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Abstract
Relapse rates for children and adolescents with major depressive disorder (MDD) range from 30%
to 40% within 1 to 2 years after acute treatment. Although relapse rates are high, there have been
relatively few studies on the prevention of relapse in youth. While acute phase pharmacotherapy has
been shown to reduce symptoms rapidly in depressed youth, children and adolescents frequently
report ongoing residual symptoms and often relapse following acute treatment. Recent adult trials
have begun examining augmentation with psychosocial treatment after successful medication
treatment to enhance medication response and prevent future relapse. This strategy has not yet been
examined in youth with depression. Here we present initial efforts to develop a sequential,
combination treatment strategy to promoting rapid remission and to prevent relapse in depressed
youth. We describe efforts to adapt CBT to prevent relapse (RP-CBT) in youth who respond to
pharmacotherapy. The goals of RP-CBT include: preventing relapse, increasing wellness, and
developing skills to promote and sustain a healthy emotional lifestyle. We describe the rationale for,
components of, and methods used to develop RP-CBT. The results from a small open series sample
demonstrate feasibility and indicate that youth appear to tolerate RP-CBT well. A future test of the
treatment in a randomized controlled trial is described.

Advances in the development of treatments for depressed youth include effective
antidepressant medications (Emslie et al., 1997; Emslie et al., 2004; TADS Team, 2004) and
psychosocial treatments such as interpersonal therapy (IPT) and cognitive behavioral therapy
(CBT; Compton et al., 2004; Mufson, Weissman, Moreau, & Garfinkel, 1999; Weisz, McCarty,
& Valeri, 2006). Most of the literature focuses on the acute phase of treatment, which is aimed
at reducing depressive symptoms. Clinicians, youth, and parents need treatments that not only
maintain the gains achieved in the early stages of treatment, but also prevent relapse. CBT
appears to be effective in preventing relapse in adults (Fava, Rafanelli, Cazzaro, Conti, &
Grandi, 1998) and may offer this promise in youth with depression as well. Here we describe
Relapse Prevention CBT (RP-CBT; Kennard, 2006): its development, components, and
feasibility outcomes. Our initial efforts focus on using RP-CBT to reduce residual symptoms
and prevent relapse in youth with major depressive disorder (MDD) who have previously
responded to acute phase pharmacotherapy.
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What Are the Most Effective Treatment Strategies for Youth With Depression?
Efficacy in randomized clinical trials of pediatric depression has typically been defined as an
adequate treatment response or clinical improvement. Typically, response is defined as
improvement on a clinical rating scale. However, more recently, particularly in the treatment
literature on adult depression, remission or symptom-free status is the desired outcome (Rush
& Trivedi, 1995). These definitions are important, as evidenced by the Treatment for
Adolescents With Depression Study (TADS), which had dramatically different outcomes,
based on whether the outcome was defined as loss of MDD diagnosis, response, or remission
(Kennard, Silva, et al., 2006; TADS Team, 2004). Although acute efficacy trials in youth have
demonstrated positive response, particularly with fluoxetine, remission rates remain low, and
many youth continue to experience residual symptoms of depression (Kennard, Silva, et al.,
2006). Rates of sustained remission, or continuation phase recovery, have not been reported
in pediatric depression to date. A recent ACNP task force recommended that recovery be
defined as the achievement of remission that is sustained by a well period of at least 4 months
(Rush et al., 2006).

Remission rates in antidepressant trials, based on achieving a Children’s Depression Rating
Scale–Revised (CDRS-R; Poznanski & Mokros, 1996) ≤ 28, range from 31% to 41% for active
treatments (Emslie et al., 1997, 2002; Wagner et al., 2004). While CBT treatment studies rarely
report on remission rates, Brent and colleagues report a remission rate of 64.7%, defined as
absence of MDD on the Schedule for Affective Disorders and Schizophrenia for School-Aged
Children–Present and Lifetime Version (K-SADS-PL; Kaufman et al., 1997) and three
consecutive weekly scores on the Beck Depression Inventory–II (BDI-II; Beck, Steer, and
Brown, 1996) < 9 (Brent et al., 1997). More common in psychotherapy studies is the use of
diagnostic criteria to measure treatment outcome. Half of the published randomized controlled
trials evaluating the efficacy of CBT in child and adolescents report on the percentage of
subjects who no longer meet criteria for MDD after treatment (Compton et al., 2004), ranging
from 47.6% to 87% (Clarke, Rohde, Lewinsohn, Hops, & Seeley, 1999; Lewinsohn, Clarke,
Hops, & Andrews, 1990; Vostanis, Feehan, Grattan, & Bickerton, 1996; Wood, Harrington,
& Moore, 1996). Although some studies have shown high response rates in subjects, remission
is a more stringent standard and thus more difficult to meet. Even the group receiving a
combination of fluoxetine and CBT in the TADS study had a relatively low remission rate
(37%; Kennard, Silva, et al., 2006).

While combination treatment (antidepressant treatment with fluoxetine and CBT delivered
concurrently) is an effective strategy for acute phase treatment for adolescents with MDD
(TADS Team, 2004), fluoxetine alone was also effective in achieving response. Furthermore,
time to response is shorter for fluoxetine than for CBT, supporting this as a good acute phase
strategy (Kratochvil et al., 2006). CBT alone is also effective, as efficacy studies of acute
treatment with CBT suggest that it reduces depressive symptoms in both children and
adolescents (Compton et al., 2004; Curry, 2001; Reinecke, Ryan, & DuBois, 1998; Sherrill &
Kovacs, 2004). In fact, recent findings suggest that by 18 to 24 weeks of treatment, fluoxetine
and CBT have similar positive outcomes (TADS Team, 2007). While both fluoxetine and CBT
are effective treatments, the speed of response favors fluoxetine as an acute treatment strategy
in adolescent depression.

What Is Known About Relapse in Youth With Depression?
Relapse rates for children and adolescents with MDD are significant. Estimates range from
34% to 75% within 1 to 5 years after the index episode (Kennard, Emslie, Mayes, & Hughes,
2006). Much of what is known about relapse in this population is based on naturalistic follow-
up studies. The comparison of these studies is complicated by the variable follow-up intervals
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and types of treatments received during the naturalistic follow-up, resulting in relapse rates
that are difficult to interpret. In addition, the terms relapse and recurrence are often used
interchangeably and variably defined, contributing to the confusion in the literature. For this
paper, relapse is defined as the return of the index episode within 2 months after remission
(Frank et al., 1991). Typically the treatment of depression can be divided into three phases:
acute (treatment that results in clinical response and remission of symptoms), continuation
(treatment to prevent relapse of symptoms of the index episode), and maintenance (treatment
to prevent new episodes, or recurrences; Frank et al., 1991; Kupfer, 1991; Rush et al., 2006).
Our goal in continuation phase CBT is to prevent relapse and promote recovery.

Risk for Relapse
Early age of onset in adults with depression is associated with a greater vulnerability for future
episodes (Jarrett et al., 2001). In addition, a significant risk factor for relapse in adults with
depression is the presence of residual symptoms at the end of acute treatment (Cornwall &
Scott, 1997; Keller, 2004; Judd et al., 1998; Paykel et al., 1995). This is true for both
pharmacotherapy trials (Judd et al., 1998; Faravelli, Ambonetti, Pallanti, & Pazzagli, 1986;
Fava, Grandi, Zielezny, Canestrari, & Morphy, 1994; Paykel et al., 1999) and CBT trials
(Simons, Murphy, Levine, & Wetzel, 1986; Thase et al., 1992). While the relationship between
residual symptoms and relapse has not been studied in child and adolescent populations, the
presence of residual symptoms is common in adolescents who have been successfully treated
for depression and may be related to poor treatment outcomes (Kennard, 2007; Kennard, Silva,
et al., 2006).

Prevention of Relapse
In adults with depression, CBT was found to be an effective strategy to prevent relapse (Hollon
et al., 2002; Vittengl, Clark, Dunn, & Jarrett, 2007). Furthermore, the use of continuation phase
CBT as an augmentation strategy to pharmacotherapy was effective in reducing risk for relapse
in adults treated for major depression (Fava et al., 1994; Fava, Fabbri, & Sonino, 2002; Fava,
Grandi, Zielezny, Rafanelli, & Canestrari, 1996; Fava, Rafanelli, Grandi, Canestrari, &
Morphy, 1998; Nierenberg, 2001; Paykel et al., 1999; Teasdale et al., 2000). Furthermore,
Jarrett and colleagues developed a continuation phase CBT (Jarrett & Kraft, 1997; Jarrett,
Vittengl, & Clark, in press) that lowered relapse rates in responders to acute phase CBT (Jarrett
et al., 2001).

Considerably less is known about continuation and maintenance phase treatments in pediatric
depression. A preliminary study of continuation phase treatment with fluoxetine found that
34% of those children and adolescents who continued on fluoxetine relapsed compared to 60%
of those who were placed on placebo (Emslie et al., 2004). In the psychotherapy literature,
there are only two reports investigating CBT continuation phase treatments in youth. In a pilot
study, Kroll, Harrington, Jayson, Fraser, and Gowers (1996) found that 6 months of
continuation phase CBT following acute phase CBT significantly lowered relapse rates
compared to historical controls (6% vs. 50%). Clarke et al. (1999) reported that booster sessions
did not reduce relapse rates, but did accelerate remission in patients with depression at the end
of acute phase CBT. The relatively low number of booster sessions, along with poor attendance
rates of these sessions, may account for the significant relapse rates.

TAILORING AND DEVELOPING CONTINUATION PHASE CBT TO PREVENT
RELAPSE IN YOUTH

It is important to advance questions of which treatments are most effective (i.e.,
pharmacotherapy, psychosocial treatments, and combined treatments) for youth with
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depression and for specific subpopulations (Compton et al., 2004). It is also vital to investigate
the timing of interventions to optimize their impact on depression (Weisz et al., 2006). When
conceptualizing RP-CBT, we based our strategy on what has been found to be effective in the
acute and continuation treatment phases in both the pediatric and adult literature to date. Acute
phase pharmacotherapy (i.e., fluoxetine) is an efficacious intervention in treating pediatric
depression (Emslie et al., 1997; Emslie et al., 2004; TADS Team, 2004). Additionally,
fluoxetine demonstrates an accelerated time to response relative to CBT (Kratochvil et al.,
2006). Continuation phase CBT has shown efficacy in reducing residual symptoms and
preventing relapse in adults (Fava et al., 1996; Jarrett et al., 2001; Paykel et al., 1995; Teasdale
et al., 2000). To date there have been no published reports of a CBT for depressed youth
specifically developed to be delivered in the continuation phase of treatment. We hypothesized
that using pharmacotherapy and CBT sequentially would effectively prevent relapse and
promote recovery in children and adolescents with depression.

Rounsaville, Carroll, and Onken (2001) have suggested a stage model for the development and
testing of novel behavioral interventions. In this framework, Stage I consists of manual writing,
feasibility testing, and piloting of outcome measures. In Stage II, randomized clinical trials to
test the efficacy of the manualized intervention are conducted. Finally, Stage III involves
studies that evaluate the generalizability and transportability of treatments. In this manuscript
we will present the process and preliminary findings in the Stage I of the treatment development
of a relapse prevention treatment for depressed youth.

Stage Ia. Therapy Development/Manual Writing
Our goal was to develop a treatment manual for a CBT that targets relapse prevention in youth
with depression. To this end, we began by reviewing available treatment literature and manuals
of acute and continuation CBT interventions (Brent, Bridge, & Bonner, 2000; Brent & Poling,
1997; Clarke et al., 1999; Curry et al., 2000; Fava, Rafanelli, Cazzaro, et al., 1998; Jarrett &
Kraft, 1997; Stark, 2005; Wilkes, Belsher, Rush, & Frank, 1994). We also explored more novel
therapeutic approaches to relapse prevention, focusing on mindfulness and techniques from
the positive psychology literature (Segal, Williams, & Teasdale, 2002; Seligman &
Csikszentmihalyi, 2000; Snyder & Lopez, 2005). In adult populations, well-being therapy,
which included positive psychology components, was found to be effective in reducing relapse
rates (Fava, Rafanelli, Cazzaro, et al., 1998). We sought out and received consultation on our
preliminary ideas from experts in childhood depression, CBT, and relapse prevention.

First and foremost we wanted the treatment to be both feasible to deliver and acceptable to
patients and their families. To this end, we conducted focus interviews with current patients in
clinical trials of pediatric depression. We asked the following questions: Would patients accept
continuation phase CBT when pharmacotherapy had already provided relief from depressive
symptoms? Would families and patients be reluctant to add another treatment modality and
possibly more treatment visits after completing a 3-month trial of medication therapy? Was
added CBT too burdensome or perceived as unnecessary? What expectations and requirements
might patients and families have for a continuation treatment?

We conducted a short semistructured interview with six patients and families. All families were
positive about the treatment and indicated that they would participate in such a program were
it offered. Major concerns expressed included time commitment, or worry about missing school
and work to participate in therapy sessions, and worry that the adolescent would have little
incentive for further treatment. Parents stated they wanted to participate because of concern
that the medication alone would not be enough to prevent relapse. As a result, the intervention
was designed to be short in duration with more frequent sessions early in the treatment and
more time between sessions as treatment progressed.
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Following the focus interviews, the manual was revised to take into consideration the concerns
of patients and families. Iterative revisions to the manual were planned based on experiences
from open series cases and participants in the pilot study. In addition, several experts in child
and adolescent CBT reviewed the manual and revisions were made based on their feedback
and suggestions.

The Treatment: RP-CBT
RP-CBT is a brief (8 to 11 session), individual treatment that targets the prevention of relapse
of depression after a response to pharmacotherapy. The RP-CBT is designed to be less intensive
than acute phase CBT treatments for adolescents, which are typically 12 to 16 weekly sessions
(Brent et al., 1997; Compton et al., 2004; TADS Team, 2004). In addition, it is comparable in
length to continuation phase CBT used in remitted adults who were treated in the acute phase
with antidepressant medication (10 sessions; Fava, Rafanelli, Cazzaro, et al., 1998). However,
in Fava and colleague’s study, the sessions were only 30 minutes in duration and biweekly,
which is more appropriate for an adult population. In treatment with youth, more time is needed
for the teaching and practicing of skills and to include family sessions.

The treatment is designed to be flexibly delivered so that the therapist can tailor the treatment
to the specific needs of the child. The RP-CBT skills target factors that have been found to be
effective in the treatment of depression (Kazdin & Weisz, 1998). These skills, which include
cognitive and behavioral components, were selected based on previous empirical research as
well as the theoretical rationale that they would effectively address residual symptoms of
depression.

The treatment was designed to address risk factors for relapse. While few studies have
investigated relapse in youth, high expressed emotion and family conflict and disagreement
have been found to be associated with relapse in children and adolescents (Asarnow, Goldstein,
Tompson, & Guthrie, 1993; Birmaher et al., 2000). In addition, certain cognitive factors, such
as negative attributional style and cognitive reactivity, have been linked to recurrence of
depression (Hammen, 1992; Teasdale et al., 2001). Children who have had a depressive episode
are at risk for reactivating negative schemas and negative attributions in the face of stress or
change (positive or negative; Curry & Craighead, 1990). Therefore, the treatment is developed
to counteract these negative schemas and attributions when the individual is faced both with
positive outcomes as well as stress (Jaycox, Reivich, Gillham, & Seligman, 1994; Seligman,
Schulman, DeRubeis, & Hollon, 1999;). Common residual symptoms in adolescents treated
for depression include sleep and mood disturbance, fatigue, and concentration (Kennard, Silva,
et al., 2006). Treatment components that address these residual symptoms are included in the
manual as well as family interventions selected for the prevention of factors related to relapse
(e.g., expressed emotion).

Structure of RP-CBT—RP-CBT includes eight scheduled sessions, with three optional
booster sessions. The treatment is scheduled weekly for 4 weeks (four sessions), biweekly for
2 months (four sessions), and monthly for booster sessions (three possible sessions) for a total
of 6 months of continuation phase treatment. Several components are common to each session.
Parents are provided with a handout on the skills to be presented in the session. Early in each
session, the therapist sets an agenda and elicits the patient’s concerns (i.e., items for the agenda).
The therapist and patient review self-reports, content from the previous session, and homework
and any adherence problems that occurred.

In each session, a skill is presented and related to the time line (see below). The therapist and
patient identify attributions (explanatory style) for positive events, with the aim of building
positive self-schema and an optimistic explanatory style (Curry & Craighead, 1990). As mood
and activation improve with the reduction of depressive symptoms, it is hypothesized that teens
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will have more access to positive events. Questioning external and unstable attributions and
promoting internal, stable explanations for such positive events may aid in relapse prevention.
Finally, the therapist and patient collaborate on homework and an intersession reminder (e.g.,
“Make It Stick” Post-it note or postcard).

Case conceptualization in RP-CBT—The time line worksheet for RP-CBT provides a
collaboratively determined representation of the patient’s “story” of his/her depression. The
time line (see Figure 1) serves as the basis for treatment planning. The components of the
timeline include past symptoms, present or residual symptoms, and future obstacles. These
factors, along with positive and negative thoughts, patient strengths, and goals, provide the
therapist with targets for intervention as well as areas to increase or build on. The time line
worksheet is typically used and referenced in each session. The therapist and patient add to the
time line what is learned in treatment. As skills are identified that are useful in managing
residual symptoms or increasing wellness, they are added to the time line. The patient and
therapist add new skills, strengths, and thoughts identified (either positive or negative) in each
session.

Core CBT skills—As these patients are naïve to CBT, the first session of RP-CBT focuses
on rapport building, understanding the child’s past depression and current residual symptoms
(building the time line), and their goals for treatment. In addition, psychoeducation about
relapse and the CBT model is completed. An introduction on mood monitoring occurs in the
first session. In the subsequent early sessions (Sessions 2–4), core skills are introduced and
tailored to the patient’s residual symptoms, clinical issues, and goals. These core skills include
behavioral coping skills (Stark, Reynolds, & Kaslow, 1987), negative automatic thoughts and
cognitive restructuring (Brent et al., 1997), and problem solving (Butler, Meitzitis, Friedman,
& Cole, 1980; Stark et al., 1987). The treatment emphasizes the practice of core skills and
application of these skills to individual issues in order to reinforce the skills and to increase
their relevance to the patient. Additional skill modules, including emotional regulation, social
skills, assertiveness training, and relaxation training, are included to assist the therapist in
applying the core skills to these common issues encountered by patients. Finally, there is a
section for the therapist on supplemental applications, with suggested strategies for addressing
common residual symptoms including boredom, anxiety, self-esteem issues, impulsivity,
irritability, hopelessness, interpersonal conflict, and adherence. Guidelines for managing
suicidality are included in the treatment manual.

Brief family component—The first two sessions of RP-CBT include a conjoint component
(patient and parents) for psychoeducation on relapse and the CBT model and a program
overview. Each session includes a parent check-in, where the therapist may elicit input on the
patient’s progress. All families also participate in a conjoint session on expressed emotion,
which was found to be related to relapse in adults (Asarnow et al., 1993). Families also take
part in a session on family wellness. In addition, a conjoint session on family attributions may
be offered as needed.

Wellness component of RP-CBT—Ryff and Singer (1996) provide a model for defining
dimensions of wellness in adults, which was later adapted to intervention strategies for relapse
prevention in adults remitted for depression (Fava, Rafanelli, Cazzaro, et al., 1998). Seligman
and the movement of positive psychology emphasize the need for practitioners to focus more
attention on amplifying strengths and building positive traits (e.g., optimism) as a means of
preventing illness (Seligman & Csikszentmihalyi, 2000; Seligman et al., 1999). In the
treatment, the therapist introduces wellness as a continuum, or a range where degrees of
wellness can fluctuate over time. The idea is that an individual can be “more well” or “less
well,” and that it is not an all-or-nothing concept. The wellness aspect of the RP treatment was
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adapted from the work of Ryff and Singer (1996) and focuses on six general areas of wellness:
self-acceptance, social, success, self-goals, spiritual, and soothing. The area of self-acceptance
includes a focus on positive self-schemas and a helpful explanatory style. Social wellness
includes social skills and social problem solving. The domain of success includes autonomy
and mastery, while the self-goals component includes a sense of purpose. The idea of spiritual
wellness encompasses optimism, gratitude, and altruism. Finally, the soothing area includes
relaxation activities. Earlier in treatment, patients are encouraged to collect data on their own
wellness skills, using a wellness log designed for RP-CBT. The therapist can use this
information to assess for existing strengths, as well as for an idea of areas to improve. The
wellness aspect of the treatment results in the development of an individualized wellness plan
for the patient.

Relapse prevention and wellness plan—The culmination of RP-CBT is the
development of a relapse prevention and wellness plan. At this point, the therapist and patient
have completed the time line, and this time line includes several skills that the patient has
learned to use. The major goal is to consolidate the relapse prevention plan that has been
developed throughout the therapy with the wellness plan, which aims to help the patient
maintain continued optimal quality of life.

End of treatment—The three booster sessions are optional at the end of RP-CBT. These
may be used based on clinical need, with the central goal of assessing the effectiveness of the
relapse prevention and wellness plan. Prior to the end of treatment, the therapist consults with
the patient and family about the use of these boosters, including a collaborative discussion
regarding the signs and symptoms of relapse for the patient. The therapist, patient, and family
work together to identify when to seek additional support and the appropriate level of care.

Stage Ib. Piloting the Intervention
Six patients (ages 11 to 18, average age = 14.5; 3 males and 3 females) participated in the open
series of RP-CBT. All patients were referred by local psychiatrists, who were asked to refer
treatment responders to antidepressant medication, for participation in a feasibility test of the
initial draft of RP-CBT. Patients were selected based on clinical determination of an adequate
response to outpatient treatment. Other considerations in patient selection included age and
gender, as the authors wanted to test the manual with a varied patient population. The therapists
kept records of each patient’s course of therapy, including weekly session content (i.e., agenda
items and skills taught) and number of sessions. The RP-CBT group met weekly in treatment
development meetings to discuss our experiences with these patients. This group consisted of
senior doctoral-level clinical psychologists (BDK and SMS), a postdoctoral fellow, a master’s-
level therapist, and three graduate students (JLH). These treatment development meetings
served both to coordinate the clinical care of these patients and to document and integrate the
therapists’ experiences using the treatment.

In the open treatment series, all but one patient was on antidepressant medication (one patient
had been prescribed medication but was not longer taking it). Patients were not receiving other
psychosocial treatments outside of the study treatment. The average number of sessions utilized
was 8.6 (ranging from 6 to 14). The CBT strategies used most frequently included cognitive
restructuring, behavioral activation, and problem solving. An early concern of investigators
was whether patients would be willing to increase visit frequency after remission of symptoms.
However, session attendance and participation was not problematic in the open series cases.
A second major concern of investigators was whether patients would develop sufficient rapport
with the therapist, given the short duration of treatment. Patients and families reported
satisfaction with both the therapist and the level of intervention. Our preliminary outcomes
include a decrease in patient self-reported depressive symptoms (pretreatment BDI average =
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10.83; posttreatment BDI average = 2.0). In addition, we found high ratings of consumer
satisfaction on the Client Satisfaction Questionnaire–8 (CSQ-8; Nguyen, Attkisson, & Stegner,
1983), which has a range of 1 to 4, with 4 representing high satisfaction (posttreatment Client
Satisfaction Questionnaire—child average = 3.5; posttreatment Client Satisfaction
Questionnaire—parent average = 3.8).

After completing the open series cases, we finished the first full version of the RP-CBT manual.
Specific early challenges in conceptualizing this treatment included differentiating the
treatment from acute phase treatments including acute phase CBT, engaging the “well” patient,
using a short-term intervention model in CBT naïve patients, moving from a model of
psychopathology to a health and wellness model, adapting the treatment for a wide range of
developmental levels, and finding appropriate outcome measures to utilize with treatment
responders.

Specific Challenges in Designing RP-CBT
Engaging the young treatment responder—As with any treatment of depressed youth,
the challenge of engagement and rapport is common. As we designed RP-CBT to be used as
sequential treatment strategy with responders, we anticipated that the patient would be less
motivated for continuation treatment. In addition, we wondered if some patients and families
would be reluctant to engage in a psychosocial treatment given a positive response to
medication. It is possible that patients would have difficulty switching from a medical
explanatory model to one in which the focus is on behavioral and cognitive strategies to manage
mood.

To address this, we present a comprehensive rationale for the continuation treatment to the
patient, including specifically that CBT has shown to be effective in relapse prevention. This
rationale included education about relapse and an introduction of the skills that manage mood
and promote wellness. In addition, we designed the treatment to focus on the patient’s residual
symptoms, goals, and any current issues causing distress. The treatment included
developmentally appealing worksheets, visual aids and graphs, and acronyms to facilitate
engagement and participation. Finally, the therapists encouraged relevant practice of skills in
each session.

Generalizing the skills from a brief intervention—It was important to limit the number
of sessions due to patients’ and families’ concerns about the burden of additional visits. The
challenge in developing the treatment was to introduce the CBT treatment model and to teach
basic skills of managing mood in a brief, short-term treatment. To address this issue, the
treatment stressed a considerable emphasis on practice between sessions. Additionally, we
relied on the use of reminders (e.g., weekly postcards), which included session content,
homework assignments, and weekly goals. Finally, we provided parents with handouts, which
presented the skills that the child was learning in each session. Our goal was to facilitate the
parents’ participation in the treatment. The handouts also aided in the generalization of these
skills to real-life situations for the child and family outside of the session, as the parent can act
as a “coach.”

Adopting a wellness approach—In the RP-CBT treatment, we decided to use a model
that was not solely focused on psychopathology, but also on wellness and interventions from
the positive psychology literature. We hypothesized that strategies from positive psychology
that improve mood above the neutral level might serve a protective function against relapse.
Thus, in this treatment we conceptualized the patient’s level of functioning not just from a
deficit model (i.e., decreasing negative mood and cognitions), but also from a positive approach
(enhancement of strengths, positive experiences, mood and cognitions).
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In the treatment manual, we included an algorithm to help the therapist decide when to
introduce wellness skills versus skills that address residual depressive symptoms (see Figure
2). The algorithm is based on the number of residual symptoms at the beginning of RP-CBT.
All patients begin the treatment with the introduction and application of core skills to target
residual symptoms. In those with fewer residual symptoms, wellness and healthy lifestyle
strategies are introduced earlier in treatment. In summary, the treatment is driven by the goal
to achieve the absence of illness and also the presence of wellness.

Developmental considerations—Any treatment for youth must take into account the wide
range of developmental levels represented. In RP-CBT, strategies were included that could be
adapted for different age and developmental ranges (e.g., younger vs. older). For example, in
introducing mood management to the younger child we use a more behavioral approach, such
as measuring mood before and after doing a fun activity in the session. With an older child,
we might practice mood management by recalling a recent event and the associated thoughts
and feelings. The child practices different ways to think about the event, while attending to the
relationship between thoughts and mood. Thus, for each intervention we identified techniques
for both older and younger children that would facilitate skill assimilation.

Outcome measurement—Measuring outcomes for maintenance of gains from earlier
treatment and continued improvement after response proved to be problematic. Patients
entering the open series already had low self-reported depressive symptom ratings, making
significant changes in these measures less likely at the end of treatment. This led to the
investigation of better instruments to document residual symptoms, clinical issues not
documented on depressive symptom scales (e.g., conflict with family members, interpersonal
issues, homework problems), and wellness gains.

Therefore, in the ongoing RCT study we capture residual symptoms and clinical issues through
measures such as the time line (see below) and the Children’s Hassles Scale (CHS; Varni et
al., 1996). The CHS is a 43-item questionnaire that assesses the occurrence and severity of
daily hassles. Four scores can be computed: (1) total number of events that occurred; (2) number
of neutral events that occurred (i.e., event occurred but did not bother child); (3) number of
negative events that occurred; and (4) sum of the negative events' rating of bother (possible
range = 1 to 86, with higher scores indicating greater number and severity of hassles). The
CHS has demonstrated acceptable construct and convergent validity and internal consistency
reliability (Varni, Rubenfeld, Talbot, & Setoguchi, 1989; Varni, Setoguchi, Rappaport, &
Talbot, 1991; Zuckerman, Oliver, Hollingsworth, & Austrin, 1986). The CHS would allow us
to track the child’s ability to cope with the daily challenges, as research has shown that
psychosocial stressors are associated with relapse and poorer outcomes (Lewinsohn, Rhode,
Seeley, Klein, & Gotlib, 2000). In addition, more measures relating to positive psychology
have been included, such as the Multidimensional Students’ Life Satisfaction Scale (Huebner,
1994). The MSLSS (Huebner, 1994) is a 40-item self-report scale designed to measure life
satisfaction in youth. Life satisfaction is related to wellness. The MSLSS test-retest reliability
is reported in the .70 to .90 ranges, and it has demonstrated acceptably validity, with moderate
correlations with other measures of self-concept and life satisfaction (Gilman, Huebner, &
Laughlin, 2000; Huebner, 2001).

RP-CBT Case Illustration
Jason was a 14-year-old Caucasian male who presented with his first episode of MDD to the
research clinic. Jason, a freshman in high school, lived with his mother, father, and 11-year-
old sister. His depressive symptoms at baseline (assessed by the K-SADS-PL; Kaufman et al.,
1997) included depressed mood, irritability and anger, anhedonia, lack of interest in activities,
sleep disturbance (hypersomnia), fatigue, tiredness, psychomotor disturbance (retardation),
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and feelings of guilt/worthlessness. In addition, he reported conflict with his father, academic
problems (incomplete homework, poor grades), and high levels of family conflict at home. His
baseline depression severity, as assessed by a clinician rating scale (CDRS-R; Poznanski &
Mokros, 1996), was 69, indicating severe depressed mood. In addition, his self-reported
depression severity score was 21, suggesting moderate depressive symptomatology (BDI; Beck
et al., 1996).

In the acute phase of treatment (12 weeks), Jason received open treatment with fluoxetine (30
mg/day). He entered the continuation phase of treatment in remission (CDRS-R= 17; BDI =
2). Jason was randomized to medication management and RP-CBT. His residual symptoms at
randomization were reassessed, with only weight and appetite problems remaining on the K-
SADS-PL. However, when completing the CHS and the time line with the therapist, Jason also
reported struggling with interpersonal issues and parent conflict (feeling criticized by parents).

Sessions 1–4
Treatment began by discussing Jason’s ideas and concerns about beginning a continuation
phase treatment, especially given his low level of residual symptoms. Jason was very receptive
to the treatment as he was eager to work on relationship issues at home and at school. The
completion of the time line was helpful in identifying past symptoms of concern, explained as
important to monitor to prevent relapse, as well as current issues that were continuing to cause
distress. Future obstacles were identified as well as goals for treatment. Psychoeducation on
relapse prevention and the CBT model (relationship between mood and thoughts and
behaviors) was provided to Jason and his family. The family was given a handout to further
educate them about relapse prevention and CBT. Jason was asked to monitor his mood,
thinking, and behaviors between the first and second sessions.

Over the next three sessions, the therapist introduced the core skills: behavioral coping skills
(behavioral activation), automatic thoughts and cognitive distortions, and problem solving.
These skills were linked to the session agenda items in order to focus on practical application
of strategies to real-life situations. Specifically, Jason was able to identify several recurring
negative automatic thoughts (e.g., “She’d rather be with friends than with me” in response to
his girlfriend’s frequent social activities). Jason learned to be alert to overpersonalizing in social
situations and to use more adaptive thinking. One metaphor that resonated with Jason was that
of “replacing the tape,” that is using the more adaptive thought of “This is not about me; my
girlfriend is very social.” The time line was also helpful in identifying Jason’s past symptoms
and associated cognitions (“When I feel sad, I assume the worst”). Upon identifying this pattern
of thinking, Jason was able to plan ahead for this distortion. His strategies included the use of
more adaptive thoughts and behavioral skills, such as getting support or using exercise as a
coping skill.

In addition, Jason identified potential stressors such as “arguments with parents” and frequent
criticism by his father. Early in the treatment, Jason and the therapist devised specific
behavioral coping skills, such as playing music or calling a friend, which Jason could utilize
to stabilize his mood after family conflict. Jason and the therapist agreed to have family sessions
with the goal of reducing conflict and negative emotion in the home. Jason’s family was seen
for three family sessions within the first few weeks of treatment. These family sessions were
conducted in conjunction with the individual sessions, so that session length for the individual
visit was 45 minutes followed by a 45-minute conjoint session. Initially the family was provided
with psychoeducation on the connection between family conflict and negative emotion and the
risk for relapse. Jason, his family, and the therapist collaboratively determined ways to give
Jason support to maintain remission. The family and Jason worked to negotiate minimal
expectations for him at home and consequences for meeting these goals. The therapist met with
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Jason’s parents briefly at each visit to obtain input about Jason’s progress and to answer
questions about the skills handouts provided to the parents at each session.

As individual and family skills were identified as effective for specific problems, these skills
were added to the timeline. Post-it notes (to “Make it Stick”) were collaboratively completed
to include summarized key points from the sessions, identified practice tasks, and homework
assignments. The therapist sent postcards to Jason between sessions for encouragement. These
postcards also often reviewed key points and served as homework reminders.

Sessions 5–8
Jason and the therapist met biweekly for 8 weeks. Once Jason’s residual symptoms decreased
and his target areas showed improvement, the focus of the treatment shifted to wellness skills.
The therapist introduced the concept of a wellness continuum, using sports metaphors of
conditioning and strengthening to prevent future injury. Jason completed a wellness log of
current activities that reflected wellness behavior as well as positive strengths and abilities.

Jason and the therapist identified two wellness areas to build on: success activities and spiritual
activities. In the area of success or mastery, Jason identified that he wanted to expand his
musical activities. Jason had played the guitar primarily by himself at home. Jason and the
therapist devised a list of possible ways that Jason could increase opportunities for success in
music, including adding guitar lessons and joining a band. In addition, he wanted to strengthen
his spiritual wellness and indicated a desire to increase his participation in altruistic activities.
Jason began to help out family members more at home, particularly his mother. This also
resulted in improved relationships at home. He also identified a goal of increasing community
service at school.

In Session 8, Jason completed a relapse prevention and wellness plan. He identified potential
stressors, including depressive cognitions and behaviors associated with relapse. Jason and the
therapist paired these risk factors with skills to use to manage his mood. In addition, he listed
several wellness activities to increase with a plan for monitoring them on a weekly basis.

Sessions 9–11, Optional Booster Sessions
Jason met monthly with the therapist for booster sessions. The focus of these sessions was (a)
to monitor his relapse risk factors, (b) to continue to apply RP-CBT strategies in the
management of his mood, and (c) to continue to identify activities to maintain wellness. Jason
continued to work on managing his thinking in relationship to perceived criticism from others.
Jason reported to the therapist that he had joined a band and was volunteering at a local
recreation center. Termination included a review of treatment progress and a review of the
relapse prevention and wellness plan. Jason was presented with a binder that contained copies
of his worksheets, “Make It Stick” Post-it notes, and the postcards. Emphasis was placed on
Jason’s own competence in his ability to manage his mood and maintain his wellness activities.
In addition, the family was included in a final review of the relapse prevention and wellness
plan to clarify their role in helping Jason maintain the gains made in continuation treatment.
At both 9 and 12 months after the start of acute treatment, Jason remained in remission.

Moving From Stage I to Stage II: Design of the RCT of RP-CBT
We are currently conducting a small, randomized controlled trial, funded through a NIMH R34
treatment development mechanism, to provide pilot data for a larger RCT to test the efficacy
of the above treatment. The two main goals of the ongoing project: (1) to test the acceptability
and feasibility of randomizing youth to a continuation phase treatment after successful acute
treatment, and (2) to provide pilot data on the efficacy of the RP-CBT intervention and the
appropriateness and utility of the chosen outcome measures.
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The ongoing trial tests a sequential treatment strategy, with acute open treatment (12 weeks)
and randomized continuation phase treatment (24 weeks). Sixty child and adolescent
outpatients who meet DSM-IV criteria for MDD and complete a 2-week (three visit) diagnostic
evaluation will be treated openly during acute phase treatment with fluoxetine (10 to 40 mg)
for 12 weeks. The acute phase duration of 12 weeks was chosen, as remission rates are low at
8 weeks of treatment and we wanted to allow adequate time to for response and remission to
occur (Cheung, Emslie, & Mayes, 2005). Responders (estimated n = 40), defined as those
participants with a Clinical Global Impression–Improvement (CGI-I; Guy, 1976) score of 1 or
2 and a greater than or equal to 50% reduction in symptoms on the CDRS-R (Poznanski &
Mokros, 1996), are randomized to continued Medication Management (MM) or continued MM
plus CBT (MM+CBT). The randomization is stratified according to the subject level of
response: remitters (CGI-I of 1 or 2 and CDRS-R ≤ 28) and adequate responders (CGI-I of 1
or 2 and ≥ 50% decrease in CDRS-R from baseline; but > 28). In addition, groups are stratified
by age (younger, 11 to 14, vs. older, 15 and above). The rationale for stratification by subject
level of response is that there is some evidence that continuation CBT is more effective for
those with residual symptoms than for those in full remission (without residual symptoms;
Perlis et al., 2002). Furthermore, Clarke et al. (1999) reported that booster sessions (quarterly)
led to further improvement of residual symptoms, which we will also be measuring for pilot
data. Finally, there is some recent evidence that younger and older patients respond differently
to treatments for depression (Curry et al., 2006).

See Figure 3 for the ongoing RCT study design. Participants in both MM and MM+CBT
continue on the same dose of fluoxetine for 12 additional weeks. During this time, participants
in the MM+CBT cell receive RP-CBT. At 24 weeks, participants in both cells are discontinued
off of medication. Participants in the MM+CBT arm then receive 12 additional weeks of RP-
CBT (monthly optional booster sessions). All participants have monthly assessments after
week 24 for 3 months and a final assessment 1 year post-baseline (week 52). At this time the
pilot study is still ongoing, with scheduled completion in January 2008.

Conclusions
There are successful acute treatments for pediatric depression in children and adolescents. Due
to high rates of relapse, however, maintaining treatment gains is difficult. There is a need to
develop continuation phase treatments that focus on the prevention of relapse in this age group.
The RP-CBT treatment is designed to reduce residual symptoms of depression and increase
wellness and lifelong strategies that promote emotional health after acute treatment for
depression. While this treatment strategy is currently being pilot tested in a randomized
controlled trial, our experiences to date indicate that this treatment is feasible, well tolerated,
and acceptable to patients and families.
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Figure 1.

Kennard et al. Page 17

Cogn Behav Pract. Author manuscript; available in PMC 2010 June 8.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Decision Tree for RP-CBT Treatment Planning
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Figure 3.
RP-CBT Pilot Study Design
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