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ABSTRACT

THE EFFICACY OF TREATING ADOLESCENT DEPRESSION WITH
INTERPERSONAL PSYCHOTHERAPY FOR ADOLESCENTS (IPT-A) IN THE

SCHOOL SETTING

By
Steven J. Pasquinelli

March 2009

Dissertation Supervised by Tammy Hughes, Ph.D.

Depression affects the lives of an estimated 2 to 8% of adolescents in the United
States. This disturbance of mood impacts many facets of the individual’s life, including
the ability to participate in and benefit from educational experiences. School
psychologists are challenged to find effective treatments for adolescents experiencing
depression that can be delivered in a school setting. Interpersonal Psychotherapy for
Adolescents (IPT-A; Mufson, Dorta, Moreau, & Weissman, 2004) has been found
effective for adolescents in clinical settings as well as in urban, school-based clinics. Its
use as an efficacious treatment with adolescent students in a traditional public school
setting needs to be examined. The current study used a multiple-baseline design to

measure the progress of four depressed adolescents in a public school setting with IPT-A



treatment. Data was collected prior to intervention, weekly during intervention, after the
intervention, and approximately three months later for follow-up. The adolescents, a
parent, and a teacher responded to the Behavior Assessment System for Children (BASC-
2; Reynolds & Kamphaus, 2004) rating scale before intervention, post-intervention, and
at follow-up. The adolescents also responded to the Children’s Depression Inventory
(CDI; Kovacs, 1992) and a researcher-created rating to assess mood and social
interaction. Each was administered on a weekly basis. Results indicated significant
reduction in reported depressive symptoms, confirmation of IPT-A as an efficacious

treatment for adolescent depression in the public school setting.
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CHAPTER I
INTRODUCTION

There is substantial evidence indicating that depression is under-treated in the
United States. This finding is consistent regardless of the age, gender, or ethnicity of the
individual (Hirschfeld et al., 1997). According to the Consensus Statement from the
Journal of the American Medical Association on the under-treatment of depression
(Hirschfeld et al., 1997), there are numerous barriers contributing to this significant
problem. Included among these are patient variables such as failure to recognize
symptoms, fear of the stigma of becoming involved in treatment, limited access to
treatment services, and lack of health insurance. Possible health care provider variables
accounting for under-treatment is the use of inappropriate/inadequate medical
interventions, limited training on depression, and failure to consider psychotherapy as an
option.

Identifying and treating adolescents suffering from depression is a challenge for
school systems (Cullinan & Sabornie, 2004; Vander Stoep, Weiss, Saldanha, Cheney, &
Cohen, 2003) that are committed to helping all children learn (No Child Left Behind Act,
2001). According to Slade (2003), approximately 50% of schools do not have any on-site
access to mental health services in the United States. Youth who experience emotional
problems such as depression report higher dropout rates than non-depressed peers
(\VVander Stoep et al., 2003) and poor career outcomes (Berndt et al., 2000). These poor
educational outcomes have a significant negative impact on the individual and to society

as a whole in lost production (Berndt et al., 2000).



The number of people affected by depressive symptoms varies greatly according
to research studies. Age of onset can occur at any time. Prevalence rates of Major
Depressive Disorder (MDD), ranging from 2 to 8% of the population, are defined by the
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; American
Psychiatric Association, 2000) specifically for adult populations; prevalence for mood
disorders in adolescents is not nearly as well documented (Roberts, Attkisson, &
Rosenblatt, 1998). Historically, prevalence rates for psychiatric disorders have been
difficult to discern in child and adolescent populations due to measurement issues such as
inadequate sample size, poor quality of samples that do not represent the various types of
children experiencing depression, and lack of uniformity in the definition of the disorder,
as researchers noted the presentation of symptoms often varies with the age of the child
(Roberts et al., 1998). More recently, researchers have focused on identifying prevalence
rates more accurately in child and adolescent populations using larger, more ethnically
diverse samples of students (Costello, Mustillo, Erkanli, Keeler, & Angold, 2003; Kubik,
Lytle, Birnbaum, Murray, & Perry, 2003; Roberts, Roberts, & Chen, 1997). Although
prevalence rates for MDD in a general population range from 2% to 8% (American
Psychiatric Association, 2000), prevalence rates of mild to severe depressive symptoms
in school populations of adolescents have been observed above 30% (Connelly, Johnston,
Brown, Mackay, & Blackstock, 1993; Ehrenberg, Cox, and Koopman, 1990; Kubik et al.,
2003).

No single risk factor is implicated in the development of depression (Margolese,
Markiewicz, & Doyle, 2005; Ohannessian et al., 2005; Reinherz, Paradis, Giaconia,

Stashwick, & Fitzmaurice, 2003), rather both environmental influences such as



relationships with parents and friends and genetic influences such as family history of
depression have been shown to be related to its development. Family instability has been
a significant predictor of depression (Hazel, Hammen, Brennan, & Najman, 2008;
Melhem et al., 2007; Ohannessian et al., 2005; Sheeber, Hops, Alpert, Davis, & Andrews,
1997; Tully, lacono, & McGue, 2008) as well as a predictor of depression for the
adolescent as they transition into adulthood (Reinherz et al., 2003). Also, Reinherz and
colleagues (2003) identified early symptom onset, especially in childhood, as a
significant indicator of future depression in adolescents and adults. The results of this
work indicate that clear markers of depression can be identified and treated at early ages.

These results highlight the important role of interpersonal relationships, and they
have implications for treatment protocols. Specifically, intervention should be initiated as
soon as the depression is known to school personnel. Further, interventions should focus
on key relationships, and likely family relationships (Essau, 2004; Margolese, et al.,
2005; McFarlane, Bellissimo, Norman, & Lange, 1994; Paunesku et al., 2008). There is
research to suggest that an adolescent’s positive social bond with his or her school can
also influence problem behavior (Simons-Morton, Crump, Haynie, & Saylor, 1999) that
includes depressive symptoms (Haavet, Dalen, & Straand, 2005). The quality of
interpersonal relationships with peers, romantic partners, or, particularly, with family
members, has a direct influence on the presentation of depression in adolescents (Beam,
Gil-Rivas, Greenberger, & Chen, 2002; Essau, 2004; Joyner & Udry, 2000; Kidd et al.,
2006; Margolese et al., 2005; McFarlane et al., 1994; Paunesku et al., 2008).

Although there is not consensus on a treatment protocol for depression in youth,

there are numerous treatment options that have been shown to be effective (Kazdin,



2003). In general, treatment options include medication and/or psychological counseling.
The use of medication with children has become more routine in recent decades. For
example, in 2003 researchers reported antidepressant medications were prescribed to
approximately one half of all children and adolescents treated for depression in the
United States (Olfson, Gameroff, Marcus, & Waslik, 2003).

Today, the use of medication to treat adolescents is not without controversy as
there have been significant negative consequences associated with its use (Antonuccio,
Danton, DeNelsky, Greenberg, & Gordon, 1999; Garland, 2004; Virani, 2004; Vitiello &
Jensen, 1997). Most importantly, an increased risk in suicidal ideation has been reported
from adolescents using certain serotonin reuptake inhibitor (SSRI1) medications (Cheung,
Emslie, & Mayes, 2006; Garland, 2004). Other researchers have demonstrated results that
strongly disagree with this finding (Bridge, Barbe, Birmaher, Kolko, & Brent, 2005;
Gibbons, Hur, Bhaumik, & Mann, 2006). For instance, Bridge and colleagues (2005)
found that emergent suicidal ideation was also observed in individuals who only received
psychotherapy as treatment. Despite inconsistent findings, the Food and Drug
Administration now requires a warning affixed to all antidepressant medications noting
the increased risk for suicidality in children and adolescents (UnitedStates Food and Drug
Administration, 2004).

In addition to medications, there are numerous therapies suited to address
depression and can address depression in adolescent populations. Each therapeutic
approach attempts to alleviate depressive symptoms experienced by the adolescent, yet

their theoretical foundations lead them to approach this task in various formats.



Psychoanalytic, Existential, Behavioral, Cognitive Behavioral, and Reality Therapy are
among those that have been used for years to treat depressed individuals.

Beyond selecting interventions based on theoretical assumptions about the causes
of the child’s depression, many institutions (e.g., clinics, schools, hospitals) are required
to show that the treatment is evidence-based (Kazdin, 2003; Weisz, Hawley, Pilkonis,
Woody, & Follette, 2000). Though viewed as important, there are not many evidence-
based treatments available to address adolescent depression (Kazdin, 2003).
Complicating this issue is that the criteria for determining if a treatment is evidence-
based have not been established (Stoiber & Kratochwill, 2000). More clinically focused
groups identify as an evidence-based treatment one that includes random assignment of
subjects in clinical studies, evaluation of outcomes using multiple measures, and the use
of a treatment manual (Weisz et al., 2000). Other groups argue that therapeutic practice
does not mirror randomized clinical trials, but rather individual preferences,
characteristics and culture heavily influence the therapeutic relationship that is
necessarily unique. Thus, outcomes are not a simple exposure to a prescribed treatment
protocol (Hunsley, 2007). While the details of this debate move forward, all agree that
the selection of treatments should have some informed basis that is guided by science.
Kazdin (2003) lists cognitive behavioral and relationship-based humanistic therapy as the
only known evidence-based practices for the psychotherapeutic treatment of adolescent
depression. Cognitive behavioral therapies have a long history in school psychology
(Christner, Forrest, Morley, & Weinstein, 2007) and are used in school settings by
psychologists and other mental health professionals (e.g., counselors, social workers,

developmental and behavioral specialists). Because socialization experiences are critical



to a child’s development (Brazelton & Greenspan, 2000), the current study seeks to
examine the efficacy of a relationship-based therapy applied in a school setting:
Interpersonal Psychotherapy for Depressed Adolescents (IPT-A; Mufson, Dorta, Moreau,
& Weissman, 2004).

IPT-A, a treatment specifically designed for adolescents experiencing depression,
was developed in the early 1990s. This psychotherapy was a modification of
Interpersonal Psychotherapy (IPT) that was initially used with depressed adult
populations (Weissman, Markowitz, & Klerman, 2000). A revised second edition of IPT-
A was published in 2004 (Mufson, Dorta, Moreau, et al., 2004) that provided updates to
the initial manual.

IPT-A has a manualized treatment protocol. That is, there are three segments of
treatment: the Initial Phase, Middle Phase, and Termination Phase that all clients
experience. The number of sessions for each segment can vary according to patient need,
but treatment is typically completed in 12 to 16 sessions (Ravitz, 2003).

The assumptions of IPT-A are that depression has three pathways of
development: symptom formation, social functioning, and personality (Mufson, Dorta,
Moreau, et al., 2004). Symptom formation involves the development of symptoms and
depressive affect that might derive from psychodynamic or biological factors such as
family history of depression. Social functioning involves the development of behaviors
from learned social interactions. These might be based on childhood experiences, current
social experience, and/or current response to the social results of depression such as
rejection by parents or peers. Personality involves the traits of the individual, methods of

handling feelings of guilt and anger, or the depressive thoughts that are unique to the



individual. IPT was developed to address the first two issues, symptom formation and
social functioning; while personality might be addressed through therapy, changing traits
of the individual is not a goal of IPT (Mufson, Dorta, Moreau, et al., 2004).

IPT-A is well suited for use in schools because of the social nature of the learning
environment that matches the emphasis of this treatment’s focus. Also, the importance of
symptom reduction is highlighted in schools to help children return to a functional level
so that they may benefit from the educational environment (Mufson, Dorta,
Wickramaratne, et al., 2004).

Because it is a time-limited treatment, IPT-A is not a long-term approach. IPT-A
addresses one or two problem areas for the individual, providing a focus on specific
problems and solutions. The driving assumption regarding the importance of
relationships keeps therapeutic sessions focused on the present social circumstance of the
individual (Mufson, Dorta, Moreau, et al., 2004). Intrapsychic defense mechanisms such
as denial may be recognized, but are addressed only through the interpersonal context:
How does the behavior impair the functioning of the patient? While personality is
recognized and important, changing personality is not targeted in this therapy (Weissman
et al., 2000).

IPT-A is a good treatment choice when the adolescent is able to establish a
therapeutic relationship and willing to work one-on-one in a time-limited therapy. The
adolescent should be able to agree that there are difficulties of an interpersonal nature
occurring at the time of treatment. Finally, family members should be supportive, or at

least willing to let the adolescent participate in treatment. This therapy is not designed for



adolescents who fall within the mentally retarded range of cognitive functioning and the
adolescent should not be actively suicidal (Mufson, Dorta, Moreau, et al., 2004).

Initial research into the efficacy of IPT-A was conducted in 1993 and 1994 Both
Phase | and Phase Il of this research did not use a waitlist control group or multiple
baseline in treatment, but the results of each study were successful: None of the
participants met criteria for a depressive disorder at the conclusion of the study. The
initial treatment protocol was used with 5 subjects in Phase I, and 14 in Phase 1l. Subjects
were recruited through a city clinic and diagnosed by a psychologist and psychiatrist. Six
evaluations occurred over the course of treatment, and at the conclusion of the sessions
none of the subjects met criteria for any depressive disorder again through results of
clinical interview (Mufson et al., 1994).

Mufson and Fairbanks (1996) found IPT-A to be a successful treatment, though
their study was limited by lack of control group and lack of diversity in the sample (the
sample consisted of only African-American and Hispanic females). Results from Mufson,
Weissman, Moreau, and Garfinkel (1999) were characterized as successful and used a
larger sample with a control group. The authors found that the individuals who were
treated with IPT-A developed better social functioning and better problem-solving skills.
Rossello and Bernal (1999) compared IPT with a Cognitive Behavior Therapy for use
with depressed adolescents in Puerto Rico. Results from both treatments were superior to
the waitlist population of the study, and the individuals who received IPT demonstrated
clinically significant improved social functioning and self-concept than the control

subjects.



IPT-A has been found to be a beneficial treatment for use in a school clinic.
Mufson, Dorta, Wickramaratne, et al. (2004) completed an investigation of the
effectiveness of IPT-A in a large, urban school setting. Multiple therapists with brief
training and limited supervision worked with the students in a school-based mental health
clinic. Despite therapists with limited experience with IPT-A, significant improvements
were observed in the students who received IPT-A as compared to a control group who
received the typical treatments offered through the clinic.

The purpose of the present research is to investigate the effectiveness of IPT-A in
a traditional public school setting. Results will measure depressive symptoms and social
functioning. A certified school psychologist with training in IPT-A will implement the
treatment. An independent evaluator will diagnose the participants in the study prior to
the beginning of the treatment. The adolescents will report depressive symptoms, as will
one of the adolescents’ parents and one of the teachers who works with the students. The
long-term effectiveness of this treatment will also be assessed.

Research Questions and Hypotheses
1. Does IPT-A effectively reduce depressive symptoms of adolescents when
implemented in a public school setting?
Hypothesis: Depressive symptoms decrease significantly following treatment as
described by the treatment manual as reported individually by the adolescent, parent, and
teacher.
2. Does the implementation of IPT-A treatment increase the social functioning of the

students receiving the treatment in the school setting?



Hypothesis: Social functioning of the adolescent will increase significantly following
treatment in the school setting as described by the treatment manual as reported
individually by the adolescent, parent, and teacher.

3. Are treatment gains maintained over time with the use of IPT-A in the school setting?
Hypothesis: Treatment gains are maintained over time as reported individually by the

adolescent, parent, and teacher.
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CHAPTER II
LITERATURE REVIEW
Historical Background and Significance

Little attention was paid to the possibility that children and adolescents could be
depressed prior to 1970. The philosophy prior to this time assumed that younger
individuals were not emotionally or cognitively developed well enough to truly
experience depression (Kaslow, Croft, & Hatcher, 1999). In the adolescent population,
depression was believed to be a normal part of one’s development, sometimes referred to
as the storms of youth (Harrington, 2001). When the Fourth Congress of the Union of
European Pedopsychiatrists recognized childhood depression as a true disorder in 1970,
rapid growth in research, prevention, and intervention began in this area (Kaslow et al.,
1999).

Conservative estimates on the prevalence of depression are between 2 to 5% of
the adolescent population (Kaslow et al., 1999). In regards to school performance,
problems such as higher dropout rates, poor academic outcomes, and poor career
outcomes are related to depression (Berndt et al., 2000; Cuffe et al., 2001; Slade, 2003;
Vander Stoep et al., 2003). Poor educational outcomes such as reduced concentration,
declining grades, failure to complete high school, and failure to complete a college
degree come as a substantial loss not only for the individual but also for society as a
whole (Berndt et al., 2000; Vander Stoep et al., 2003; Wagner, 2003).

Prevalence
The number of people affected by MDD varies greatly according to research

studies. Lifetime prevalence rates have been found to be between 10 to 25% for women
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and 5 to 12% for men. Prevalence rates do not appear to be related to cultural factors such
as ethnicity, but are related to family history of MDD; age of onset can occur at any time
(American Psychiatric Association, 2000).

While the numbers provided through the DSM-1V-TR are variable, it must be
noted that these prevalence rates are defined specifically for adult populations.
Prevalence for mood disorders in adolescents is not nearly as well documented (Roberts
et al., 1998). In fact, prevalence of any psychopathology in children or adolescents has
been extremely difficult to discern with accuracy in meta-analysis of studies conducted
over previous decades due to issues such as sample size, quality of sample, and
differences in the definition used for the disorder (Roberts et al., 1998). Only in more
recent studies have researchers attempted to identify prevalence rates more accurately in
child and adolescent populations using larger, more ethnically diverse samples of
students (Costello et al., 2003; DeBar, Clarke, O’Connor, & Nichols, 2001; Kubik et al.,
2003; Roberts et al., 1997).

In adolescents, more females than males have been diagnosed with MDD, though
more males than females complete suicide (Stanard, 2000). Difficulties in the
measurement and the expression of affect between adolescent males and females might
account for the greater number of females identified in the population. Males tend to
express depression in a more disruptive, risk-taking manner than females, and would not,
therefore, be as likely to be diagnosed as depressed (Stanard, 2000).

In Costello and her colleague’s (2003) study of over 1,400 children from ages 9 to
13, they found 1 in 3 children would have at least one psychiatric disorder by age 16. By

mid-adolescence, depression becomes more prevalent. Kubik et al. (2003) investigated

12



not only those who suffer from MDD, but also those who displayed depressive symptoms
without meeting threshold criteria for MDD from the DSM-IV. In their sample of over
3,600 seventh-grade students, approximately 40% of the girls and 30% of the boys
reported elevated depressive symptoms. Girls, minority youth, and low socioeconomic
status (SES) adolescents were most at risk to experience depressive symptoms. Roberts et
al. (1997) found that lower SES minority adolescents had essentially the same risk for
MDD as compared to lower SES majority adolescents with one exception: Mexican-
American students in their sample of over 5,400 middle school students from grades 6
through 8 were at an increased risk.

General prevalence rates of depression in adolescents were obtained in a study of
non-patient Canadian high school students (Ehrnberg et al., 1990). In this study, 31.4% of
the sample (n = 366) was mildly to clinically depressed. In contrast, prevalence rates
obtained from a population of 2,698 Canadian adolescents identified 7% of the males and
12% of the females within a moderate or severe range of depression (Connelly et al.,
1993). In a larger study of over 80,000 children and adolescents serviced through an
HMO, 1.4% of the children (ages 6 to 11) and 5.1% of the adolescents (ages 12 to 17)
were identified as having a mood disorder (DeBar et al., 2001). As the children moved
through adolescence, an increasingly higher number of females received treatment for
mood disorders. A majority of the mood disorders from this research were identified as
Depression Not Otherwise Specified (NOS), but diagnoses ranged from MDD to
Adjustment Disorder with Depressed Mood (DeBar et al., 2001).

Many argue that practitioners and researchers must take into account the

variability of depression between individuals when investigating prevalence (Zeiss &
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Lewinsohn, 2000). Depression is not necessarily a life-long condition. Some individuals
who experience depression move into remission, never to have the depression return.
Some adolescents and adults have depressions that resolve without the need for treatment
(DeBar et al., 2001; Zeiss & Lewinsohn, 2000). It appears that the use of studies that rely
on clinical populations rather than community samples of depressed individuals might
skew results to represent those who suffer from more chronic forms of depression (Zeiss
& Lewinsohn, 2000).

The role of family history in the occurrence of adolescent depression has not fully
been evaluated (Klein, Lewinsohn, Seeley, and Rohde, 2001; Ohannessian et al., 2005).
Klein et al.(2001) presented the findings from the Oregon Adolescent Depression Project
family study, a large community study that investigated first-degree relatives of
adolescents. Results indicated that there was an elevated rate of MDD, dysthymia, and
alcohol abuse in the first-degree relatives of adolescents with MDD, which suggested that
there was a familial transmission of this mood disorder. The authors reported that these
results supported the validity of MDD as an appropriate and valid diagnosis for
adolescent populations (Klein et al., 2001). More recent research (Hazel et al., 2008;
Klein et al., 2005; Melhem et al., 2007; Tully et al., 2008) has identified familial
pathways to higher incidence of depressive disorders.

Adolescent depression tends to recur at higher rates as the adolescent progresses
into adulthood (Fergusson & Woodward, 2002; Holsen, Kraft, & Vitterso, 1999;
Lewinsohn, Rohde, Seeley, Klein, & Gotlib, 2000; Pine, Cohen, Cohen, & Brook, 1999;
Weissman et al., 1999). In a study of 1,265 New Zealand adolescents over a 21-year

period, Fergusson and Woodward (2002) found that 13% of this population developed
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depression between the ages of 14 and 16. The individuals that developed depression
within this age range were at a much higher risk for later MDD. These individuals were
also at a higher risk for developing anxiety disorders, alcohol abuse, and poor educational
outcomes, among other social problems. Lewinsohn, Rohde, Seeley, Klein, and Gotlib
(2000) reported similar findings. Their study of 274 Oregon high school students
determined that those who were depressed as adolescents tended to not only be at higher
risk for MDD as adults, but to experience a more severe depression as adults.
Defining Depression

The DSM-IV-TR identifies four primary categories of mood disorders: depressive
disorders (i.e., unipolar depression), bipolar disorders, mood disorder due to a general
medical condition, and substance-induced mood disorder. Depressive disorders consist of
depressive disorder NOS, dysthymic disorder (DD), and MDD. Depressive disorder NOS
is diagnosed when depressive symptoms found in an individual do not meet criteria for
DD or MDD. By definition, DD is characterized by chronic feelings of depression more
days than not that may be less severe in number and impact than depression categorized
as MDD, though it can often be difficult to discern between DD and MDD (American
Psychiatric Association, 2000).

There are a number of criteria for major depressive episode listed in the DSM-1V-
TR. The individual must meet at least five symptoms during the same two-week period
that is a significant change from previous functioning, with at least (a) depressed mood or
(b) loss of interest or pleasure. The other seven criteria, of which four to five must be
present, include: (a) significant weight loss when not dieting or weight gain (in children,

consider failure to make expected weight gains); (b) insomnia or hypersomnia nearly
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every day; (c) psychomotor agitation or retardation nearly every day (observable by
others, not merely subjective feelings of restlessness or being slowed down); (d) fatigue
or loss of energy nearly every day; (e) feelings of worthlessness or excessive or
inappropriate guilt (which may be delusional) nearly every day (not merely self-reproach
or guilt about being sick); (f) di