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Abstract: Depression implies both an individual sufferingddmigh financial costs for
society. Even though evidence shows that some faympsychological treatment for
depression could be effective, there is still @ydapotential for improvement because a
significant proportion of the patients in treatmesttidies do not convalesce and many
patients that do experience relapses at followLagely the focus on preventing depression
has increased and the present paper is a reviempifical studies related to prevention of
depression among children and adolescents. Calldgtihe evidence points to larger effect
sizes for targeted intervention programs rathen thnaiversal programs, both measured at
post-treatment and at follow-up. There are alstebegsults for interventions implemented
by psychologists than for interventions implementgdteachers and other professions.
Targeted programs do not have the effects one wexject, and generally the effects of
these interventions seem short lived. Possibleorea$or these results are discussed and
further directions for research of this field atggested. It is essential that future work on
the prevention of depression among children andeadents is based on evidence and

empirical findings.

Prevention of depression among children and adolescents

Depression is among the most frequent psycholodisarders, and according to the WHO is
now one of the most common causes of disabilityhm western world (Murry & Lopez,
1996). Depression is highly prevalent from earlpladcence onwards, and is more frequent
among women than men (Ayuso-Mateos, 2001). Studaisate that the proportion of mild
and moderate depressive episodes has increadeel latter half of the 20th century (Costello

et al., 2002; Nilsson, Bogren, Mattison & Nettettila2007). Treatment of depression is
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costly, e.g. in Norway the direct costs relatedréating depression are estimated to be 220
million Euros per year (Dalgard & Bgen, 2008).Deysree disorders also cause about 30% of
all disabilities in Norway (Mykletun & @verland, @6). In addition to these societal costs,
depression also causes considerable subjectiverisgff and experiencing a depressive
episode is also the primary risk factor for newsegdes of depression (Lewinsohn, Seeley,
Solomon & Zeiss, 2000; Fergusson, Horwood, Eidd@&efautrais, 2005).

There are several different treatments for depyesfesearch indicates that a large
portion of the patients treated do not respondréatinent, which is the case both for
pharmacological treatments (Kennard et al., 200@)far psychological treatments (Elkin et
al., 1989; Kennard et al., 2006; Weersing & WeR202). Only about 50% are cured after
treatment (Dimidjian et al., 2006; Roth & Fonagy03). According to several different
treatment studies, relapses occurring after tre@isnare a common finding across several
treatment studies. As many as 40% have a relapdenwhe first year after treatment has
ended, and about half of the patients relapse mvdhperiod of 18 months (Dimidjian et al.,
2006). The probability of a new relapse increased@%o with every new episode (Solomon
et al., 2000).

Cognitive behavioural therapy, (CBT), has beemmghtio be among the most effective
methods in the treatment of depression (BlackbEtmson & Bishop, 1986; Dobson, 1989;
Elkin et al., 1989; Lynch, Laws & McKenna, 2010;aEdale et al., 2000; Weersing & Weisz,
2002), and seems to prevent relapses to a largentethan pharmacological treatment alone
(Blackburn et al., 1986; Lynch et al., 2010; Te#dsdzt al., 2000). Even though CBT is
viewed as an effective treatment intervention, ¢hierstill a relatively large portion of the
patients being treated that do not respond tordarment (Elkin et al., 1989; Kennard et al.,
2006).

Based on the magnitude of the problem depressisagpand the general effectiveness
of treatment, alternative approaches like preven@oe receiving increased interest and

prevention has become the focal point of new l@rgitaims in countries such as Norway.
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Prevention for depressive disorders

The research literature is often a bit unclear ndigg the difference between treatment and
prevention. Gillham, Shatte and Freres (2000) haisted out that several studies which
claim to study prevention in reality explore théeet of a treatment. Treatment can be defined
as controlled intervention with the aim of improyisymptoms, while prevention focuses on
hindering the development of disorders and symptohhe goal of prevention thus is to
reduce the prospective risk. If explored empiricélie results would potentially indicate an
increase in symptom levels for control groups, wHhir intervention groups the levels of
symptoms remains stable. A prevention study shtuld always contain a follow-up period
(Gillham et al., 2000), and it is particularly thepect of a follow-up time that has become
problematic in distinguishing prevention and treatn(Gillham et al., 2000). One central
issue is the duration of the effects of the intatim, and how long an effect must be
maintained in order to call it prevention. Gillhanal. (2000) argue that the specification of
months in such a context would be arbitrary. A niregfal test would be if an intervention
offers protection during a period of increased .ri¥keir proposal is that the prevention
intervention should be implemented prior to theadepment of a particular condition such as
e.g. clinical depression.

Prevention interventions have traditionally beevidéd into constructs of primary,
secondary and tertiary prevention. Primary prewentnterventions are designed to prevent
new cases of the disorder. Secondary preventienvenmtions, on the other hand, imply early
detection and treatment, while tertiary preventifotuses on reducing the negative
consequences of an already existing disorder (@illlet al., 2000; Mrazek & Hagerty, 1994).
It has proved difficult to differentiate betweennpary, secondary and tertiary prevention.
Based on these problems related to differentictiege levels of interventions, a new three-
partied classification of the construct has beaygested (Mrazek & Hagerty, 1994). It has
been argued that the partition into universal,cathd and selective prevention could be more
useful. Universal prevention is related to inteti@m for the entire population without
differentiating between individual risks. Indicatpdevention is directed at individuals in a
risk zone for a given disorder based on the inisigins of disorder (such as heightened
symptom levels) but not yet at a level sufficieot €linical diagnosis. Selective prevention

focuses on individuals with heightened risk, deditey the individuals’ living circumstances,
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not based on heightened symptom levels. Indicatedl selective prevention is often
collectively termed as targeted prevention (Gillhetnal., 2000; Mrazek & Hagerty, 1994).

An important question is also which age groupsveméon should focus on.
Depression is one of the most common psychologdiabrders among children and
adolescents (Costello et al., 2002). The prevaleotedepression increases in early
adolescents for both girls and boys, but more pnoddy for girls. This gender difference
seems to arise around the age of 13 years, whepréwalence of depression among girls
increases dramatically. This particular genderedéihce seems to be relatively unique to
depression, even though it overlaps to some exteother disorders such as anxiety and
especially generalized anxiety disorder (Costetl@ale 2002; Hankin & Abramson, 2001).
The debut of depression in early childhood or agtmace is a strong risk factor for later
episodes of depression (Costello et al., 2002; Uss@n et al., 2005), and an early debut is
also associated with a chronic condition lateifen Preventing the first depressive episode in
childhood or adolescence could therefore reducerigle and severity of depression in
adulthood. It is essential therefore to have eroglrdlata on the effects of such intervention
programs prior to implementing them on a largetescaaddition to evaluating whether to go
for a universal, indicated or selective approach.

This paper will address the following issue inaehto depressiondvhich type of
prevention could be regarded as effective related to the studies that have been carried out so
far and which implications could be drawn from the studies related to prevention of
depression. These issues are important to review in detemginvhether investing in a
prevention program should be a prioritized taskg aftimately which interventions the

research seems to support.

Method

The literature reviewed in this paper consists abligations prior to January 2012. Only
studies that had a control group were includediis eview. The review also includes studies
with participants in the age span from 6 to 18 gedrage. The key words used for searching

were depression andprevention in combination. The searches were further limibgdusing
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the key termschool-age and adolescents. The search engines used in the search was limited
to Psychinfo and PsychAtrticles. The search usiegkty terms described above resulted in
31 studies which have explored prevention to dejpvas The studies are presented in Table
1. There were in all 12 universal intervention$, which two were follow-up studies
reporting longitudinal data. Interventions wereigaded in all 11 studies, of which two also
reported follow-up data. Eight studies were idésdifas selective intervention programs, of
which two of these also included follow-up assesgme

The effect sizes used in the present review ise@shd, if not otherwise specified.
The effect sizes are important in addition to tigmificance of the results, because they give
an indication of the magnitude of change (Flay let 2005; Meltzoff, 1997). Cohen’s d
smaller than .20 are regarded as small, effecs ©2€50 are regarded as medium and sizes of
.80 are considered to be large (Meltzoff, 1997)8atudies also use Pearson’s r where the
effect sizes are related to r. Scores of .10 arallsn80 are medium and .50 are large
(Meltzoff, 1997). Based on the new classificatioantioned earlier in this paper it is natural
to look at studies related to universal, indicaéed selective approaches individually, and
then discuss the findings collectively.

The effects of different approaches to prevention

Universal prevention programs.

Pdssel, et al., (2004) designed a prevention pnogoased on cognitive methods, called
LISA-T. The program was administered in a classramtting, two hours at a time once a
week over a period of ten weeks. The interventisougs were divided into subgroups based
on sex. The separation of the sexes seemed t@msemdllaboration within each groups. The
program was implemented by clinical psychologistsstudents at the master level with
experience from clinical work. The average agehaf participants was 14 years. LISA-T
contains both cognitive and social interpersonammonents. The main focus of the
interventions in this program was to illustrate te&ation between cognitions, emotions and
behavior, and to change dysfunctional cognitionsis was implemented by training self-

assertion and expanding the participants’ sociahpiences. The researchers behind the
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study claimed that the program would contribut@reventing depression among adolescents
in two ways; 1) the cognitive interventions aimediracreasing the ability to reflect and
question their own negative automatic thoughts teilefore develop more adaptive and
functional thoughts and, 2) the social intervergi@med to promote pro-social and positive
social behaviour. It was not assumed that peopth wiclinical depression would benefit
from the intervention, because they would need eenmiensive treatment. The results from
the six month follow-up indicated that participamtih initial minimal depressive symptoms
showed no increase in symptom levels, but suchgaifgiant increase was found in the
control group. The intervention significantly re@dcthe level of depressive symptoms among
those with subsyndromal depression scores, whichalso the case for participants in high
risk groups. Participants with clinical depressitid, however, not show any decrease in
levels of symptoms (Pdssel et al., 2004). No ef$erds were reported in this particular study.
However, Spence and Shortt (2007) have in retresggstonated the effect sizes for Possel et
al. (2004) to be .49 at post-test and .44 at sintméollow-up. The results for the group with
subsydromal scores were non-significant at postimst significant at 6 months follow-up
with an effect size of .50. There were, however,significant changes in dysfunctional
automatic thoughts or the social network as a auresgce of the interventions. Therefore it is
unclear what the active ingredients in the intetia@nare, and also the period of follow-up is
short.

Spence, et al., (2003) classified their "Problemlviag for Life Program” (PSFL) as a
universal prevention program. The interventionheitt program is structured to one school
hour per week over a period of 8 weeks, and thacgzants were between 12-14 years of
age. Trained teachers delivered the interventidnchvconsisted of two main components:
cognitive restructuring and problem solving traginfThe program was implemented by
teachers. The results from the program indicatedigaificant reduction in depressive
symptoms from pre to post intervention for the PSQJeipils that were classified in the high
risk intervention group, compared to the high mpskticipants in the control group. The low
risk intervention pupils saw small but significaitanges. Spence and Shortt (2007) reported
effect sizes of .36 and .32 for high and low symptevels, respectively. The results were
significant at post-test, but not at 1 year follapi- The low risk control group participants
had a small increase in the depression scores.ifteevention group had a significant

increase in problem solving ability compared to tdmmtrol group. The problem solving
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ability was found to mediate the relation betweéme intervention and the depressive
symptoms. There were no differences in depressiocial functioning and attribution style,
problem-solving abilities or internalized or extalined problems at 12 months follow up.
The only significant difference between the groap$2 months follow-up was a reduction in
avoidant problem solving style between the higlk rigervention group compared to the
control group. In a later paper Spence, Sheffield Bonovan (2005) reported the results
from a two, three and four year follow-up. The tesdor Spence, et al., (2005) did not
identify significant differences between the intmtion group and the control group. So, even
though there was a short term positive effect,aswot maintained neither at 1, 2, 3 nor 4
years of follow-up (Spence et al., 2003; Spencelet 2005). Of the pupils that had
heightened symptom levels at the start, 25% regdetee! of symptoms within clinical levels
at the 4 year follow-up both in the control andemention group (Spence et al., 2005). These
findings underline the importance of long term dattup in order to identify possible
intervention effects.

"The Aussie Optimism Programme” (AOP, Roberts let 2010) consisted of two
components, namely social skills and the developroémn optimistic thinking style. The
first component targeted interpersonal risk for rdepion, while the second component
targeted the cognitive vulnerability factor of pesstic attribution style (e.g. negative self-
perception and negative expectations towards theduand problem solving skills). AOP
was classified as a universal prevention prograchvaas implemented in several schools. It
was aimed at pupils in school areas with lower@a@dnomic status, which were associated
with a certain level of elevated risk such as ptywdnigher divorce rates and interpersonal
conflicts. The program had similar underlying thetmal framework as previously described
programs, but additionally incorporated techniqdes changing cognition, emotion and
behaviour related both to anxiety and depressibe. ifiterventions were implemented once a
week in classroom settings for children betweenatlpes of 11 and 13 years over a 20 week
period (Roberts et al., 2010). The participangdf-seported levels of anxiety and depression
indicated no group differences at post- test, ané ar 18 months follow-up. Sex and risk
status prior to the interventions had no moderagiffigcts. In fact, the only effect found was
the parents’ reports of a reduction in internaliziproblems at post-test, but this effect
disappeared at 6 and 18 months follow-up. Comp#éwedon-drop outs, the people who
dropped out of the program had higher self-repants higher parent reports of depressive
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symptoms at pretest (Roberts et al., 2010). Thene wnfortunately no effect sizes reported
for this study. The teachers which administereditkervention were reported to have a high
fidelity to the manual. The attendance of the pgréints was also high throughout the
intervention period. Therefore difficulties regargiimplementing the program or reaching
the pupils were not considered reasons for theingsffects.

“The Resourceful Adolescent Program” (RAP) is aversal program that is founded
on cognitive behavioural therapy and interpersoim@rapy (Rivet-Duval, et al., 2011;
Shochet et al., 2001). Shochet et al. (2001) eteduthe effects of the program in a school
setting with adolescents between 12 and 15 yearsgef The study compared three
interventions: a) RAP-A, where the adolescents ippdated in the intervention; b)
Resourceful Adolescent Program-Family (RAP-F) whirey added a component for the
parents; c) a control group. RAP-A was administenegroups of 8 — 12 participants, with 11
weekly sessions implemented by psychologists. Térem intervention took place in the
evening every three weeks, with psychologists asigiteaders. The general participation in
the interventions was high with an 88 % participatiate for the adolescents. Both the RAP-
A and RAP-F had significant results with decreasegepressive symptoms compared to the
control group at both post-test and 10 months ¥ellpp. Spence and Shortt (2007) estimated
this particular study to have an effect size ofatpost- test and .34 at 10 months follow-up.
However, no significant effects were found for gagent component. One possible reason for
this was a low participation rate among the pareNts participants in the sub clinical
symptoms group developed clinical depression neitihe¢he intervention period nor in the
follow-up. In comparison, 17.6% of the control gpodeveloped a clinical depression at post-
test. Although this study reported some positivauits, the sample size was small and there
was also no randomization to the intervention gsoup

Rivet-Duval et al. (2011) attempted to replicdte findings of Shochet et al. (2001),
for the RAP-A with participants from Mauritius. Theterventions were administered by
teachers and not psychologists in this particuiagdysand it was unable to replicate the same
effects of Shochet et al. (2001). The results iatgid a short term effect of the program on
depressive symptoms, with lower scores in the wetgion group compared to the control
group at post-test. The effect size was reported82atThese significant results disappeared at
six months follow-up. The study did, however, fisgnificant increases in self-confidence

and coping behaviour at post-test and follow-upe @hthors concluded that the RAP-A can
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be effective in promoting positive health, but asta direct intervention toward depression
(Rivet-Duval et al., 2011). These particular figBnare in accordance with two prior studies
were the RAP was administered by teachers and syahplogists (Harnett & Dadds, 2004;
Merry, Mcdowell, Wild, Bir & Cunliffe, 2004).

One of the largest universal prevention progranas has ever been implemented in
school settings is the «Beyond Blue»- program. Titerventions in this program was
developed based on the experience with earlieraddb@sed interventions and included a
sample with a mean age of 13 years of age (Sawyat, 2010a; b). The program had a three
year implementation period. It consisted of foue@fic components; a psycho-educational
component, a component focusing on improving thaityuof the social interaction between
all members of the school, increased access tdhheate and information, and finally a
component focused on forming appropriate forumsplaces where young people, their
families and school employees could exchange irdtion to help them identify problems,
seek help and help peers. The study used a moddemfession based on the dynamic
interaction between risk and protective factorsessful life events, and psychosocial
adaptation. The psycho-educative component it wasised strongly on problem solving,
social skills, (called resilient thinking stylegind coping strategies in class room settings
administered by teachers in the particular sch@Slawyer et al., 2010a). Twenty-five
secondary schools matched in relation to socioananatatus were randomized to either
intervention or control group conditions. The résuhdicated that there was no effect in
reducing the level of depressive symptoms amongtidescents (Sawyer et al., 2010a; b).
The results did not change at two years follow-Bprther analysis indicated that the
participants with higher depression scores had dnigirop-out rates, which could have
influenced the results (Sawyer et al., 2010a). Oshedies have found that participants with
the highest level of symptoms had the highest fitibas of future depressive episodes and
increased drop-out rates from such studies (Role¢réd., 2010; Spence et al., 2003; 2005).
No effect sizes were reported for this study.

The Penn Resiliency Program (PRP) also known @$#nn Prevention Program, is
among the programs that has generated the mosrechsdt is a manualized intervention
program for depression based on cognitive-behaaidberapy techniques. The interventions
are group based, with twelve 90-minutes meetingg® ddolescents who participated in the
program were between 10 to 14 years of age (Rei@diham, Chaplin & Seligman, 2005).
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PRP has been tested both as a universal programe(@i, et al., 2002; Gillham et al., 2007)
and an indicated program (Gillham, et al., 200§rda, et al., 1994). Cardemil et al. (2002)
and have studied the effect of PRP as a universgrgm for minority groups in areas with
low socioeconomic status, which is a known riskdaor developing depression (Goodman,
Slap & Huang, 2003). The intervention yielded pwsitresults for participants with a Latin
American background with a follow-up period of 6 miws. The intervention gave significant
results for the groups with higher levels of synmpsoat the start. The effect size was reported
as 1.19 at post intervention and .90 at six mombliew-up. They also found significant
results for participants with low initial scorepviever, they chose to use the significance
level of .10. The effect sizes for the low symptgnoup was .67 at the end and .79 at six
months follow-up, which was interpreted as a treawlard prevention. The intervention also
seemed to have a positive effect both for grough Yaw and high symptoms. No effects
were found for participants with an African-Amemchackground. One possible explanation
for this may be that the Latin-American groups régm higher levels of depressive
symptoms. The sample size was small, particularthe Latin-American group with only 49
participants distributed across the interventiams$ eontrol group.

Gillham et al. (2007) has evaluated the PRP asigersal intervention program
implemented by teachers. This study included batlactive and a passive control group. In
the active control group they focused on factosmeaisted with depression, without including
the CBT content of the PRP. The Gillham et al. @0$tudy included three schools. The
results for the entire sample showed no effecthefprogram. PRP prevented the debut of
depression compared the passive control groupsididompared to the active control group.
PRP did also not reduce the levels of depressinggyms over a follow-up period over three
years, neither compared to the passive nor theeactintrol group. A more thorough analysis
of the data indicated that there were differenega/ben the schools. In two of the schools the
PRP significantly reduced the depressive symptoomspared to the control group with an
effect size of .24. In these particular schools BRP prevented the debut of clinical
depression. The effects were largest for the mild enoderate depressive symptoms of
clinical depression. The effects of the intervemsioseem to depend on if they were
administered by members of the research team @roflsuch as teachers) (Gillham et al.,
2006; Harnett & Dadds, 2004; Merry et al., 2004ydgiDuval et al., 2011; Shochet et al.,
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2001). The Gillham et al. (2007) study was influssthdy low recruitment rates (15 -22 %
participated) at all schools, and the drop-outsratere high in the follow-up period.

This short review of universal prevention prograst®ows that only two of the
programs, LISA-T and RAP (Pdssel et al., 2004; 8hoet al., 2001), have effects at six and
10 month follow-ups. Cardemil et al. (2002) founifieets for participants with a Latin-
American background but not for groups with an édn-American background. Attempts to
replicate the findings have found short term effebut no effects on the long term (Harnett
& Dadds 2004; Merry et al. 2004; Rivet-Duval et 2011). Some differences related to the
effects have also been identified depending ontyjpe of profession administering the

interventions.

The effects of targeted prevention programs.

Indicated prevention.

Indicated intervention programs are aimed at imbligls that already show signs of a
condition, but do not yet satisfy the criteria oflaical diagnosis. In depression prevention
research these groups are often selected basddwvarteel or subclinical scores on inventories
related to measure depressive symptoms (Gillhamad. e2000; Mrazek & Hagerty, 1994).
Subclinical symptoms are thus a known risk factor dlinical depression, and therefore a
particularly important group with regard to preventprograms.

Dobson, et al., (2010) explored the effect of héTAdolescent Coping with Stress
Course” for anxiety and depression among adolesagith elevated depression scores. The
program is based on cognitive behaviour therapyrspg over 15 group sessions, each
lasting 45 minutes. Interventions were administdsgdstudents in clinical psychology. An
active control group was included. There were mmificant differences between the two
groups. The drop-out rate was as high as 39.1%hwhave a result of only 14 remaining
participants in each group at six months follow-up.

Stice et al.,, (2006) compared a short CBT grougerwention consisted of four
sessions with four placebo groups: a support grbigio-therapy, expressive writing and

writing a diary. In all 255 people participated,tiitn an age span of 15 to 22 years. The
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participants were selected based on heightenecksipn scores. The results indicated that
the CBT gave significant higher reduction in depnas symptoms than the waiting list, with
the effect size of r = .48 at post-test and r =a®ne month follow-up. These differences
were non-significant at 6 months follow-up. The f@lacebo groups also had a significant
reduction of depressive symptoms compared to thengdist. Only biblio-therapy retained
significant results at six months follow-up witheteffect size of .29. CBT only significantly
better compared to writing a diary at post-testtite effect size of r = .23. This result may
raise the question if CBT techniques are necessaryeduce depressive symptoms in
prevention of depression. The fact that the bibtlerapy did as well as the CBT group
therapy, may indicate that the non-specific facties social support and attention, could be
associated with effects for both groups. The retems pointed out some weaknesses of this
study, including small group sizes, which redudeel statistical power of the study. There
was no control over whether the participants abttuahderstood and started using the
techniques that they learned in the program. The-dut rate was highest in the CBT group
with rates going up to 24%.

Stice, Rohde, Seeley og Gau (2008) extended the &tal. (2006) intervention from
4 to 6 hours, hoping that a larger dose of therwetgions would improve the results. The
sample was larger than in the initial study witl $&rticipants in the age range of 14 to 19
years (Stice, et al., 2006). Biblio-therapy and pgupve group therapy were chosen as
placebo groups, in addition to a passive controlgr Supportive group therapy was chosen
because the researchers wanted an active intesmentith a non-specific element also
relevant in the CBT groups, but without the cogmitfocus. The results indicated that the
CBT gave a significant symptom reduction at post-ttompared to the supportive group
therapy, biblio-therapy and the control group, witffect sizes of .28, .52 and .46,
respectively. Both CBT, biblio-therapy and suppatigroup therapy showed significant
lower risk for developing clinical depression ag¢ tsix month follow-up (Stice et al., 2008).
The results for the CBT group for depressive symmstavere still significant after one and
two years follow-up with effect sizes of .30 an®,.2espectively, compared to the other
interventions where reductions in depressive symptovere marginal The risk for future
clinical depression were lower for participantshe CBT group and the biblio-therapy group
compared to the control group (Stice, Rohde, Gal/a&le , 2010).
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Clarke et al. (2001) explored the preventive dffeaf group CBT intervention for
adolescents that had elevated subclinical depressoores and depressed parents. This
approach was defined as a combination betweenataticand selective intervention. It was
based on known CBT techniques, with particular $oon the experiences of living with a
depressed parent. The parents were invited to éingegith information about the program
and the theory behind it. The intervention in fts#il not focus directly on the individual
parent’s depression. They found a significant pnéwe effect for suicidality and general
functioning. The risk for developing clinical depstoon was significantly lower for the
intervention group compared to the control groupe Btudy included a two year follow-up
period and the prevention effect subsided with tidgce, Shaw, Bohon, Marti and Rohde
(2009) reported effect sizes of r = .22 at post-#esl r = .16 at one year follow-up from the
Clarke et al (2001) study.

Jaycox et al. (1994) tested the PRP as an indicateervention program. The
participants were included based on heightenededsjom scores, as well as elevated reports
of parental conflict, which is a known risk factor developing depression (Lewinsohn et al.,
2000; Nomura, Wickramaratne, Warner, Mufson & Waias, 2002; Shaw & Emery, 1987;
Sheeber, Hops, Alpert, Davis & Andrews, 1997). Huwlescents (aged 10 to 13 years)
experienced a significant reduction in depressiwaptoms compared to the control group
over the six month follow-up. The variable relatied attributional style for negative life
events seemed to mediate the outcome. The effexg wiere highest for children that reported
the highest levels of symptoms, and for those tbpbrted the highest levels of parental
conflict. The follow-up at two years indicated thtite interventions had a significant
prevention effect, as the intervention group regbrsignificantly lower depression scores
compared to the control group. These results imglithat cognitive interventions in late
childhood, early adolescents may prevent the dewedmt of depressive symptoms in
adolescents (Gillham, Reivich, Jaycox & Seligma®93). The results were significant and
had effect sizes of .18 at post-test, .32 at 6 h®ofdllow-up and .20 at two years (Horowitz
& Garber, 2006).

Gillham et al. (2006) wanted to explore the effemiess of the PRP in a natural
setting, and therefore it was implemented for msthé health services. The intervention was
directed toward adolescents (11 to 12 years), whiere identified based on their elevated

depression scores. An indicated program is moacaordance with the health services than
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in schools, because in schools there is a genesaleaess and a focus on not stigmatizing
groups of pupils. It may also be plausible thatpkayees in the health services have a
background that facilities the implementation otlswa program to a greater extent than
employees in the schools. The results indicatedmgmovement in the attribution style of
positive events. The effects of attribution sty hegative life events and depressive
symptoms were moderated by sex. The program Signifly reduced depressive symptoms
for girls who had an effect size of .31, but nagndicantly for the boys. The level of
symptoms also moderated the reduction of the dsjaressymptoms, so that significant
results were found for those with high but not Isymptom levels. Summarized, the effects
on depressive symptoms were small and inconsisteta two-year period. The study had a
high drop-out rate with nearly a third dropping ouer the two year period.

Sheffield et al. (2006) compared universal andiceteéd interventions and a
combination of these for preventing depression amd& to 15 year olds with elevated
depression scores. The universal interventionduatieer described by Spence et al. (2003).
Sheffield’s study had several methodological sttesigincluding a large sample size of 2470
participants distributed across 354 schools, aepgaddent research team, a randomization to
different conditions of interventions, long termidéev-up (12 months) and a low drop-out rate
(Sheffield et al., 2006). The indicated interveniovere based on cognitive techniques like
cognitive restructuring and problem-solving, witbnger sessions and in smaller group
formats with a larger focus on interpersonal absit None of the interventions had an effect
compared to the control group. They did not fintemention effect if the program was
considered universal and included the entire sanglevhen they isolated the group with
heightened risk. None of the interventions hadatéfen hypothesized mediation factors like
coping and social adaptation. This may indicate tihe participants did not acquire skills or
abilities associated with preventing depressiomareasing resilience.

Young, Mufson & Gallop (2010) developed an intemven program based on
interpersonal psychotherapy which was named “letegmal Psychotherapy-Adolescent
Skills Training” (IPT-AST). They pointed out thatterpersonal conflicts are a known risk
factor for depression and that positive interpeasaelations have been found to protect
toward the development of depression. The interoerntonsisted of eight 90 minute group
sessions, but also included individual meetings reueetings with the parents. The control

group had meetings with the school counsellor. fEselts from the IPT-AST group indicated
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significant larger reduction of symptoms comparedhte pupils that meet with the school
counsellor, with effect sizes of .81. They reporteder symptoms at six months follow-up
with an effect size of.61. But at 12 months follaw-there were no significant differences
between the groups.

Depression is a common mental disorder among ichaiNs with epilepsy, and certain
types of epilepsy seem to be a risk factor for degion (Grabowska-Grzybagdizejczaka,
Nagaskaa & Fiszera, 2006). Martinovic, Simonovic & DiokK2006) compared the effect of
a CBT program with “treatment as usual” (TAU) inepenting depression among young
epileptics. They classified their program as ancaigd prevention program, because the
participants included had heightened depressiveescdhe CBT program was implemented
over eight sessions for the first four months, tbea session per month in the following four
months. The results indicated changes, but these nan-significant.

Several of the interventions reviewed in this ieecof the paper show an effect at
post- test (Stice et al., 2006) and at six montitisw-up (Clarke et al., 2001; Dobson, et al.,
2010; Young et al., 2010). In general these effsetsn to disappear long term (Clarke et al.,
2001; Dobson et al., 2010; Young et al., 2010)hvigw exceptions (Jaycox; et al., 1994;
Stice et al., 2010). Sheffield et al. (2006) fourtdeffects in their study, while Gillham et al.
(2006) found small and inconsistent effects. Thdicated approach to prevention of
depression seems promising, but the results a@nahasive. Aiming the interventions at
groups that have elevated symptoms seems to watdr bean offering it to a general group.

Therefore, it is also interesting to consider paogs aimed at individuals with increased risk.

Selective prevention.

This type of prevention programs targets individuaith an increased risk based on their life
circumstances and not their elevated symptom lewdtge specifically the participants in
these programs are selected based on particubaewents, demographic characteristics or
other general factors that have been known to @serethe probability of developing
psychiatric disorders (Gillham et al., 2000; MraZekagerty, 1994). Death in close family
(Cerel, Fristad, Verducci, Weller & Weller, 2006ray, Weller, Fristad & Weller, 2011),
elevated conflict level in the home (Nomura et2002; Shaw & Emery, 1987; Sheeber et al.,

Journal of Child and Youth Development (2013), gINo. 1, 54-90



Hjemdal, Hjulstad Baekkerud & Hagen 69

1997), having divorced parents (Shaw & Emery, 1987having a parent with diagnosed
clinical depression (Lieb, Isensee, Hofler, Pfigewittchen, 2002; Nomura et al., 2002) are
all known risk factors for depression and adjustintifficulties for children and adolescents.
Therefore, people that have experienced some dfetlige events may be relevant for
selective prevention interventions. The sample efeted prevention programs is more
heterogenic than for universal and indicated pnogratherefore the interventions in the
selective programs are more varied and have a eragich as they do not only focus on
depression (Horowitz & Garber, 2006). In the follogr section, we will primarily focus on
the outcomes that are relevant for preventing dsjpma. The selective prevention programs
are often a combination of selective and indicgtexvention (Gillham et al., 2000; Mrazek &
Hagerty, 1994). Therefore, several of the intenegrst described below are a combination of
these two approaches (Clarke et al., 2001; Jaytcal, €994; Martinovic et al., 2006).

Wolchik et al. (2002) explored the effects of timtervention programs for prevention
of mental health problems among children and adelds of divorced parents. The
participants were between 9 and 12 years at thé attahe study. The two interventions
consisted of a group for mothers and one for methed children. Only families where the
mother had full custody were included. The prograas based on cognitive techniques with
focus on parenting and the child — parent relatibhe mothers groups also focused on
reducing the conflicts between parents, and als@#@sing the contact with the child’s father.
This program had a positive effect on externalizamgl internalizing symptoms at post-test.
Only the effects related to externalizing problesese significant at three months follow-up.
No additive effects were found for the combinedgpam. The results were stable over a six
year follow-up. No effect sizes were reported frtns study. The researchers did however
note that divorce is primarily a risk factor fortesnalizing problems, and that in this
perspective the lack of effects on internalizinglppems are not surprising (Nomura et al.,
2002; Wolchik et al., 2002).

The loss of a parent is a known risk factor fopreéesion and adjustment problems in
children and adolescents (Cerel et al., 2006; @ta}., 2011). Sandler et al. (1992) explored
the effects of a theory driven family program calf@he Family Bereavement Program”
(FBP), in relation to preventing psychological desbs in such a group. The program
included group interventions that were meetingshwither families experiencing the same

situation, meetings with one family at a time, andividual meetings with parents. In
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addition, the program focused on different copitrgtegies, conversations of grief related
topics, the parent’s perception of social suppaord #he children’s satisfaction with the
support of the family. The participants were frortod7 years of age. The program positively
influenced the parents’ perceptions of the familyinment, as well as the parents’ rapports
of depression and behavioural difficulties with esiathildren, but not for the younger ones.
The difference in the parents’ reports may be eelato the fact that the program was
originally designed for adolescents. This undeditige important issue of adaptation. If a
different age group is targeted, the program hasetadapted to this group. There were no
reported effects on the children’s perception ahifg environment or adaptation problems.
The sample size was relatively low with only 72 fises distributed between the intervention
and the control group. In addition, only a thirdtle¢ participants completed the program.

Sandler et al. (2003) tested the “The Family Besezent Program” (FBP) with a
larger sample size (156 families with 244 childeemd adolescents). They found that the
program did improve family and individual risk aptbtective factors at post-test. No effects
on internalizing or externalizing problems wereriduat post-test, but at 11 months both the
parents and the children reported recovery on bbttihese problems. The effect was only
evident for girls and for those with higher symptoat pre-test. The effect size for caregiver’s
report of internalizing problems for girls was .aAd significant, while for the girls with
elevated symptoms at post-test it was .61.

Compas et al. (2009) tested a family-based intdime program based on CBT
principles aimed at depressed parents and theirehi The intervention consisted of 12
sessions, with eight weekly sessions and four nipriiboster sessions. The effect of the
intervention was compared to a group that onlyiveckwritten information about depression
and the effects such a disorder may have on fanilide intervention gave a significant
effect on the children’s depressive symptoms, ds agefor anxiety symptoms compared to
the control group. The strongest effect was found2amonths follow-up, with significant
results and effect sizes of .42 and .50. The iet@ren also seemed to have a positive effect
on the parents’ depressive symptoms. These trasmdsiaed at 18 and 24 months follow-up,
with slightly smaller effect sizes over time. Fdret ASEBA “Youth Self Report” the
difference at 18 months had an effect size of bd,at 24 months this effect was no longer
significant (Compas et al., 2011). It was partidylanteresting to note that the intervention
prevented clinical depression among the childretheintervention group over a period of
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two years (Compas et al., 2011). Changes in caogtiylg at six months seemed to mediate the
effects of the interventions on depression at 1athmfollow-up. The parental behavior also
seemed to mediate the outcome but the effects gited in this particular relation (Compas
et al., 2010).

Beardslee et al. (1997) developed and pilotedeaemtion program directed toward
families with one depressed parent. The intervestibuilt on the research on risk and
protective factors and targeted non-depressed rehildand depressed parents. The
intervention groups received a combination of nmgetwith only the parents, individual
meetings with the children and family meetings,hwltooster sessions. The control group
only took part in two lectures related to depressiad their effects on children. The children
included were between 8 and 15 years. The childrethe intervention group reported a
better understanding of the parent’s illness amiveld better adaptive functioning 18 months
after the interventions. However, the interventidisnot give any clear preventive effect for
clinical depression with the children. The olderilddfen had a larger effect of the
interventions, but no effect sizes were reportdwe &ffect of larger benefits for older children
was also the case of the study by Sandler et292)1 The interventions seemed to reduce the
level of risk and increase the levels of protection the families that participated in the
program. The changes in the parents’ understaralgbehaviour mediated the changes in
the children (Beardslee, Gladstone, Wright & Cop€03). These effects were significant
over a period of 4 1/2 years (Beardslee et al.32@8@ardslee, Wright, Gladstone & Forbes,
2007).

Overall, we can see that the selective prevenpimgrams effect a larger range of
outcomes related to externalizing symptoms and\behial difficulties (Compas et al., 2009;
Sandler et al., 1992; Sandler et al., 2003; Wolehiél., 2002), anxiety (Compas et al., 2009),
depressive symptoms (Compas et al., 2009; Saniér, €992; 2003) and clinical depression
(Beardslee et al., 2003; 2007; Compas et al., 28021). The interventions did, however,
seem to have the larger effect if directed towasgdscific risk factors associated with a
depressive disorder. The results from selectivegagon programs are also unclearly related
to variables like sex (Sandler et al., 2003), d&ea(dslee et al., 1997; Sandler et al., 1992),
symptom level (Sandler et al., 2003) and whether plarents report or the children or

adolescents report themselves (Sandler et al.,)1992
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Discussion

Overall, the effects of the prevention programslanged, which may be related to several

issues. Most of the prevention interventions asedan techniques borrowed from cognitive

behavioural therapy, which focus on changing irdrapnal cognitive factors such as

attribution style and problem solving abilities, ialh are assumed to be a risk factor for

depression (Cardemil et al., 2002; Clarke et &012 Dobson et al., 2010; Gillham et al.,

2006; Gillham et al., 2007; Jaycox et al., 1994 rtMavic et al., 2006; Pdssel et al., 2004;

Rivet-Duval, et al., 2011; Roberts et al., 2010p&tet et al., 2001; Spence et al., 2003 Stice
et al., 2006).

It also seems like most prevention approachessfamu changing cognitive and
behavioural characteristics of the individual sashattribution style, ability to better self-
regulate and problem solve, social skills and cgpBtudies have shown that these factors
predict the level of depression after stressf@ &ents, but Abela and D’Alessandro (2002)
pointed out that the effect sizes for these studiese only small to medium. In addition,
several studies on prevention interventions hawevehthat the assumed active ingredients
not always mediate the outcome (Cardemil et aD22@06ssel et al., 2004; Rivet-Duval et al.,
2011; Stice et al.,, 2008), and that the interverstimot always are better than placebo
interventions (Beardslee et al., 2007; Dobson et28110; Gillham et al., 2007; Stice et al.,
2006; Stice et al., 2008). The reasons for this tmayseveral, but may indicate that other
factors are those that are the cause of the déyressaction. Depression is a complex
disorder and it is probable that there are sevfacdbrs that can operate here such as risk or
protective factors for and against depressive sgmpt Research related to children that grow
up under difficult life circumstances has contragmito identify protective factors that appear
in many studies. For children who have lost onemaior have a parent that functions poorly,
it seems important to have at least one other faignt person or adult that is there for the
child as it grows and develops, someone who caréssathere when needed (Masten, Best &
Garmezy, 1990). Based on this type of researck passible to question the prevention
programs as having a somewhat biased focus onapacity and skills of the individual.
Perhaps this focus might contain some of the reafamthe small to medium effects of the
programs aimed at preventing depression.
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Studies related to selective prevention also pilgndocuses on the individual's
ability to cope, or the family’s ability to copeather than social and interpersonal
circumstances of the individual (Gillham et al.0RQMrazek & Hagerty, 1994). Some of the
intervention in the programs like LISA-T (Pdsselagt 2004), AOP (Roberts et al., 2010),
RAP (Harnett & Dadds, 2004; Merry et al., 2004; &#duval et al., 2011; Shochet et al.,
2001) and PRP (Cardemil et al., 2002; Gillham et2006; Gillham et al., 2007; Jaycox et
al., 1994) focuses on the cognitive factors of @loand relational factors, but principally the
main focus seem to be intrapersonal, with, for gXaskill training in the individual’s social
problem solving ability. It does seem relevant tdrass the relatively small focus on
interpersonal factors, which may be interestingexplore more in relation to prevention
studies in the future.

It should be pointed out that studies with a ggenfocus on the parents generally
seemed to have a positive effect on the childrezafBslee et al., 2003; Compas et al., 2009;
Sandler et al., 2003; Wolchik et al., 2002), busidifficult to evaluate the results because
none of the programs mentioned here had a condihah only included improving the
parents’ functioning. One exception is the universtervention program called "Beyond
Blue” (Sawyer et al., 2010a; b) that, in additiorfadcusing on cognitive factors, also aimed at
factors at school and local society (like schoalimment, access to mental health care, and
information about psychological disorders). Thiemention did not show any effects on the
level of depressive symptoms. One of the possddsans for this was that it took two years
to implement the structural changes that were gfattte program in schools. The intervention
was not only focused on the individual, but alsedrto change entire systems at schools, and
it is possible that the follow-up period of threzays was too short, and that pupils that started
after the program ended benefited from the cha(§awyer et al., 2010a; b). The basis for
coming to a conclusion on the effects of includingre external factors and more structural
factors of prevention is weak and premature.

Another possible cause for these varied resulty also be that the models for
depression are inadequate. If our present undelisf depression is inadequate, it will be
difficult to develop good prevention strategies ameérventions. Selective interventions seem
to work better, and it is possible in the near fattor example to include genetic factors in
selective prevention, because genetic components baen shown to be important for

depression. Newer research has indicated thatexefit combination of alleles may influence
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the risk for developing depression when faced waitlversity (Koefoed et al., 2012). This
would involve some kind of a genetic screening,clihs considered ethically controversial.

Future directions and possible solutions for preventing depression

The third wave of cognitive therapies

Over the last couple of decades newer therapyttrechave developed with a basis in CBT.
These therapies derived from CBT in that they atersother factors as important in the
development of psychological disorders in genemdl depression in particular.

Collectively these approaches are often calledthivel wave and include dialectic
behaviour therapy (DBT), mindfulness-based cogaitiverapy (MBST) and metacognitive
therapy (MCT) (Hagen & Hjemdal 2012). These arded#nt therapy forms with important
differences. Generally, as oppose to CBT where ainthe main aims is to reality test the
content of the thought,; the third wave approadmesmore concerned with the individual
thinking style as opposed to the content in thei@dar thought. We will focus on a new
approach (MCT), in order to illustrate how this tmadar therapy form may improve
prevention programs for depression.

In MCT it is argued that very many people expeseemegative thoughts without
developing psychological disorders, and therefbeedontent of the thoughts probably is not
as important as first claimed by CBT. MCT builds ancohesive model for cognitive
processing of information called the Self-Reguhat&xecutive Function Model (S-REF).
This model indicates that a thinking style called Cognitive Attentional Syndrome (CAS),
iIs universal and common for psychiatric disordensd that the CAS is responsible for
prolonging and intensifying distressing emotionsie TCAS consists of several cognitive
strategies like inflexible self-focused attentioa. ithe focus is on self-observation. These
mental processes are again linked to a perseveragtigcessing style of worrying and
ruminating (Wells, 2009). Initial studies of MCT rfa@epression show promising results
(Papageorgiou & Wells, 2000; Wells et al., 2009;I¢Vet al., 2012). If the CAS is the
predominant feature of e.g. depression, then atvegattribution style may not be the

decisive feature that contributes to the develogroédepression when faced with adversity.
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In relation to future prevention studies this mag particularly relevant. If prevention
interventions can be developed on newer theories @ndence which targets central
processes involved in developing and maintainingipslogical disorders, such interventions
may very well have larger effects also relatedrevention.

Based on the hypothesis of inadequate undersigdidepression and its antecedents
along with the existing evidence that biased foensntrapersonal factors, it is possible to
suggest four further developments to try to imprdahe prevention interventions for

depression, which are:
Trying to explore the newer therapy developmentdescribed above in order to identify if the
antecedents of depression can be better understowt thus make the foundation for better

interventions and thus increase the effects ofthes

Another approach would be to increase the focusexternal variables and thus
increase the effects of such program. Externabbtes may be related to social support and
external social resources available to the indaiglubut it is also the larger social structures
and resources available to the individual. A coneapframework that might be useful in this
context could be the socio-ecological perspectivBronfenbrenner (1977) that stresses the
larger social structure as well as the intrapersegatems. It would also be relevant to
explore the external variables found to protectireggpsychological disorder when facing
adversity, an area often associated with resili@asearch.

Several studies have indicated that exploring smeeific factors may play an
important role in further understanding and devielgpinterventions for preventing
depression (Beardslee et al., 2007; Dobson e@lQ; Gillham et al., 2007; Stice et al.,
2006; Stice et al., 2008). In clinical psychothgragsearch non-specific factors often refer to
factors that are common for most therapy forms.s&htactors are often thought of as
essential and part of the process that leads tbngefor individuals with psychological
problems. Some examples of non-specific factors taegapeutic alliance that has been
understood as an empathic attention, sincere Biteand the possibility to discuss difficulties.
The therapeutic setting also implies a degree nfcsire, and specific preset rules for
interaction. Therapeutic work also promotes hopd egmlistic positive expectations. In
prevention it would be relevant to explore how theemmon factors may be transformed
into interventions and operationalized and if thegre of relevance in contributing to

maintaining mental health. Increased focus alsthemon-specific factors may be relevant in
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the future to develop a better understanding ofctvHactors have effects for whom with
which risk profiles.

A new possible way of approaching the challendgg@vention is to change towards
a new paradigm. Resilience is a research fieldftatses on adaptation and development of
mental health in the face of adversity. It is deflnas the dynamic process that involves
positive adaptation and outcomes when faced witleratty shown to increase the probability
of developing psychopathology (Luthar, CicchettB&cker, 2000). This research field may
be particularly relevant as a theoretical grounddeveloping prevention interventions, as it
has focuses on the protective factors that promdéptation in the face of adversity.

Resilience has also in its early phases focusepeosonal attributes. However, later
research has, to a larger extent, focused on tteenat and interpersonal protective factors
and the interaction between the interpersonal hadntrapersonal level (Luthar et al., 2000).
This research has also evolved to focusing on tbeegses that develops resilience, which
means that the interest has turned towards undédista how different mechanisms and
processes contribute to develop the capacity tptadathe face of adversity. Knowledge of
these naturally occurring processes may be of quéati interest in exploring which
interventions to give priority to in further prewam studies. Resilience is a naturally
occurring process which may be of interest wheraekg how to design interventions when
such processes do not naturally occur. The fieldesilience is also interesting because it
represents a different approach than the traditiampgroach to prevention. Within this
paradigm the primary interest is to know what prtesopositive development rather than
preventing or correcting a negative developmente @articularly relevant and interesting
aspect is whether some of the factors and procé&ssalsed in maintaining mental health are
different from those that are needed for curing sone with a particular disorder. If this is
the case, it may be conceptually wrong or less @pmte to import interventions from
therapy, despite the fact that interventions mayetbective for individuals with disorders.
This is an interesting empirical question that sefedther research.

Despite representing a different research paradigere are elements of danger by
just importing the results from the resilience di¢b prevention. Resilience also focuses on
many of the intrapersonal variables that alreadyeh&een included in prevention
interventions. The focus on self-efficacy, sociklls, locus of control and problem solving
ability are apparent in both research fields (Masteal., 1990). The researches behind the
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“Penn Prevention Program” changed the name of tbgram to "Penn Resiliency Program”
when they wanted to use it as a universal prevergrogram. The change from prevention
directed toward groups of risk toward the univerfeaius reflected an assumption that the
program could contribute to develop resiliencedolascents. Despite this change, it was not
reflected in changes in the content of the progf{Rmivich et al., 2005). And despite an
explicit focus on building resilience, the PRP does separate itself significantly from other

prevention programs neither with regards to contemésults.

Conclusions

Depression is a disorder that accounts for largdblpms in society with large financial
losses, and severe suffering. Research showshihadteatment of depression,( even the best
documented treatments) is less effective than aasir Only half are cured, and of these, only
half remain cured after a year and a half. An eadput of depression in childhood or
adolescents is a predictor of the development ohae chronic disorder with multiple
relapses.

This paper has given an overview of the empititalature of prevention, identifying
which preventions work and which seem less effector preventing depression in this age
group. Targeted prevention with indicated and seleg@rograms overall seem to give better
results with higher effect sizes than a univerggdraach. There is, however, large room for
further improvement and the effects of many of gnegrams reviewed in this paper are
generally short lived. Generally, the interventioesem to give better results if the
implementation is made by psychologists or resesraims compared to teachers.

Another explanation for the varying results withine field of prevention is that our
models are incomplete in regards to understandepgession. Further research to ameliorate
the understanding of the development and maintenahdepression is essential in order also
to improve the effects of prevention. The existiegearch accentuated cognitive variables
such as those that contribute to predicting demes$®ut based on the findings from the
prevention studies, it is probably not the compfatdure. Many of the interventions used in

prevention programs are generated from cognitiveraghy, which often focuses on
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intrapersonal factors. Another possible approachoisnclude the focus on interpersonal
factors in order to enhance the effect of the pngwa programs.

Prevention of depression is, to a large extergetdan different therapy models, and
thus it is very relevant that the prevention of rdsgion closely follows the development
within treatment research of depression. If bdteatments are developed, they can become
the source of further development of preventionerwgntions. One very interesting
development within the cognitive therapy is thirdwe cognitive therapies. Especially MCT
seems patrticularly interesting for the treatmendebression (Wells, 2009). This approach is
in the early phases and further research is ne&degw possibility for the further research
on prevention is to change paradigms completeliieOareas of research can possibly also
serve as a point of departure for generating ietgrens that maintain mental health.
Resilience research may be particularly interesiimgthis context, as it has identified
protective factors and processes that promote mieeadth in the face of adversity.

It does, however, seem decisive that future empl@s prevention is based on an
empirical and solid theoretical foundation. If indentions are to be implemented, they should
be based on actual knowledge of what works and suelventions should be rigorously

evaluated.
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Table 1. An overview over the included studies, the sample size, age, country, effect size pre to post-test, and effect size pre to follow-

up.

Universal prevention programs

Study

Sample (n)

Sample age

Country

Effect size post-test

Effect sizefollow- up

Cardemil, Reivich &
Seligman (2002)
"The Penn Resiliency
Program” (PRP)

Gillham et al. (2007) (PRP

Harnett & Dadds (2004)
"The Resourceful
Adolescent Program”
(RAP)

Merry, Mcdowell, Wild, Bir
& Cunliffe (2004)

"The Resourceful
Adolescent Program”
(RAP)

Intervention group:
Latino children (n =
23), African American
children (n = 47).

Control group: Latino
children (n = 26),
African American
children (n = 56).

Intervention group PRP
(n =232), placebo
group PEP (n = 231),
control group (n = 234)

Intervention group RAP
A (n = 96), control
group (n = 116).

Intervention group RAP
Kiwi (n = 192), placebo
group (n =172).

Average age: 11

Average age:
12.13

Age group: 12 —
16

Age group: 13 —
14

USA

USA

Australia

New
Zealand

Latino children;

high risk: 1,19,

low risk: 0,67,

African American children: no
significant effects.

Complete sample (school A, B
and C combined): no significant
effects.

No significant effects.

Post-test: 0,04

Latino children; high risk: 6 month
follow-up: 0, 90, low risk 6 month
follow-up: 0, 79 (significance level 0,
10).

African American children: no
significant effects.

School A and B 3 year follow-up: 0,
24,

No significant effects abrl2 years
follow-up.

18 month follow-up: no significant
effects.
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Possel, Horn, Groen &
Hautzinger (2004)
LISA-T

Rivet-Duval, Heriot & Hunt
(2011)

"The Resourceful
Adolescent Program”
(RAP)

Roberts et al., (2010)
The Aussie Optimism
Programme (AOP)

Sawyer et al., 2010a; b
"Beyondblue”

Shochet et al. (2001)
"The Resourceful
Adolescent Program”
(RAP)

Spence, Sheffield &
Donovan (2003); (2005)
the Problem Solving for
Life Program” (PSFL)

Intervention group
(n =200),
control group (n = 147)

Intervention group RAP
A (n = 80), control
group (n = 80).

Intervention group
(n =247), control group
(n=222).

Intervention group
(n =3037), control
group (n = 2597)

Intervention group RAP
A (n = 68), intervention
group RAP F (n = 56),
control group
Adolescent Watch (n
=118).

Intervention group
(n =751), control group
(n =749).

Intervention
group average
age 13.82,
control group
average age
14.18.

Age group: 12 —
16

Age group: 11 —

13

Average age:
131

Age group: 12 —
15

Age group:
12-14

Germany

Mauritius

Australia

Australia

Australia

Australia

Minimal depressive symptoms
post-test: 0, 49,

6 months follow-up: 0,44
Subsyndromal score post-test: n
significant.

Post-test: 0, 32

No effect sizes reported.

No effect sizes reported.

Post-test: 0, 47

High risk participants post-test:

36.

Low risk participants post-test: O
32.

Minimal depressive symptoms:

6 months follow-up: 0, 44.
Subsyndromal score: 6 months follow
otip: 0, 50.

6 month follow-up: no significant
effects.

No effect sizes reported.

No effect sizes reported

10 month follow-up: 0, 34.

not significant.

Low risk participants 1 year follow-up
not significant.

,High risk participants 1 year follow-up:
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Indicated intervention programs.

Djoki¢ (2006)

(n =15), control group
(n =15).

19

Study Sample (n) Agegroup Country Effect size post test Effect size follow-up
Clarke et al. (2001) Intervention group Age group: 13 —| USA Post-test: r 0, 22. 1 year follow-up: r 0, 16.
(n = 45), control group 18
(n =49).
Dobson, Hopkins, Fata, | Intervention group Age group: 13 —| Canada No significant effects. No significant effects faliat 3 pr 6
Scherrer & Allan (2010) | (n = 25), placebo group | 18. months follow-up.
"The Adolescent Coping| (n = 21).
with Stress Course”
Gillham, Hamilton, Intervention group Age group: 11 —| USA Small and inconsistent effects.
Freres, Patton & Gallop | (n = 147), control group | 12
(2006) (n=124).
"The Penn Prevention
Program (PRP)”
Jaycox, Reivich, Gillham Intervention group (n = Age group: 10 —| USA Post-test: 0, 18. 6 month follow-up: 0, 32
& Seligman (1994); 69), control group (n = 13
Gillham, Reivich, Jaycox 74).
& Seligman, 1995: "The
Penn Prevention Program
(PRP)"
Martinovi¢, Simonové & | Intervention group Age group: 13 —| Serbia No effect sizes reported. No effect sizes reported
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Stice, Burton, Bearman
& Rohde (2006)

Stice, Rohde, Seeley &
Gau (2008); Stice,
Rohde, Gau & Wade
(2010)

Young, Mufson &
Gallop (2010),
"Interpersonal
Psychotherapy-
Adolescent Skills
Training” (IPT-AST)

CBT intervention (n = 50),
supportive-expressive

(n = 19), bibliotherapy

(n = 28), expressive
writing (n = 27),
journaling (n = 34),
waitlist control (n = 67).

CBT Intervention (n = 89)
supportive-expressive

(n = 88), bibliotherapy

(n = 80), control group

(n = 84).

Intervention group
(n = 36), control group
(n=21).

Age group: 15 —
22

Age group: 14 —
19

Age group: 13 —
17

USA

USA

USA

CBT compared with waitlist post
test: r 0, 48.

CBT compared with journaling
post-test: r 0, 23.

CBT post-test;

compared with supportive group
therapy: 0,28,

compared with bibliotherapy:
0,52,

compared with control group: 0,
46

Post-test: 0, 81.

CBT compared with waitlist; 1 month
follow-up: r O, 28,

6 month follow-up: no significant
effects

Bibliotherapy compared with waitlist;
6 month follow-up: r 0, 29.

CBT 6 month follow-up;
compared with supportive group
therapy: no significant effects,
compared with bibliotherapy: no
significant effects, compared with
control group: 0,42.

CBT 1 year follow-up; compared with
control group: 0, 30, compared with
bibliotherapy: 0, 38, compared with
supportive group therapy: no
significant effects.

CBT 2 year follow-up; compared with
control group: 0, 29, compared with
bibliotherapy: 0, 45, compared with
supportive group therapy: no
significant effects.

6 month follow-up: 0, 61.
12 month follow-up: no significant
effects.
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83), intervention group
Mother Program (n = 81),
control group (n = 76).
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Selective intervention programs.
Study Sample (n) Agegroup Country Effect size post-test Effect size follow-up
Beardslee et al. (1997) | Intervention group (18 Age group: 8 — | USA No effect sizes reported. No effect sizes regub
families, 28 children), 15
control group (18 families,
24 children).
Beardslee, Gladstone, | Intervention group (53 Age group: 8 — | USA No effect sizes reported. No effect sizes rigubr
Wright & Cooper, 2003; | families, 69 children), 15
Beardslee, Wright, control group (40 families,
Gladstone & Forbes 52 children).
(2007)
Compas et al. (2009); Intervention group Age group: 9— | USA YSR (anxiety/ depression): 0, 3V.YSR (anxiety/ depression); follow-up 6
Compas et al. (2011) (n =56), control group 15 months: 0, 49, follow-up 12 months: Q,
(n = 55). 50.
Sandler et al. (1992) 35 families. Age group: 9— | USA No effect sizes reported. No effect sizes regubr
"The Family 17
Bereavement Program”
(FBP)
Sandler et al. (2003) Intervention group (90 Age group: 8 — | USA Boys: no significant effects. Boys: no significant effects.
(FBP) families, 135 children), 16 Girls post-test: no significant
control group (66 families, effects. Girls; 11 month follow-up;
109 children). internalizing symptoms caregiver
rapport: 0, 24, internalizing symptoms
self rapport: 0, 61.
Wolchik et al. (2002) Intervention group Mother| Age group: 9- | USA No effect sizes reported. No effect sizes reub
Plus Child Program (n= | 12
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Combined programs:

Study Sample (n) Age group Country Effect size ftest Effect size follow-up
Sheffield et al. (2006) Universal intervention (n Age group: 13 —| Australia No significant effects. No significarffects found at 12
634), universal + indicated 15 months follow-up.

intervention (n = 636),
indicated intervention (n =
722), control group (n =
614).
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