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Abstract
Depression in adolescence is a growing problem in America.  This has yielded much research as to the causes and treatments of this disorder.  The present research hypothesized that professionally trained counselors in schools would have a greater impact on depression levels than present-day counselors.  Participants were 342 middle-school students from Chicago.  They ranged in age from 11-14 and were in 6-8th grade.  The students had their depression levels assessed using the Beck Depression Inventory (BDI).  This test asks 21 questions with a 0-3 rating with 3 being the strongest.  Scores range from 0-63.  A score of 29-63 constitutes severe depression.  The students were divided into half.  One half of the students (the experimental group) received cognitive-behavioral therapy twice a week at one-hour intervals.  The other half of the students (the control group) received a sham therapy (group discussions).  After ten weeks, the students were reassessed using the BDI, and their differences in scores were recorded.  The results supported the hypothesis in that the experimental group showed higher declines in depressive scores than the control group.

Cognitive Therapy and Adolescent Depression

Depression is one of the most common and fastest growing psychological disorders in American society.  It can lead to feelings of loneliness, despair, helplessness, and even thoughts of suicide.  Because of this, a wide array of treatments exist to help people manage the effects of this disorder.  Among said treatments include coping techniques, therapy, and pharmaceutical prescriptions.  While most of these resources are used primarily for treating a disorder long-established in the person, there is a growing demand of both the medical and psychological communities to diagnose and treat this disorder earlier in the lifespan.

One possible realm for such action is the school.  Most children today will stay in school until high school graduation.  It is said that one half of a child’s waking hours are spent in the school environment.  For these reasons and more, school-based programs to battle depression are appropriate.  However, even with the work done to provide counseling and support to students, this system remains far from perfect.  Moor et al. (2005) discussed some of the problems with detecting depression in schools.


Moor’s research dealt primarily with the problem of teacher’s lack of knowledge of depression and mood disorders in general.  Students in a school setting were assessed for depression using the Mood and Feelings Questionnaire.  The teachers in the school were then asked to rate which students they felt suffered from depression.  Roughly half of the teachers were then educated about the signs and symptoms of depression.  The other half of the teachers were used as a control group and received no training.  After the training, the teachers were again asked to rate which students they thought had depression.  The results showed no significant difference between either group’s ability to recognize depression and no significant improvement between the trials.  Moor concluded that either more education was necessary for teachers or a different system should be employed.

Another study focused on the role of school counselors and their relationship with treating adolescent depression.  Evans, Van Velsor, and Schumacher (2002) studied the effectiveness of current school counselors and the problems they face in a school setting.  Among their findings, they pointed to a lack of resources, time, and training for the school counselors.  They cited that counselors are often expected to fulfill other responsibilities that do not necessarily fit into their job description such as handling scheduling issues and covering for absent teacher’s classes.  Also, many of the counselors, in the authors’ opinions, did not have the adequate amount of education to effectively recognize and treat adolescent depression.


Both of these studies made clear one of the major weaknesses in battling adolescent depression in schools today:  a lack of appropriate facilitators.  In this study, I addressed this need by providing professionally trained (PhD in clinical psychology) to the schools.  Though school psychologists exist in some schools, this is far from becoming a normal occurrence.  Furthermore, many school psychologists experience the same problem school counselors do, as mentioned earlier.  Ideally, the psychological health of students would be the sole focus of these psychologists.  While this goal relies on many factors, our experiment attempted to create an atmosphere in which this would be possible.

This facilitator used cognitive-behavioral therapy on roughly half of the students that participated.  After ten weeks, these results were compared to children that received a sham therapy (group discussions) for the same amount of time.  The hypothesis was that the children exposed to the professionally trained therapy would have higher decreases in depression than those given the sham therapy, with therapy type and gender being the two independent variables.
Method
Participants

The participants chosen for this experiment were from Blue Middle School in Chicago.  In all, 342 students participated.  There were 161 males and 181 females.  The students ranged from 11-14 years of age and were in 6th-8th grade.  Because of their ages, the parents of the students were asked to sign consent forms regarding the experiment.  The children were also asked to sign forms of assent.
Design

A 2x2 factorial design was employed in this study.  The independent variable was type of counseling.  It had two levels:  a control group that participated in group discussions and a group that received cognitive-behavioral therapy from a PhD-trained psychologist.  The second aspect to this design was separating for gender.  Gender often plays a role in adolescent depression, with scores between males and females differing in many studies.  For this reason, I felt that controlling for gender would be a useful caution.  Randomization with balancing was used for control.  Gender was balanced out and then the participants were randomly assigned to either group.  80 males and 91 females were chosen for the control group.  81 males and 90 females were chosen for the experimental group.  The students were asked not to discuss their therapy sessions and were told there was only one type of therapy being administered to keep expectations the same for both groups.
Procedure


Each student took the Beck Depression Inventory (BDI) one week before therapy was scheduled to begin.  The BDI has been used since 1961 and has been tested for reliability and validity in countless studies.  The participants were then randomly assigned to a group of ten within their assigned therapy group.  This group would serve as their peer group in which all members would undergo the same therapy.  The reason for splitting up groups between the two therapies was to increase personal interaction between student and counselor.  The belief was that groups much larger than ten could not act as effective therapeutic environments.  Combined, each level of the experiment had 16 peer groups of ten and one group of 11.  The groups received their respective therapy for one hour sessions twice a week.  The control group was administered group discussion by Terry Sharp, a middle school counselor brought in from Red Middle School.  The use of a counselor outside of the Blue school system was to control for any past relationships the students might have with the current counselor at Blue Middle School.  The students in the control group were asked to discuss their weeks and problems in their lives.  The counselor would act as a guide for conversation, keeping the students on task, but not offering techniques for help.  The experimental group was administered by Ralph Sorenson, a cognitive therapist with a PhD from Notre Dame.  In this group, students were also asked to discuss problems in their lives.  Ralph however offered specific coping techniques and exercises to the participants.  These included keeping a journal of thoughts and feelings, motivational exercises the students could use when feeling depressed, information on positive thinking, and positive activities the students could engage in during the week.   Students were also given specific goals to work on before their next therapy sessions.  The participants met twice a week for ten weeks.  A week after their last therapy session, the Beck Depression Inventory was re-administered.
Results

Table one shows the differences in scores between the two tests for both groups.  This was calculated by subtracting the pre-therapy score from the post-therapy score.   It displays an accurate sample of the group data.  Table two is a summary of the means of those scores.  As expected, the experimental group showed larger reductions in depressive scores.  This supported the original hypothesis:  students receiving professionally trained therapy would have higher decreases in depression than those given the sham therapy.  The experimental group averaged a 13.7 decline between test one and test two.  The control group showed an average decline of 5.8.  Though the actual levels between males and females differed, the general trend of the research held for both genders.  Figure one is a chart displaying the results, both for males and females.  In summary, professional therapy had a greater impact on BDI scores than sham therapy, and gender made little impact on the differences between scores.

Though more research needs to be done in this area, the results do provide some implications.  Schools would be well advised to provide resources and time to their counseling programs, both to get qualified people in the right positions and also to increase the knowledge base of depression in schools.  This would help not only with recognizing depressive symptoms in adolescents but also in treating such symptoms.  Adolescence is critical time period to the development of humans, and it will require such efforts to have a lasting impact on the development of mood disorders.
Ethical Considerations

Deception is the major ethical concern in this study.  The students are led to believe that there is only one therapy group, when in fact half of them are receiving a placebo therapy.  With that in mind, I went into the research prepared to fully debrief the children afterwards.  The parents of those whose scores indicated mild-severe depression in both the control and experimental group were alerted to the fact.  Because my research did not cause such depression, I have not offered continued therapy to said students.  I have however, encouraged the Blue School System to adopt my program.
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Table 1
Difference in males and females with two trials of Beck Depression Inventory Scores between those with cognitive-behavioral therapy and those with group discussion                                                          ​  __​___________________________________________________________________________
Type of Therapy




Group Discussion

Cognitive Behavioral Therapy

Gender



Male

Female


Male

Female



5

6


11

13




6

4


9

15




9

3


8

10




2

7


17

12




6

5


20

9



4

7


13

18



10

2


14

11




6

3


23

14



9

11


15

9



2

8


16

16    _
Mean

5.9

5.6


14.6

12.7
______________________________________________________________________________

Table 2
Summary table of effects of independent variables (gender and therapy type) on differences in mean scores for Beck Depression Inventory, as presented in Table 1​​​​​​
______________________________________________________________________________
Therapy Type




Group Discussion
Cognitive-Behavioral

Mean

Gender






Male

5.9


14.6


10.25




Female

5.6


12.7


9.15  ​



Mean

5.75


13.65
______________________________________________________________________________

Figure 1.  Difference in BDI scores for males and females between cognitive-behavioral therapy and group discussion group. 
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