni-
tive-behavioral therapy (CBT) approaches (e.g.,
Clarke et a., 1995). Sessions 8 to 10 address interper-
sonal risk and protective factorsin adol escent devel op-
ment (Mufson, Moreau, Weissman, & Klerman, 1993).
Interpersonal conflict is a well-established correlate
and predictor of future depression (Hammen & Peters,
1978; Harter & Jackson, 1993; Lewinsohn et al., 1994).
In the interpersonal components of the RAP program,
groups discuss role transitions during adolescence
(such as moving towards greater independence while
maintaining positive relations with parents) and en-
courage useof skillsto promoteharmony, avoid escala-
tion of conflict, and find ways of repairing conflictual
situations. Interpersonal components also cover the
skills of perspectivetaking, that is, the ability to under-
stand another person’s perspective, and skills to
broaden social support.

RAP-F program. Three parent group sessions
were conducted at 3-week intervals over the 11-week
duration of the RAP-A program. Each session lasted 3
hr and was conducted at night to maximize parental at-
tendance. Sessions were conducted with two group fa-
cilitators. The content of the sessions was as follows:
Session 1, identification of existing parental strengths
and identification and management of stressto enhance
cam and effective parenting; Session 2, provision of
information on normal adolescent development and
strategies for promoting adolescent self-esteem and
balancing independence and attachment issues; and
Session 3, provision of strategies to promote family
harmony and manage conflict. A number of strategies
were used to maximize involvement of parents in
RAP-—F, including scheduling night meetings, individ-
ua invitations, reminder letters, and the provision of
supper.

Facilitators. Group leaders for the adolescent
program were psychologists with varied training and
experience, ranging from experienced clinicians to
graduate psychology students on practicum. Thirteen
facilitators of the adolescent program were randomly
assigned to the RAP— or RAP-A conditions. The par-
ent program was facilitated by trained psychologists
that did not facilitate any of the adolescent programs.
All facilitators attended 15 training sessionsinvolving
25 hr of training. Training involved three elements: (a)
two orientation workshops prior to commencement of
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the RAP program,; (b) 11 supervision and session-plan-
ning meetings of approximately 1¥% hr each, held after
every RAP session; and (c) one final debriefing meet-
ing at conclusion of the RAP program. Training and su-
pervison meetings were conducted by three
experienced clinical psychologistsinvolved inthe pro-
gram. Each facilitator was asked to present any group
processand practical problemsthat aroseinthe session,
and these were all discussed in turn (for example, how
to encourage nonparti cipating students, how to manage
disruptive behavior).

To ensure the program was delivered within the pa-
rameters specified in the Group Leader’'s Manual,
group facilitators self-monitored their implementation
or were monitored by independent observerswho were
clinical supervisorsfromthe RAP project, or both. The
observersrotated acrossthe variousfacilitation groups.
Integrity checks required the observer to indicate
(“yes—no” response) whether the facilitator had cov-
ered the content areas of the particular session as out-
lined on a session outline checklist. The number of
content areas per session ranged from 5 to 11. Integrity
checks by independent observers were carried out on
12.5% of RAP sessions, and self-ratings were com-
pleted on 57% of sessions.

Processevaluation.  Processevaluation of RAP—
A was completed by adolescents at the completion of
their participation in the program. A 5-point Likert
scale ranging from 1 (no value) to 5 (great value) was
provided for participantsto respond to eight questions.
Questions probed perceived value of the program for
adolescentsin their everyday life, that is, whether it as-
sisted their interactions with family and friends, im-
proved their confidence levels, and improved their
coping skills. A further six items asked participantsto
rate the usefulness of each of the RAP topics out of 10,
and the overall usefulness of the program on a 5-point
scale of 1 (not at all useful) to 5 (very useful).

Results

Statistical analyses revealed no significant differ-
ences among the intervention groups on variables of
gender and any of the preintervention depression mea-
sures. Asexpected, therewasasmall agedifferencere-
sulting from the fact that assessment of the AW group
began in the second semester as opposed to thefirst se-
mester for the RAP group. The AW group had amean
ageof 13.7 years (SD = 0.47), whereasthe RAP groups
had amean age of 13.2 years(SD = 0.45). However, the
pattern of results did not change when age was or was
not included as a covariate. Consequently, the results
presented here do not involve the use of age as a
covariate.

As can be seen in Table 1, there appeared to be a
higher attrition rate in the AW groups compared to the
RAP groups. This difference was not statisticaly sig-
nificant, x2(2, N = 242) = 5.44, p = .067. We neverthe-
less established that there were no significant
differences in preintervention depression levels for
participants who remained in the study compared to
thosewholeft the program or were absent at follow-up.

Program Integrity and Attendance

Mean percentage of content areas correctly covered
by each facilitator for Sessions 2 to 10 in RAP-A was
90.5, 92.5, 93.5, 85.0, 85.6, 88.6, 88.9, 91.1, and 87.9,
respectively. There was no difference between mean
percentage of correct implementation according to self
versusother ratings, F(1, 141) = 1.27, ns. Thus, facilita-
tors achieved high levels of integrity in terms of pro-
gram content. Given time-tabling constraints of the
school, this adherence to program content was consid-
ered satisfactory. Attendance rates were accurately
kept on 75% of participantsin the program. All partici-
pating adol escentsattended at least 9 of 11 sessions. At-
trition rate for the program was low, as only 2% of
students did not compl ete the program, and the major-
ity of these students left the school during the term of
the program. Attendance rate for the parentsin RAP—
wasvery low. Only 36% of adolescentsin RAP-Fhada
parent, or parents, who attended at least one of the par-
ent sessions, and only 10% had a parent, or parents,
who attended all three of the parent sessions.

Analyses of Intervention Effects

We conducted a repeated measures multivariate
analysis of variance (MANOVA) with the between-
participants factors of intervention group (RAP-A,
RAP-F, and AW) and gender, and within-participants
factor of time (preintervention, postintervention, and
follow-up), on the depression measures (RADS, CDI,
and BHS) considered together. The MANOV A showed
main effectsfor intervention group, F(6, 342) =2.22, p
<.05; time, F(6, 167) =8.20, p<.001; and gender, F(3,
170) = 5.33, p < .01, as well as time by intervention
group interaction effects, F(12, 336) = 1.81, p < .05.
There were no Gender x Time or Gender x Time x In-
tervention Group effects. Univariate results of the
MANOV A showed that the Intervention Group x Time
interaction effect was found on the CDI, F(4, 344) =
3.15,p<.05,andthe BHS, F(4, 344) =3.37, p< .01, but
not on the RADS.

To examine the source of the Intervention Group x
Time interaction on the CDI and the BHS, three sepa-
rate univariate repeated measures analyses of variance
were conducted for the two measures, comparing each
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intervention group against the other. For RAP-A ver-
sus AW, there was a significant Time x Intervention
Groupinteractionfor theCDI, F(2,130) =3.19, p<.05,
and the BHS, F(2, 130) = 5.19, p < .01. Similarly, for
RAP-F versus AW, therewas asignificant Time x In-
tervention Group interaction for both the CDI, F(2,
130) =4.85,p<.01, andthe BHS, F(2, 129) =5.18, p<
.01. For RAP-A versus RAP—F there were time effects
only for CDI, F(2,99) = 8.76, p < .001, and BHS, F(2,
96) = 7.13, p<.001, but no Time x Intervention Group
effects. Thusthetwo intervention groupsdiffered from
the comparison group but not from one another.

Paired (two-tailed) t tests were conducted to exam-
ine the time effect within the Time x Intervention
Group interaction effects on the CDI and BHS. From
preintervention to postintervention, there were signifi-
cant reductionsfor the RAP—F group onthe BHS (t =—
2.09, p <.05) and CDI (t =-2.67, p < .01) and for the
RAP-A group on the CDI (t =-2.35, p < .05). For the
AW group there was a significant increase on both the
BHS(t=2.8,p<.01) andontheCDI (t=2.07, p<.05).
From preintervention to follow-up, there were signifi-
cant reductionsfor the RAP-F group on boththeBHS(t
=-2.30,p<.05) and CDI (t =-2.15, p<.01) aswell as
for the RAP-A group on the BHS (t = -2.75, p < .01)
and CDI (t =-2.59, p < .05). For the AW group there
were no significant differences in depression scores
from  preintervention to  follow-up.  From
postintervention to follow-up there were no significant
shifts with the exception of a significant decrease in
CDI scoresfor the AW group (t =—2.37, p<.05). Thus
these analyses indicate that active intervention groups
had significant reductions in CDI and BHS levels
largely through changes from pre- to postintervention
and maintenance of these changes at 10-month follow-
up (resulting in significant shifts from preintervention
to follow-up). For the comparison group, there was an
initial increase at postintervention. There was also a
slight decrease at follow-up, resulting in no significant
shiftsfrom preinterventiontofollow-up (seeTable2).

Insummary, resultsshow statistically significant in-
tervention effectsfor both the RAP intervention groups
compared to the comparison group. They also show
that the two RAP intervention groups did not differ
from one another. Analyses presented in the following
examinewhether these effectsare clinically significant
ones.

Clinical and Health Promotion
Significance

Examining clinical significance is considered stan-
dard practiceintreatment outcome studies (Jacobson &
Truax, 1991), but thereisno predefined approach to ex-
amining thisissuewith respect to prevention and health
promotion. Extrapolating from treatment outcome
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studies, it isimportant to determineintervention effects
on the number of peoplefalling into clinical categories
of depression, but also for those faling into the
subclinical and healthy categories of depression at pre-
test, posttest, and follow-up. Thus we examined three
questions: (a) How many adolescentsfell into theclini-
cal, subclinical, and healthy categories of depression
for the RAP and AW groups at preintervention,
postintervention, and follow-up? (b) How many ado-
lescentswho began with subclinical symptomsfell into
the healthy, clinical, or subclinical ranges at posttest
and follow-up? (c) How many adolescents who were
healthy to begin with moved either into subclinical lev-
elsor clinical levelsat postintervention and follow-up?
Because of the problems of defining these categories
based on one self-report score only, we aimed to reduce
the possibility of false positives by defining the catego-
riesof healthy, subclinical, and clinical based on acon-
vergence of the two measures (CDI and BHS). These
measures were chosen as they measured different as-
pects of depression symptomology and were both sen-
sitive to intervention effects as shown in the previous
analyses. (The inclusion or exclusion of the RADS
from the analyses presented here did not alter the pat-
tern of results.) It was also important to establish crite-
ria based on preexisting empirical data. Thus, criteria
for judging the clinical status of each adolescent were
asfollows:

Clinical: On or abovethe clinical range on both the
CDI andthe BHS. We used the clinical cutoff of 20 and
above as suggested in the test manua of the CDI
(Kovacs, 1992). A score of 9 and abovewas used asthe
clinical cutoff onthe BHS, whichisconsidered indica-
tive of moderate to severe hopelessness (Beck et al.,
1974).

Subclinical: Above average symptoms, as defined
inthetest manuals, on both the CDI (12 and above) and
the BHS (4 and above), but not in the clinical range on
both measures.

Healthy: Not in the clinical range on either of the
measures, and in the normal range on one or both of the
measures.

For reasons of small sizes in the clinica
subgrouping analyses and given that there were no
differences in intervention effects for the two inter-
vention groups, the RAP-A and RAP— groups were
combined for clinical significance analyses. Table 3
shows the preintervention, postintervention, and fol-
low-up clinica status of the adolescents. At
preintervention, there were no significant differences
between the intervention groups with respect to the
clinical and health status of participants, x2(2, N =
240) = 1.99, p > .37. At postintervention, there were
significant differences between the RAP and AW
groups, x2(2, N = 220) = 11.89, p < .005, with the
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RAP group associated with lower rates of clinical and
subclinical depression and higher rates in the healthy
range compared to their comparison counterparts. At
follow-up there were similar significant differences
between the RAP and AW groups, x2(2, N = 192) =
10.63, p < .01, with RAP groups showing lower rates
of clinical and subclinical depression and higher rates
in the healthy range. Next, we tracked movements
into the three subcategories for the AW and RAP
groups at postintervention and follow-up, based on
their preintervention clinical status. Table 4 sets out
the numbers and percentages in this regard.

First we examined differences between RAP and
AW in the percentages of those who moved into
subclinical and clinical categories for children who
were healthy a preintervention. There was a
nonsignificant trend toward fewer clinical casesin the
RAPgroup at postintervention, x2(2, N=177) =5.09, p
= .08, and this difference was significant at follow-up,
X2(2, N=150) =9.38, p< .01. At follow-up, 10.1 % of
the “healthy” adolescentsin the AW group moved into
the subclinical or clinical categories compared to 1.2%
in the RAP group.

Next, we analyzed datafor adolescentswho werein
the subclinical category at preintervention. There were
significant differences between the RAP and AW
groupsin clinical status at postintervention, x2(2, N =
40) =7.25, p< .05, and follow-up, X2(2, N=37) =6.04,
p <.05. None of the subclinical adolescentsinthe RAP
program  moved into the clinical range at
postintervention or follow-up, compared to 10.5% at
postintervention and 17.6% at follow-up for the AW
group. In contrast, 71.4% of the subclinical adolescents
in the RAP group moved into the healthy category at
postintervention and 75% at follow-up. For subclinical
children in the AW group, only 31.6% moved into the
healthy category at postintervention and 41% at follow-
up.

Table 4 also shows that the numbers of adolescents
who werein the clinical range at preintervention were
too small to compute statistical tests or make definitive
conclusions.

Process Evaluation

Overall, participantsrated the usefulness of the pro-
gram as moderate to high. The overal rating for the
program’ s usefulness on a 5-point scale was M = 3.89,
D =.91. Meansfor the eight items measuring positive
outcomes on a 5-point scale ranged from alow of 2.96
(“How much value werethe sessionsto theway you re-
lateto family members?’) to 3.58 (“Would you recom-
mend the program to your friends?’). There were no
differences in ratings of outcomes between boys and
girls. With reference to the six program content areas,
the ranked mean ratings out of 10 were: problem solv-
ing, M =6.13, 3D = 2.34; self-talk, M =6.06, SD =2.40;
resolving interpersonal problems, M = 6.04, SD = 2.56;
recognizing personal strengths, M = 5.95, D = 2.25;
understanding body cues, M =5.75, SD = 2.32; and sup-
port networks, M =5.69, SD = 2.35. Therewereno gen-
der differences in ratings of the content areas and no
interaction between gender and content area. However,
amain effect for content area, F(5, 114) = 9.14, p <
.001, indicated that participants discriminated between
usefulness of different content areas. A seriesof paired
t tests comparing combinations of content areas re-
vealed that “support networks’ and “understanding
body cues and stress management” were rated as less
useful than other components, although it should be
noted from the means that effect sizes were not
substantial.

Discussion

The aim of this study was to investigate the imple-
mentation and efficacy of auniversal school-based pro-
gram to reduce depressive symptoms in adolescents,
given problems of recruitment, retention, and possible
stigmatization with indicated prevention programs.
The first question was whether universal programs
would result in more encouraging recruitment and re-
tention ratesfor adolescents. Therate of recruitment of
adolescents into this project was high. Eighty-eight

Table 3. Numbers and Percentage of Adolescents Falling Into the Healthy, Subclinical or Clinical Ranges at Preintervention,

Postintervention and Follow-up for the RAP and AW Group

Healthy Subclinical Clinical Total
n % n % n % n %
RAP
Preintervention 98 80.3 23 18.9 1 0.8 122 100
Postintervention 101 87.8 14 12.2 0 0.0 115 100
Follow-Up 95 93.1 6 5.9 1 1.0 102 100
AW
Preintervention 91 77.1 23 19.5 4 3.4 118 100
Postintervention 76 724 22 21.0 7 6.6 105 100
Follow-Up 69 76.7 16 17.8 5 5.6 90 100

Note: RAP = Resourceful Adolescent Program; AW = Adolescent Watch.
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percent of those who had been invited participated in
the program, with a 5.8% attrition rate from pre- to
postintervention, and a 19.8% attrition rate from
preintervention to follow-up, due largely to absences
from school on the day of testing and relocations. The
recruitment rate was higher than for studies utilizing an
indicated approach to the prevention of adolescent de-
pression (e.g., Clarke et al., 1995; Jaycox et al., 1994).
The recruitment rate supported a major impetus of this
study (i.e., to attempt a school-based universal depres-
sion prevention approach). Onenote of cautionisthat it
is possible (although unlikely) that there was an
overrepresentation of at-risk children in the 12% that
declined to participate in this study.

The next question was whether the program would
be implemented with sound program fidelity given
general classroom and school constraints, such ascom-
peting scheduling priorities, unexpected interruptions,
discipline problems, space constraints, and so on. The
RAP-A program was implemented with good fidelity
to the program protocol with an average of 89.3% ses-
sion accuracy rate. (Time constraints appeared to ac-
count for any missed program content.)

With regard to the prevention effect, it was expected
that both intervention groups (RAP-A and RAP—F)
would be associated with fewer depressive symptoms
at postintervention and follow-up compared to the
nonintervention group. It was further expected that the
predicted effects would be greater for RAP-F than for
RAP-A. With regard to the former hypothesis, results
can be summarized as follows: There were significant
Intervention x Time effects on depressive symptoms,
confirming that both RAP intervention conditions
(RAP-A and RAP-F) showed a significantly greater
decrease in depressive symptoms as measured by the
CDI and the BHS at postintervention and at follow-up
approximately 10 months later when compared to the
comparison group. Therewere, however, no significant
differences between the RAP-A and RAP-F groups,
which appearsto disconfirm our expectation that the ef -
fects would be stronger for RAP—F than for RAP-A.
Given the very low rate of parental participation, it is
probabl e that the hypothesis of the increased effect for
RAP-F could not be adequately tested. Nevertheless,
from the outcome data and the low parental attendance
rates, it would be reasonable to conclude the interven-
tion effectsin this study appear to be accounted for by
the intervention targeted at adolescents.

One aspect of these findings that is difficult to ex-
plainisthefact that theintervention effect occurred on
the CDI and the BHS only and not the RADS. The
RADShad very significant timeeffectsfor all interven-
tion groups, in which scores decreased across al three
groups from pre- to post- to follow-up testing. The
RADS differsfrom the CDI and the BHS inthat itisa
Likert scalerather than the endorsement of aparticular
proposition. The scale range and standard deviation is
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much larger than the other two scales. It may be possi-
ble that this different form of questionnaire accounts
for the difference between the RADS and the other two
Mmeasures.

Nevertheless, the intervention programs seem to
produce effectsthat have clinical and health promotion
significance, when taking into account the scores on a
convergenceof depressiveand hopel essnesssymptoms
as measured by the CDI and BHS. Because the effects
of the two intervention programs were similar, the two
intervention groups were combined for statistical
power purposes for analyses of clinical significance.
Adolescents in the RAP program at postintervention
and follow-up were found to have significantly lower
ratesof clinical and subclinical levelsof depressiveand
hopel essness symptoms asdefined by aconvergence of
clinical indicatorsonthe CDI and BHS. It wasvery im-
portant to achieve positive results at follow-up and not
just at postintervention. This would suggest that find-
ingsweremorerobust and morestrongly indicative of a
prevention effect, rather than some transient or time-
specific effect.

Major beneficiaries of the program were those
subclinical adolescentswho began with moderately el-
evated depressive and hopel essness symptoms. Those
inthe RAP group weremorelikely tofal inthe healthy
range and less likely to fall in the clinical range com-
pared to the comparison group. None of the subclinical
adolescentsinthe RAP program movedintotheclinical
range at postintervention (5 months later) or at 10-
month follow-up. For the AW subclinical adolescents,
17.6% fell in the clinical range at follow-up. From the
health-promotion perspective, 75% of the subclinical
adolescentsin the RAP group fell into the healthy cate-
gory at follow-up, compared to 41.2% of the AW
group.

Theuniversal nature of the program al so appeared to
be of benefit to adolescents who wereinitially consid-
ered healthy, and who would not normally berecruited
into indicated or selective programs. That is, there was
asignificant differencein the clinical and health status
between the RAP and AW groups for these initialy
healthy participants at follow-up. At follow-up, 10.1%
of the healthy adolescentsin the AW group moved into
the subclinical category compared to none in the RAP
group. Thus, although RAP was helpful for subclinical
adolescents, the healthy group benefitted as well. The
intervention effect coupled with the recruitment rate
would appear to justify a universal intervention ap-
proach. However, two additional questions were
whether the program was acceptabl e to the participants
and whether the effects justify the costs.

The process evaluation provided an important
source of validation from participants that the program
was considered worthwhile. Overall, the program was
positively endorsed, and all componentsof the program
wereranked more positively than negatively. It was not
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possible to determine which aspects of the program
contributed to change in depression scores. Although
thereweredifferencesinthe processevaluationsof var-
ious program components, differences were small and
provided no clear evidence regarding the mechanisms
of change. One of the key messages from the process
evaluations, in spite of being positive, is the degree of
variance in individual adolescents' reactions to differ-
ent aspects of the program. Given the anonymous na-
ture of the process evaluations, links between program
preferences and outcome could not be examined. Fu-
ture research should aim to link process evaluations
with program outcomes and employ specific pre- and
postmeasures of well-being such as attributional style,
coping mechanisms, and interpersonal problem solv-
ing to help understand the mechanisms of change. Be-
sidestheissue of themechanismsof change, aspart of a
comprehensive evaluation of aprogram, it isimportant
to be able to demonstrate changesin the skills and do-
mains that the program is targeting. Only then would
we beableto confidently concludethat the program per
seis bringing about the prevention effect.

Itisimportant to do acost-benefit analysisof thein-
tervention approach. The direct costs of providing the
intervention to approximately 125 adolescents con-
sisted of the following: 13 intervention groups x 1 hr
sessions x 1 group leader x 11 sessions = 143 therapist
hours. Given our failureto show additional benefitsas-
sociated with the family component, it is not included
in these cal culations. From Table 3, the benefits can be
summarized as the provision of RAP being associated
with areduction from 19.7% to 6.9% of children being
insubclinical or clinical categoriesof depression at fol-
low-up compared with stable rates in the comparison
condition. Thus, approximately 13% or 13 participants
per 100 can be argued to have either moved out of de-
pression or to have been prevented from developing
subclinical or clinical depression after receiving thein-
tervention. This equates to 11 hr of therapist time per
successful participant. The cost for training and super-
vision were not taken into account asthese areimplied
costs in the delivery of al treatment.

Clearly, thesecostsareinarangeroughly equival ent
to the most efficient of treatments for depression. That
is, most manualized treatments for depressionin clini-
cally referred adolescents are in the order of 12 to 20
sessions. Prevention and early intervention programs
generally aim to be relatively less expensive than ter-
tiary treatmentsand, in that sense, theseresultscould be
seen aslessthan optimal. However, thiswould missthe
point of universal interventions for adolescents. The
scarcity with which these young people refer them-
selves, or arereferred by others, toclinical facilitiesand
then receive adequate treatment has been documented
(Keller etal., 1991). Most adolescents with depression
problems simply do not receive treatment. Although it
is certainly possible that there might have been at-risk

adolescents within the 12% that chose not to partici-
pate, thisapproach appearsto be ableto cast awider net
than indicated approaches.

Another important point is that approximately 10%
of previously healthy adolescents in the AW group
moved into clinical or subclinical ranges at follow-up.
These are adolescents who might not normally be de-
tected in an indicated model. Thus, given the available
aternatives, the cost of 11 therapist hoursto each suc-
cessful participant seemsrealistic and perhaps the best
available method of getting treatments out to adoles-
centsat risk. It isdifficult to estimate costs to the com-
munity of depression remaining untreated (or being left
to develop); however, it is likely the costs are signifi-
cantly higher than these direct therapist costs. Also, a-
though the adolescents’ perceived benefits from the
program were not entered into a cost-benefit calcula-
tion, it should not be excluded from public health deci-
sions on how best to prevent depression in young
people. The question remains, however, as to whether
the universal approach is the most cost-effective strat-
egy to prevent depression. Itispossiblethat ascreening
and early detection model might be more cost-benefi-
cial and also overcome the problem of adolescents not
self-referring.

This study possesses a methodological limitation
that would suggest that we should interpret these en-
couraging results with some caution. We were able to
control for school and socioeconomic status effects by
conducting theresearch in oneschool, and theadminis-
tration conditions of the two groups were identical, al-
most to the same classroom location. Nevertheless,
running the program in one school created the method-
ological constraints of the study, namely that we had a
potential cohort and time confound. The RAP versus
AW wasallocated on thebasisof cohort and assessed at
different times (although the time span was the same
across the two groups). As mentioned, we had to
choose between dividing each cohort in half and then
randomly alocatingto RAPand AW conditionsin each
cohort or alocating one cohort to theintervention con-
dition and one to the comparison. We were concerned
about treatment contamination problems, given that the
program was run on a universal basis. If we divided a
cohort in half, those in the program were almost cer-
tainly going to talk to their excluded peers about their
program experiences. School authorities were also not
infavor of an approach that provided different benefits
to students within a particular cohort, asthiswould in-
evitably lead to complaints. Although the results men-
tioned previously may reflect some error associated
with a cohort effect, effects at both postintervention
and follow-up reduce (but do not exclude) an interpre-
tation based on cohort or seasona fluctuation.

A disappointing aspect of this study was the diffi-
culty in recruiting parents of participating adolescents
in the RAP-F component of the program, which made
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it impossible to draw any definitive conclusions about
the value of incorporating parents in prevention inter-
ventions for adolescent depression. As families play
suchanimportant rolein adol escent depression, asboth
risk and protectivefactors, it would seem appropriateto
put greater effort in future research into improving the
technology for engagement of parents. One possible
approach would beto devel op aflexiblelearning model
that does not rely on stressed parents having to devote
precious time to attend after-hours workshops. One
possibility could be the use of videotapes with tele-
phone facilitation, although there is no assurance that
thiswould increase parental recruitment.

Another limitation of thestudy isitsreliance on self-
report measures of depression. We used multiple mea-
sures of depression to overcome error associated with
one self-report measure and ran the analyses to reflect
convergence(e.g., MANOVA, theclinical significance
data). Reynolds (1994) argued persuasively that self-
report measures are among the most valid and reliable
tools for assessing depression in adolescents. Never-
theless, this study would have been strengthened if the
school allocated the time and we had the resources to
conduct independent clinical assessments. Future re-
search should include measures other than self-report.

Notwithstanding these concerns, results of this
study areencouraging intermsof thevalueof running a
cost-effective universal school-based program to pre-
vent depression in adolescents. These findings suggest
that futureresearchintheareamay provebeneficial, es-
pecidly if it could be conducted across a number of
schools and cohorts. One possible design isto have an
intervention school and a matched control school in a
particular cohort and then reverse intervention condi-
tions in a subsequent cohort of the same schools. This
would alow oneto test or control for school and cohort
effects.

It seems possiblewithin the constraints of the school
environment to design and implement classroom-based
depression prevention programs, which appear effec-
tivebothinthe short term and at follow-up. Such an ap-
proach hasmany advantagesover indicated or selective
programsin terms of ease of recruitment, low attrition,
and avoidance of stigma, and in the potential public
health benefits. School-based universal approaches to
preventing depression in adolescents could effectively
cast a wider and important net, without problems of
stigmati zation and recruitment.
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