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Synopsis
This article provides a conceptual framework for research on the prevention of depression in youth
and reviews the recent literature on prevention efforts targeting children and adolescents.
Prevention efforts should target both specific and non-specific risk factors, enhance protective
factors, use a developmental approach, and target selective and/or indicated samples. In general, a
review of the literature indicates that prevention programs utilizing cognitive behavioral and/or
interpersonal approaches, and family-based prevention strategies, are most helpful. Overall, it
appears that there is reason for hope regarding the role of interventions in preventing depressive
disorders in youth. Several new directions for future research on the prevention of depression in
youth were outlined.
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Depression is the most common psychiatric disorder in the United States, with over 16% of
the U.S. population reporting a major depressive episode (MDD) during their lifetime [1]. It
is one of the leading causes of morbidity and mortality in the world today [2], and places a
significant economic burden on society [3,4]. Depression is among the most treatable mental
disorders, yet it remains a chronic illness, with 85% of people who experience a single
episode of depression experiencing another episode within 15 years [5].

In recent years, researchers and policy makers have recognized the importance of focusing
on prevention efforts for depression. Prevention requires a paradigm shift from traditional
disease models, in which symptoms are treated when they emerge, to a proactive focus on
mental health and on maximizing protective factors while reducing risk factors for mental
illness [6]. In this article, we will review depression prevention efforts that aim to promote
mental health and prevent the onset of depressive disorder in children and adolescents. We
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will begin by reviewing the epidemiology of youth depression, and will then outline a
conceptual framework for depression prevention research. We will then review the research
on depression prevention programs for youth. Finally, we will discuss directions for future
research, and key issues to consider when developing and evaluating depression prevention
efforts.

Epidemiology of Youth Depression
Like depression in adulthood, youth depression is quite common [7]. One-year prevalence
rates for MDD are about 2% in childhood and range from 4% to 7% in adolescence [8].
According to the National Comorbidity Survey (NCS) [9], the lifetime prevalence of MDD
in adolescents aged 15 to 18 years is 14%, and an estimated 20% of adolescents will have
had a depressive disorder by the time they are 18 years old [10,11]. Point prevalence rates of
depression during adolescence range from 4 to-7%, and the average age for first onset of
depression is 15 years [12]. One-half of first episodes of depression occur during
adolescence [13], and early onset depression is associated with a chronic, episodic course of
illness [8]. Although successful treatments for youth depression have been explored, such as
antidepressants, cognitive behavioral interventions, and interpersonal psychotherapy, such
treatments have been found to work for only about 50% to 60% of cases under controlled
research conditions [14].

Similar to adult depression, adolescent depression frequently is persistent and recurring
[7,10,11]. Twelve percent of children will relapse within 1 year, 40% will relapse within 2
years, and 75% will experience a second episode within 5 years [12,15,16]. Adolescent
depression is associated with negative long-term functional and psychiatric outcomes,
including impairment in school, work, interpersonal relationships, and substance abuse [17–
23]. Of particular note is the association between adolescent depression and suicidal
behavior. Suicide is the third leading cause of death in adolescents [24]. Over a 1-year
period, 13.8% of adolescents in the United States reported seriously considering suicide,
10.9% had made suicidal plans, and 6.3% reported making a suicide attempt [25].

Evidence-based treatments for youth depression, such as cognitive-behavioral therapy and
interpersonal approaches, are associated with benefits that, for some, persist over time
[26,27]. However, most depressed youth do not receive treatment for depressive symptoms
or disorder [28]. When they do receive treatment, although many adolescents respond well
to cognitive-behavioral treatment approaches, about half of the depressed children who
respond well relapse within 2 years of terminating treatment [29]. Likewise, even
adolescents who respond well to combined treatments for youth depression (e.g., cognitive
behavioral + medication), often experience residual symptoms of depression. Only 37% of
depressed youth who receive combined treatment are no longer depressed by 12 weeks [30].
Finally, recent data suggest that duration of depression moderates treatment outcome, such
that the longer the duration of a depressive episode, the less likely it is to respond to
evidence-based treatments [31]. Overall, while treatment for youth depression is important
and can be beneficial, many who receive treatment for depression do not respond, have
residual symptoms, or experience relapses of disorder [32–35].

Given the high prevalence and costs of youth depression, the connection between early onset
depression, and recurrence of the disorder in adulthood, the impairment associated with
youth depression, and the difficulty in treating depression once it has developed, efforts to
prevent depression are warranted. The importance of preventing depressive disorder through
the development and evaluation of preventive interventions was highlighted by the Institute
of Medicine (IOM) Report [6], Preventing Mental Disorders [36], and has been emphasized
by numerous recent expert panels [37,38]. The IOM report defined prevention as
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interventions that occur before the onset of the disorder, and that are designed to prevent the
occurrence of the disorder. Indeed, prevention may be the key to decreasing the burden of
adolescent and adult depression on society, and may be more cost-effective and less
distressing than waiting for the condition to appear and then trying to treat a full depressive
episode.

Conceptual Framework for Depression Prevention Research
In the past several decades, research on the prevention of youth depression has blossomed,
and as a result, we now know much more about ways to maximize the efficacy of prevention
efforts. That is, we know more about the variables to target, the timing of interventions, and
the samples that will be most likely to benefit from depression prevention efforts.

Risk/Protective Factors
A key early stage of prevention research involves understanding specific and non-specific
risk and protective factors, as prevention efforts that work benefit from a focus on
decreasing risk factors and enhancing protective factors for a particular disorder.
Understanding the risk and protective factors for depression enables researchers to make
careful choices about the prevention strategies they use.

Specific risk factors—Specific risk factors are those factors that have been associated
with increased risk for youth depression in empirical investigations. Specific risk factors for
adolescent depression include having low self-esteem, being female, negative body image,
low social support, a negative cognitive style, and ineffective coping [39]. In the case of
youth depression, the strongest risk factor for the development of depression, above and
beyond the variance accounted for by other risk factors, is having a parent with depressive
illness [40]. Offspring of depressed parents are at about a two- to four-fold increased risk of
developing depressive disorders, and over half of the parents bringing their depressed
adolescents for services themselves have current mood disorders [40]. Research in the past
20 years suggests that children who grow up with depressed parents have more internalizing
disorders such as depression and anxiety, more externalizing disorders such as conduct
disorder and attention deficit disorder [41], more cognitive delays and academic difficulties,
and more social difficulties [40]. It is important to note that not all children of depressed
parents become depressed, and many children of depressed parents are resilient and do well
over time [42]. Thus, many depression prevention efforts in youth have targeted either those
with symptoms or those whose parents have depression.

Nonspecific risk factors—A comprehensive approach to the prevention of depression
involves addressing both specific and nonspecific risk factors. Nonspecific risk factors are
associated with increased risk for a range of disorders including depression. Nonspecific risk
factors that are documented to increase rates of youth depression include poverty, exposure
to violence, social isolation, child maltreatment, and family breakup [39]. In fact, reducing
the burdens of poverty, exposure to violence, child maltreatment, and other forms of family
instability may play an important role in the reduction of depressive disorders in youth [39].

For example, both poverty and child maltreatment have been associated with many negative
outcomes. Specifically, a recent study of a subsample of the United States National
Collaborative Perinatal Project examined the relation between lower socioeconomic status
(SES) in families of young children and later rates of depression [43]. Lifetime risk for
depression was related to occupational level of the parents at birth. Subjects with parents of
lower SES backgrounds had significantly increased lifetime rates of depression. In
particular, having a family history of mental illness was associated with later depression,
while adult educational attainment and depression were inversely related. Also, in a
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prospective longitudinal study of 676 maltreated children, and 520 nonabused and
nonneglected control subjects, Widom et al. [44] found a significant relation between child
physical abuse and increased risk for lifetime MDD, and between child neglect and
increased risk for current MDD. Research on the additive effects of childhood risk factors
suggests that addressing both specific and nonspecific risk factors together may have the
best chance of preventing disorder [6,39].

Resilience and protective factors—Although the presence of both specific and
nonspecific risk factors does indicate an increased risk for youth depression, it is important
to remember that not all children and adolescents who are exposed to these risk factors
develop disorder. In fact, many children who are exposed to risk factors for depression also
have protective factors and exhibit resilience, which means that they have characteristics
that decrease the likelihood of developing depression [39]. Protective factors for youth
depression include the presence of supportive adults, strong family relationships, strong peer
relationships, coping skills, and skills in emotion regulation [39]. In a specific study of
children of depressed parents [42], the authors studied a subset of resilient youth whose
parents had experienced depression. Within the youth, they found that several factors
contributed to resilience, including a focus on accomplishing age-appropriate developmental
tasks, on relationships, and on understanding their parents’ illness. Within the parents, they
found that resilience was associated with a commitment to parenting despite depression, and
a commitment to relationships.

Timing of Intervention Delivery
Most mental disorders have their onsets during childhood or adolescence. In fact, 75% of all
adult mental health disorders have their onset by age 24, and 50% of adult disorders have an
onset by age 14 [6]. Further, data on the onset of mental disorders suggests that early
symptoms of disorder emerge a few years before full diagnostic criteria are met (see Figure
1) [6].

Successful prevention efforts use a developmental approach, positioning the intervention in
the developmental epoch preceding or during the age of peak incidence. Data on the onset of
disorder suggest that, during childhood and adolescence, there may be opportune
developmental windows in which to intervene to maximize the benefits of intervention [6].
For example, while the mean age of first diagnosis for depression is 15 [12], symptoms of
depression generally emerge 3 to- 4 years earlier [6]. Successful depression prevention
programs target the developmental window from ages 11 to-15, when symptoms are present
but before the onset of full-blown disorder [6].

Definition of Prevention and Sample Definition
According to the IOM (1994) report [6], there are three categories of preventive
interventions: universal, selective, and indicated. Universal preventive interventions target
the general public or community regardless of risk. An example of a universal prevention
program is a curriculum that teaches about the dangers of substance abuse to all high school
freshmen in the community. Selective prevention programs target members of a subgroup
who are at higher risk for disorder, such as children of depressed parents. Finally, indicated
prevention programs target all people who display subclinical signs or symptoms of a given
disorder. An example of an indicated prevention program is a curriculum that teaches
depression prevention strategies to teens with subclinical depressive symptoms.

Horowitz and Garber [45] conducted a meta-analysis of 30 depression prevention studies for
youth and found that, at post-intervention, selective prevention programs, such as those
focusing on children of depressed parents, were more effective than universal programs that
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targeted all high school students district-wide. They also found that selective and indicated
prevention programs were more effective than universal programs at 6 month follow-up.
Although targeted prevention programs appear to be more effective than universal programs,
several studies have demonstrated favorable outcomes using universal programs.

Review of Depression Prevention Efforts for Youth
To date, researchers who have studied the effects of preventive interventions on depression
in youth generally have based their prevention strategies on cognitive-behavioral and/or
interpersonal approaches [46]. These approaches have been found to be helpful in the
treatment of depression [47], and recently have been evaluated to determine whether they
may be useful in preventing youth depression. Below we review recent research on
depression prevention efforts for youth, using the IOM categories for preventive
interventions. We will begin by reviewing research on universal prevention programs,
followed by a review of selective prevention programs and then indicated prevention
programs.

Universal Prevention Programs
School based—One successful universal prevention program was evaluated by Spence
and colleagues, who report data from a universal, school-based prevention program targeting
1500 youth aged 12 to 14 years attending high school in Queensland, Australia [48,49].
Schools were assigned randomly to the Problem Solving for Life (PSFL) intervention or the
MC (the school-as-usual condition). Participants were evaluated for depressive symptoms as
well as a range of other risk variables at baseline (pre-intervention), post-intervention, and
again at a 12-month follow-up. A group of high-risk participants was identified at baseline
based on elevated scores on measures of depressive symptomatology. The PSFL
intervention consists of eight 45-to 50-minute weekly sessions that focus on teaching
cognitive restructuring and problem solving. The program is implemented by classroom
teachers who are trained in the program’s theory, content, and implementation techniques
during a 6-hour training session.

Overall, at post-intervention, students assigned to the PSFL condition demonstrated reduced
symptoms of depression, relative to students assigned to the MC condition, and a greater
number of high-risk students in the PSFL condition were no longer classified as high risk.
However, these group differences were not maintained. Moreover, survival analyses
revealed there was no significant group difference in the incidence of depressive disorders in
high-risk participants over time. This work suggests that prevention programs can be
delivered by teachers with fidelity, that youth may be receptive to interventions, and that this
intervention can yield short-term effects in reducing depressive symptoms in Australia.
However, this work also highlights the importance of long-term follow-up and the
difficulties of using a universal prevention approach to reduce depression diagnoses.

Another universal school-based program aimed at preventing depression in adolescence was
evaluated by Shochet et al. [50]. Students in grade 9 (n = 260) were assigned to one of three
different groups: Resourceful Adolescent Program-Adolescents (RAP-A), Resourceful
Adolescent Program-Family (RAP-F), and Adolescent Watch. RAP-A was part of an 11-
session program as part of the school curriculum; it focused on building resilience in the
students. The RAP-F program was identical to RAP-A, but in RAP-F, the students’ parents
were invited to participate in a parent program consisting of 3 different sessions. The
Adolescent Watch program (AW) was the comparison group in which the adolescents only
completed measures of depressive symptoms and hopelessness.
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Results indicated that the two intervention groups (RAP-A and RAP-F) did not differ from
one another, but did differ from the comparison group (AW). For the two intervention
groups, there were significant reductions in depressive symptoms and hopelessness scores
that were maintained at a 10-month follow-up. For the AW program, there were no
significant changes in scores post-intervention. These results indicate that the addition of the
parent component to the RAP-A program did not significantly increase the program’s
efficacy.

Merry and colleagues [51] evaluated the efficacy of another school-based program, the
RAP-Kiwi intervention, based on the RAP program by Shochet et al. [50], as described
above. This intervention is derived from cognitive behavioral therapy and consists of 11-
sessions in which principles of cognitive-behavioral and interpersonal therapy are
incorporated. The intervention used by Merry targeted students (n = 392) aged 13–15, and
each student was randomized to the intervention (RAP-Kiwi) (n = 207) or placebo program
(n = 185). The placebo program contained elements focusing on having fun, such as arts and
crafts, rather than elements that have been identified as aiding in preventing depression.

Results indicated that depressive symptoms were significantly reduced by the RAP-Kiwi
program, more so than the placebo program. Categorical analyses indicated that there was an
absolute risk reduction of 3% for the RAP-Kiwi group. These results remained consistent at
an 18-month follow-up, with the RAP-Kiwi group having a greater mean difference in
depression scores (M= 1.55) than the placebo group (M= 1.31). This study indicates that a
school-based universal depression prevention program administered by teachers is effective
in reducing depressive symptoms in adolescents, both in the short-term and in the long-term.

Cognitive-behavioral—Horowitz and colleagues [52] evaluated a universal group
cognitive-behavioral program (CB) for preventing depressive symptoms in adolescence that
was based on Clarke’s Coping With Stress program [53]. High school students enrolled in
wellness classes (n = 380) were randomly assigned to one of three programs: the Cognitive
Behavioral Program (CB), the Interpersonal Psychotherapy-Adolescent Skills Training
Program (IPT-AST), or a no-intervention control. Eight group leaders, all of whom were
trained master’s-level clinical psychology graduate students or recent clinical psychology
PhDs, and eight co-leaders, all of whom were clinical graduate students or undergraduate
honor students, led the groups.

The results indicated that the difference between the CB and IPT-AST groups were largest
for the students who had higher levels of depressive symptoms at baseline. These data
indicate that the prevention programs were more effective for participants who were at risk
for depression based on elevated depressive symptoms scores at baseline, consistent with an
indicated prevention approach.

Selective Prevention Programs
School-based—The Penn-Resiliency Program (PRP) [54], perhaps the most widely
evaluated depression prevention program for youth [55], was developed to target cognitive
and behavioral risk factors for depression in school-aged children. Based on cognitive
behavioral therapy, PRP is a school-based program that teaches participants the connection
between life events, their beliefs about those events, and the emotional consequences of their
interpretations. The manualized PRP curriculum is generally administered by trained school
personnel during the school day and consists of twelve 90- to 120-minute group sessions.

PRP has been evaluated empirically over several years with children and adolescents of
varying ages and from varying ethnic and cultural backgrounds, both in universal and in
targeted prevention studies [55–56]. Overall, these studies have found that, relative to
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participants in the control conditions, participants in PRP experienced reduced depressive
symptoms over follow-up intervals ranging from 6 months to two years. In one such
prevention study, conducted in primary care clinics within a Health Maintenance
Organization (HMO), children aged 11 and 12 years identified as high risk based on a self-
report questionnaire were invited to participate. Although PRP was found to improve
explanatory style (that is, world view) for positive events, and reduced depressive symptoms
for girls only, no overall preventive effects of PRP were found for depression diagnoses.
Gillham and colleagues [57] examined the efficacy of adding a parent intervention
component to the PRP. The parent intervention component was designed to increase parents’
overall resilience as well as their parenting skills. Results indicated that students in the PRP-
plus-parent group reported lower levels of depressive symptoms (p = .05) and anxiety
symptoms (p = .01) over the follow-up period, relative to usual care. These findings have
important clinical implications. First, it appears that this intervention prevents both
depressive symptoms and anxiety symptoms, which have been found to be potential risk
factors for youth depression [57]. Second, these findings support the involvement of parents
in preventing youth depression.

The PRP has further been evaluated with African American and Latino children who were at
risk due to their low-income status [58]. The Latino children reported significantly fewer
depressive symptoms (p = .001) than did the children in the control group, and these results
were consistent at the 6-month follow-up. Furthermore, Latino children in the prevention
group had fewer negative automatic thoughts (p = .01) and feelings of hopelessness (p = 10).
For the African American children however, there were no significant differences in the
number of reported depressive symptoms between the intervention and control groups.
Similarly, there were no significant differences in negative automatic thoughts or
hopelessness between the two groups of African American children. Importantly however,
the prevention children did show significant improvement over the course of the
intervention, but the results were not significantly different from the no-treatment, control
condition. These results were found to be consistent at a 2-year follow-up [59].

Cognitive-Behavioral—Based on research by Lewinsohn et al. [60] examining risk for
depression in adolescents, Clarke and colleagues [61] developed the Coping With Stress
(CWS) course, a manual-based psychoeducational group program targeting adolescents at
risk for the development of depressive disorders. The CWS program aims to help at-risk
teens gain control over negative moods, resolve conflicts that arise at home and with peers,
and alter maladaptive thought patterns. The CWS program targets teens aged 13 to 17 years
and is delivered by trained mental health professionals (for example, social workers and
psychologists) in a group setting.

Clarke et al. [61] examined the effectiveness of the CWS program, relative to a Usual-Care
Control condition (UC), in a randomized-controlled trial (RCT) of 94 adolescent offspring
of adults treated for depression in a HMO. Eligible teens had to have subdiagnostic
depressive symptoms and/or a history of mood disorder, and a parent with a significant
depressive disorder. Results indicated that, relative to teens assigned to the UC, teens in the
CWS program reported fewer depressive symptoms, fewer symptoms of suicide, and better
overall functioning. At 12-month follow-up, 9.3% of the teens in the CWS program met
diagnostic criteria for major depression, compared with 28.8% of the teens in the UC control
(p = 0.003). Although the significant preventive effect persisted across a 24-month follow-
up interval, the magnitude of the effect diminished (p = 0.02 at 18 months; p = 0.05 at 24
months).

A 4-site effectiveness study led by Judy Garber [62] is being conducted using a variant of
the CWS program developed by Clarke and colleagues [61]. Known as the Prevention of
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Depression in At-Risk Adolescents study, Garber and colleagues have modified the CWS
program to include 8 weekly and 6 monthly continuation sessions, and have recruited 316
teens (nearly 80 from each site) who have been assigned randomly to the Cognitive
Behavioral Prevention Program (CBP) or the UC condition [62]. Results indicate that,
through the 8-month follow-up assessment conducted at the completion of the monthly
continuation sessions, significantly fewer teens in the CBP group had a probable or definite
episode of depression, compared with adolescents in the UC condition [63]. Moreover, this
main intervention effect was moderated by current parental depression at baseline, such that
among adolescents whose parents were not depressed at baseline, CBP was much more
effective in preventing the incidence of depressive episodes than UC. Among adolescents in
both conditions with a currently depressed parent, rates of incident depression were not
significantly different from each other [63]. It should be noted that the Clarke and Garber
studies are a combination of selective and indicated preventive interventions. That is, the
parents have depression (selective prevention), but in those studies, some of the children
were also symptomatic (indicated prevention). A long-term follow-up of this sample is
currently underway.

Family-based—A number of intervention programs for the prevention of depression in
children and adolescents have incorporated the family system as an integral target of
intervention. One such study by Compas and colleagues [64] assessed the efficacy of a
family cognitive-behavioral preventive intervention aimed at preventing depression in the
offspring of parents with a history of depression. The 111 families were randomly assigned
to an intervention or control condition. The intervention condition consisted of 8 weekly and
4 monthly sessions with up to 4 families per group, in which both the parents and the
children participated. The family cognitive-behavioral intervention was designed to educate
families about depressive disorders, help families recognize and deal with stress, promote
adaptive coping responses to stress, the improvement of parenting skills, and increasing
family awareness of the impact that stress and depression can have on functioning. The
families were also assessed at 2-, 6-, and 12-months post intervention.

Results indicated that overall, the family cognitive-behavioral program produced the
strongest effects for positive parent and child outcomes, relative to the control condition.
The intervention, relative to the control condition, produced significant child benefits in
terms of depressive symptoms, anxiety symptoms, and internalizing symptoms with
marginally significant effects on externalizing symptoms. Parent depressive symptoms were
also significantly less in the intervention group as compared to the control group at all three
assessment points.

Beardslee et al. [65] have also developed 2 public health interventions for families when
parents are depressed. Beardslee et al.’s approaches emphasize a cognitive orientation and
focus on building strengths and resilience in youth. They also focus on the family as a unit
of change and aim to increase parents’ understanding of depression and the effects of their
depression on their spouses and children. In the Beardslee clinician-facilitated intervention
approach, six to eight 45- to 90-minute sessions were conducted with a clinician and with
individual families, culminating with a family meeting in which the clinician facilitated a
family discussion of depression and its effects on the family. The lecture control condition
consisted of 2 small group lectures for parents only. Although children did not attend these
lecture sessions directly, parents were encouraged to discuss with their children the effects
of depression on the family.

Beardslee et al. [66–68,65,69] have examined the efficacy of the Beardslee prevention
approaches. In this research, 100 families with parental depression and a nondepressed child
aged 8 to 15 years were assigned randomly to either the clinician-facilitated or the lecture
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group condition. The families were assessed at baseline, immediately post intervention, and
then at approximately 1-year intervals over several years. Both conditions were associated
with positive changes in parents’ behaviors and attitudes regarding their children, in general
family improvements, and in decreased depressive symptoms in children. However, relative
to the lecture group condition, the clinician-facilitated condition was associated with greater
understanding by children of their parents’ depressive illness, and improved communication
between children and parents. Intervention effects were sustained at 2.5- and 4-year follow-
up intervals [65,66]. Moreover, families in which parents reported the most change in
behavior and attitude had children who showed the greatest increase in their understanding
of their parents’ illness, one of the main targets of this preventive intervention.

It is noteworthy that since the development of these intervention approaches, several
research groups have adapted the general principles of these programs to new populations
and have evaluated these approaches in effectiveness trials. Podorefsky et al. [70] adapted
the clinician-facilitated intervention approach for use in a low-income, urban population,
and found that families who participated in the intervention reported positive change in
family communication, understanding, and focus on the child. They also recently adapted it
for use with Latino mothers [71]. Several European countries have developed countrywide
programs for children of people with mental illness. Solantaus et al. [72] have developed a
successful program in Finland and selected the clinician intervention, as one of several
interventions, for widespread use. It proved possible both to adapt it to the Finnish context
and to train clinicians in its use [73].

Unlike other researchers examining the prevention of youth depression in teens identified
based on their elevated depressive symptoms or family history of depression, Sandler et al.
[74] focused on preventing negative outcomes in children at risk based on difficult life
circumstances, including parental divorce and bereavement. Sandler's research programs
rely on correlational studies that identify protective and vulnerability factors that may be
addressed through intervention. Both programs focus on experimental studies that evaluate
the effects of these interventions on changing these factors to promote resilience.

Based on research indicating that parental divorce, although common, places children at risk
for post-divorce adjustment difficulties, Tein et al. [75] and Wolchik et al. [76] developed
and evaluated the New Beginnings Progam (NBP), a preventive intervention for divorced
families that consists of 2 components: a mother program and a dual-component program
that targeted mothers and children in separate but concurrent intervention approaches. These
2 active intervention programs were contrasted to a self-study literature control program in
which, during a 6-week period, mothers and children received written materials pertaining to
parental divorce.

In a study of 240 recently (within the past 2 years) divorced families with a female primary
residential parent and at least one child aged 9 to 12 years, families were assigned randomly
to either the mother program, the dual-component (mother and child) intervention, or the
self-study control condition [77]. Overall, the mother program was associated with positive
change in the mother–child relationship, discipline, and the child’s relationship with the
father, relative to families who were assigned to the self-study control condition, although
some of these changes were not sustained during the 6-month follow-up. In addition, the
mother program was associated with mother and child reports of children’s decreased
internalizing and externalizing of problems. And, at 6-year follow-up, youths in the dual-
component intervention, relative to youths in the control condition, tended to have fewer
diagnosed mental disorders (p = 0.007) [77]. Children in the NBP improved more on total
psychiatric symptoms, externalizing problems, substance use, grade point average, and had a
reduced number of sexual partners [77,78].
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Sandler et al. [79–82] and Tein et al. [83] have also developed the Family Bereavement
Progam (FBP), which aims to prevent mental health problems in bereaved children aged 8 to
16 years and promote resilient outcomes for children and families facing parental loss. The
FBP targeted key family-level variables, including: the quality of the caregiver–child
relationship; mental health problems in the caregiver; the child’s exposure to negative life
events; and discipline [80]. The FBP is a 2 component program that includes separate groups
for parents and (or) caregivers, and for bereaved children. Sandler et al. [82] evaluated the
FBP in an RCT of 156 families in which a parent had died between 4 and 30 months prior to
enrollment, and in which neither the surviving parent nor the child (aged 8 to 16 years) were
receiving mental health or bereavement services. Families were assigned randomly to either
the FBP or to a self-study control program, in which books about grief were distributed to
parents and to children at monthly intervals.

Overall, results indicated that, relative to families in the self-study control group, families in
the FBP demonstrated improved family and individual risk factors immediately following
intervention. However, the FBP was not associated with a change in children’s mental health
problems at posttest. At 11-month follow-up, the FBP program was found to improve self-
report mental health outcomes for girls, and for children who exhibited more internalizing
and externalizing difficulties at baseline. Finally, new program main effects emerged at 6-
year follow-up for youths’ self-esteem and externalizing behaviors [82]. Work by Sandler et
al. [74] highlights the importance of intervening with families during times of stress. In
addition, this work suggests the possibility that intervention effects may emerge gradually
over time, and that the effects of intervention strategies may vary by sex. Presently, Sandler
and colleagues are examining longer-term intervention effects and exploring the effects of
intervention on clinical diagnoses of depression.

Indicated Prevention Programs
Internet-based—In recent years, the Internet has joined the ranks of preventative
intervention tools as programs have begun to utilize the accessibility and cost-effectiveness
of Internet-based programs. Van Voorhees and colleagues [84] have implemented a pilot
study of a primary care, Internet-based depression prevention intervention for at-risk
adolescents, “Project CATCH-IT.” The program combines cognitive-behavioral therapy,
behavioral activation, and interpersonal psychotherapy techniques. A family training
program was also included in the intervention to enhance family resiliency by targeting and
improving parenting skills. The intervention consisted of a primary care interview, followed
by the Internet-based intervention, which was followed by an additional primary care
interview and data collection, approximately 4- to 6 weeks post-intervention. Preliminary
findings indicated that adolescents were willing to engage in the intervention and viewed the
program favorably.

Van Voorhees and colleagues [85] further explored the efficacy of internet indicated
prevention programs by determining the willingness of adolescents to participate based on
the type of primary care physician engagement provided. The participants were randomly
assigned to one of two internet-based prevention groups: Brief Advice (BA) + Internet
Program, and Motivational Interview (MI) + Internet Program. Participation and satisfaction
were measured over a 12 month time period in order to assess the willingness of at-risk
adolescents to use an Internet-based prevention of depression program.

Results indicated that the MI group had significantly higher engagement responses to the
internet program than did the BA group in terms of total time on site (p = .03), number of
sessions (p = .04), longer duration of session activity on the Internet (p = .04), and more
characters typed into the exercises (p = .01). Furthermore, the MI group displayed higher
trust in their physician (p = .05) and greater satisfaction in the Internet component relative to
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the BA group (p = .01). As this study demonstrates, motivational interviews with the
primary care physician may encourage adolescent participation in Internet-based prevention
programs for depression, allowing for prevention to reach a population that may not be
responsive to traditional prevention programs.

Interpersonal—Based on an effective interpersonal psychotherapy treatment program for
depressed adolescents [86,87], the IPT-AST program was developed and evaluated for
effectiveness in preventing the onset of depressive disorders in high-risk teens. This school-
based group intervention focuses on psychoeducation regarding depression and prevention,
and skill-building that targets interpersonal role disputes, role transitions, and interpersonal
deficits. Young et al. [88] report a school-based study of IPT-AST in which 41 primarily
Hispanic youth aged 11 to 16 years with elevated scores on a measure of depressive
symptoms were assigned randomly to either the intervention group or to a school counseling
control group. The IPT-AST intervention included 2 initial individual sessions, followed by
8 weekly 90-minute group sessions. Sessions were conducted during the school day and
implemented by school guidance counselors and/or psychologists trained by the research
team.

Results indicated that, relative to children in the school counseling control condition,
adolescents in the IPT-AST group reported fewer symptoms of depression, controlling for
baseline depression scores, and better overall functioning, and these differences were
sustained across the 6 month follow-up. In addition, across the 6-month follow-up interval,
3.7% of the IPT-AST teens met diagnostic criteria for a clinical diagnosis of depression,
compared with 28.6% of the teens assigned to the control group. This difference was
marginally significant (p = 0.08). While promising, it is concerning that only one-half of
eligible youth elected to participate in this program. Nonetheless, this work suggests that it
may be possible to prevent depressive disorders with relatively short interventions, and as
the investigators themselves have suggested, it may well make sense to combine this
approach with more traditional cognitive-behavioral approaches to depression prevention in
youth [89].

Summary and Discussion
The specific depression prevention programs reviewed above share several meaningful
characteristics. In general, the content of these interventions was outlined in manuals and
based on evidence-based treatment programs for adolescent depression, those implementing
the protocols were carefully trained, and fidelity to the intervention protocols was assessed.
The interventions were based on an understanding of risk and protective factors for youth
depression, generally targeted an opportune developmental window for depression
prevention, and were consistent with universal, selective, and indicated prevention models.

Overall, it appears that there is reason for hope regarding the role of interventions in
preventing depressive disorders in youth. Certainly it seems that such prevention programs
decrease children’s levels of depressive symptoms, and as symptoms clearly are forerunners
of full-blown episodes, they are an important positive outcome in and of themselves. There
is evidence that prevention interventions can produce meaningful family change, and that
this change in family functioning can have long-term, positive benefits on children and
adolescents.

Our review highlights several directions for future research on the prevention of depression
in youth.

1. Given the high cost of depression once it occurs and the promise of the initial
studies we have described for selective and indicated prevention, much more
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attention needs to be focused on depression prevention efforts. While none of these
programs is ready for widespread dissemination at present, we think that should be
the goal over the long-term.

2. We believe that further research will continue to establish an empirical base for the
prevention of depression in high-risk youth. Thus, short-term, manual-based
preventive interventions for youth at high risk for depression should be considered
for widespread use and should be considered core parts of the resources available to
clinicians and families at high risk for depression. It is crucially important that
future interventions both be assessed for and able to contribute to long-term
positive outcomes.

3. Selected and indicated prevention approaches appear to be more effective than
universal prevention approaches [46].

4. It is important to attend to moderators of intervention effects. It appears that some
intervention programs work better for youth at particularly high risk for depression,
as based on individual risk variables and/or family risk. Additional important
moderators to consider in future research include sex and exposure to recent
stressors [52,90].

5. It is important to consider approaches that can be widely used and easily taught, in
addition to more specialized approaches. The family approaches of the Preventive
Intervention Project and the development of countrywide programs in Scandinavia
emphasize that when good public health interventions are available, they can be
widely disseminated.

6. Prevention programs targeting youth depression should include efforts to enhance
the family environment. Avenevoli and Merikangas [89] argue that family-based
programs are indicated because parental psychopathology is associated with
general dysfunction in parental and/or family environment, such that changing the
environment of at-risk youth may lower their risk for depression. In fact, family
factors may maintain depression in youth [91,92], and family factors have been
found to predict outcome and treatment response among depressed children and
adolescents. Moreover, adverse family environments are among the most consistent
risk factors for adolescent depression [37]. The Preventive Intervention Project, as
well as the programs developed by Sandler and colleagues [74], are examples of
effective family-based programs. Similar programs targeting the prevention of
youth depression are warranted. More generally, the IOM report on prevention
emphasized the value of programs that enhance parenting for families.

7. While not the primary focus of this review, careful study of risk factors for
depression emphasizes the importance of both specific and non-specific risk
factors. In terms of the nonspecific risk factors, attention to poverty, exposure to
violence, child sexual abuse, and circumstances in which children are exposed to
multiple adversities in childhood are needed. Clearly, we would substantially
reduce the illness burden for a wide array of childhood and adolescent difficulties
including depression if we more fully assessed these nonspecific risk factors.

8. As more is understood about the underlying neuroscience dimensions of
depression, this is likely to suggest effective prevention strategies. For example, if
it becomes possible to identify those at highest risk earlier in the course of
childhood because of genetic vulnerability, it may well be possible to more
effectively target specific prevention approaches.

9. More research is needed on the dissemination phase of prevention research. Efforts
to demonstrate the effectiveness of prevention programs need to consider the
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unique needs and experiences of children from different ethnic and cultural groups.
[93]

10. There needs to be much greater coordination among efforts for the prevention of
depression in children and adolescents. It would be useful if one of the Federal
agencies took the lead in coordinating this across the National Institute of Health,
and also involving other research resources such as those supported by foundations.
Through coordinating different research efforts, it is much more likely that broadly
disseminated programs could be identified.
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Figure 1.
Data suggests that early symptoms of disorder emerge a few years before full diagnostic
criteria are met.
From National Research Council and Institute of Medicine. Prevention Committee.
Preventing emotional and behavioral disorders among young people: progress and
possibilities. [place unknown]: National Academies Press;2009. [6]
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