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1 Introduction

The prevalence of major depressive disorder (MDD) surges in adolescence
and is associated with a range of negative downstream emotional, behav-
ioral, interpersonal, and socioeconomic consequences (Greden, 2001;
Greenberg et al., 2003). Despite relatively effective treatment options for
depression in adolescence, the average length of a depressive episode is
about 6 months and approximately 40-70% experience a recurrent epi-
sode within 5 years of the initial diagnosis (Avenevoli, Swendsen, He,
Burstein, & Merikangas, 2015; Rao et al., 1996). Taken together, depres-
sion is both recurrent and debilitating, and, perhaps not surprisingly, it
is one of the leading causes of disability and premature death worldwide
(Kessler, 2012). Therefore, providing effective treatment for depressed
adolescents, earlier in the disease course, is paramount.

Epidemiology

The most comprehensive epidemiological study completed on adoles-
cent depression has been the National Comorbidity Study — Adolescent
(NCS-A) Supplement. This project has amassed invaluable information
about adolescent psychopathology, particularly as it relates to preva-
lence, age of onset, course, comorbidity, and treatment (e.g., Avenevoli
et al., 2015; Nock et al., 2013). The study includes a large, ethnically
diverse sample of adolescents ages 13-18 years (n~ 10,000), and reports
on clinical data (survey and interviews) collected over a span of 4 years
(2001-2004).

Lifetime and 12-Month Prevalence

Our most recent estimates show that depression is a common and wide-
spread problem. In school-aged children, prevalence rates range from
1% to 2% (for review, see Avenevoli, Knight, Kessler, & Merikangas,
2008); however, there is a dramatic increase during adolescence.
Specifically, data from the NCS-A suggest that, by the end of adolescence,
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11% of teens will have experienced at least one major depressive episode
(MDE), and moreover, 7.5% of adolescents met criteria for MDD in the
previous year. Compared to males, female adolescents have a two- to
threefold greater likelihood of experiencing MDD and are at four times
greater risk for experiencing severe MDD. Similar effects are found when
examining trends in age, as older adolescents are at twofold greater risk
for MDD and a fourfold greater risk of reporting severe MDD relative to
younger teens (Avenevoli et al., 2015). As a whole, these findings echo
previous work that has shown that relatively older female adolescents are
at greatest risk for experiencing MDD (Hankin, Mermelstein, & Roesch,
2007).

Twelve-Month Comorbidity

Depression rarely occurs in isolation, and results from the NCS-A suggest
that approximately 64% of youth reporting MDD experience comorbid
mental health disorders. Youth with MDD have a four times greater likeli-
hood of reporting anxiety and behavioral disorders, and this comorbidity
is associated with more severe depressive symptoms. Surprisingly, the pat-
tern of comorbidity does not vary as a function of gender. This may reflect
the fact that, among depressed youth the prevalence of oppositional defi-
ant disorder, conduct disorder, and substance use disorders does not dif-
fer in males versus females (Avenevoli et al., 2015).

Socioeconomic Status, Race, and Ethnicity

In contrast to adults where depressive disorders are associated with a lower
socioeconomic status (SES) (Kessler et al., 2003), reports in youth have
been inconsistent (see Merikangas & Knight, 2009). Specifically, in a meta-
analysis including 310 studies of youth, Twenge and Nolen-Hoeksema
(2002) found no association between SES and depression. Nonetheless,
in studies targeting the most impoverished individuals, a modest to mod-
erate inverse association was found between SES and depression (Costello
et al., 1996; Gilman, Kawachi, Fitzmaurice, & Buka, 2003).

There is limited research on racial and ethnic differences among
depressed youth. Preliminary epidemiological investigations have not
found between-group differences in the incidence of MDD among
Caucasian and African American (Costello etal., 1998) or Native American
(Costello, Farmer, Angold, Burns, & Erkanli, 1997) youth. Research
examining differences in depressive symptoms has, however, indicated
that Hispanic youth report modestly greater symptom severity relative
to Caucasian and African American youth (Twenge & Nolen-Hoeksema,
2002). An important caveat to these findings is that the studies included
relatively small samples, and therefore should be interpreted with caution.
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Suicidality
Depression is intimately connected to suicidality; however, whereas
depressive symptoms are predictive of increased suicidal ideation and a
greater number of suicide plans, symptom severity is a weaker predictor
of attempts (Nock, 2009). Twelve-month prevalence estimates from the
NCS-A suggest that approximately 11% of depressed adolescents made an
attempt, and this rate was nearly twofold greater among those with severe

symptoms (~21%). Moreover, and strikingly, 75% of depressed adoles-
cents make a suicide attempt in their lifetime (Nock et al., 2013).

DSM-5: Definitions and Subtypes

According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5: American Psychiatric Association, 2013) a MDE requires a
patient to report five or more symptoms over a period of at least 2 weeks.
At a minimum, patients must report depressed mood (or irritability in
youth) and/or loss of interest or pleasure (i.e., anhedonia). Additional
depressive symptoms include: weight change (i.e., 5% increase or
decrease in body weight), sleep disturbance (insomnia or hypersomnia),
psychomotor agitation or retardation, fatigue, feelings of worthlessness
and/or excessive guilt, concentration difficulties, and recurrent thoughts
of death.

To better define different stages of the MDE, consensus teams have
agreed on definitions for the following terms: episode, remission, response,
recovery, relapse, and recurrence (see Boland & Keller, 2009; Frank et al.,
1991; for review, see Monroe & Harkness, 2011). Whereas an episode is
operationalized as manifesting a set number of symptoms for a specific
period of time, remission marks the end of a depressive episode when a
person is either in partial or full remission. Partial remission is characterized
by more than a minimal presentation of symptoms, but typically there is a
reduction in the number and intensity of symptoms compared to within
the episode. Conversely, when a patient is in full remission, he or she no
longer meets diagnostic criteria for the disorder; however, it is not atypi-
cal for these individuals to experience some minimal symptoms. At its
core, remission is an absence (or reduction) of symptoms; however, it does
not assume that an intervention has been delivered. A response, by con-
trast, suggests that a course of treatment (e.g., psychotherapy, pharmaco-
therapy) has been applied, and that the depressive symptoms attenuated
(e.g., >50% reduction) as a result of the intervention. Recovery connotes
sustained improvement for roughly 4 months or that the underlying
depressive episode has been resolved, and in most instances, a depressive
episode is unlikely to surface in the near future. The difference between
relapse and recurrence is important. A relapse is the return of a depressive



4 Introduction

episode after remission but before recovery, whereas recurrence refers to a
new episode following recovery.

An important clinical distinction in diagnosing MDD in youth versus
adults is the presence of irritability. Irritability is considered a cardinal
symptom of depression among children and adolescents, and in fact, it is
widely believed to be among the most frequently reported symptoms of
moderate MDD in adolescents (see Crowe, Ward, Dunnachie, & Roberts,
2006). While adults often endorse irritability during subclinical and clin-
ical depressive episodes, irritability in the absence of either sadness or
anhedonia is not sufficient for a diagnosis of MDD. Similar to depres-
sive episodes with strong anhedonic features (see Auerbach, Admon, &
Pizzagalli, 2014; Loas, 1996), some research suggests that prominent irri-
tability may reflect a subtype of MDD (Perlis et al., 2005). Specifically,
Perlis and colleagues assert that irritability, as a feature of MDD, is cause
for concern given that it may be associated with more severe symptoms,
compromised functioning, and suicidality.

Persistent Depressive Disorder

An important change introduced in DSM-5 was merging chronic MDD
and dysthymic disorder into persistent depressive disorder (PDD). PDD is
characterized by depressive mood nearly all day, every day, for a period of
at least 2 years. This depressive mood is accompanied by the presence of
at least two of the following symptoms: appetite disturbance, sleep prob-
lems, low energy or fatigue, low self-worth, inattention/indecision, and
hopelessness. If at any time an adolescent meets criteria for MDD (i.e.,
satisfying at least 5/9 symptoms, as described above), then a diagnosis of
MDD is given in place of PDD. PDD also may be associated with anxious,
atypical, and psychotic features.

Melancholia

A subtype of MDD that has received a great deal of clinical and research
attention is melancholia (e.g., Curry etal., 2006). Melancholia requires the
presence of anhedonia or lack of mood reactivity and at least three of the
following symptoms: depressed mood, weight/appetite loss, psychomotor
agitation/retardation, excessive guilt, and worse mood in the morning.
Melancholia is believed to be biologically based, and studies have linked
this subtype to hypothalamic—pituitary—adrenal axis overactivity as well as
genetic factors (see Dinan & Scott, 2005; Kendler et al., 1996).

Specifiers

Although less frequently diagnosed, two cyclical subtypes of depres-
sion include seasonal affective disorder (SAD) and premenstrual mood
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disorder (PMD). Blazer, Kessler, and Swartz (1998) found that approxi-
mately 1% of the population satisfy diagnostic criteria for SAD, and iden-
tified cases were more typical in winter months and more prevalent in
northern versus southern latitudes (Blazer et al., 1998). Pearlstein and
Stone (1998) indicated that mood changes occurring during the men-
strual cycle are common; however, only 4-6% of women experience PMD
(Sveindottir & Backstrom, 2000). A critical feature of PMD is the unequiv-
ocal recurrent onset—offset pattern of five or more depressive symptoms
occurring in the majority of menstrual cycles for at least 1 year.

Additionally, the DSM-5 describes other specifiers such as recurrent
brief depression, short-duration depressive episode (4-13 days), and
depressive episode with insufficient symptoms. The empirical literature
on these specifiers is sparse, but each connotes a shorter episode dura-
tion (i.e., recurrent brief depression, short-duration depressive episode)
or subthreshold characteristics (i.e., depressive episode with insufficient
characteristics).

Symptom Clusters

The manifestation of depressive symptoms is enormously heterogeneous,
and consequently, the experience of MDD varies substantially from patient
to patient. Importantly, there are preliminary data on how treatment may
differentially impact symptom clusters. For example, Fournier and col-
leagues (2013) found that both antidepressant medication and cogni-
tive behavior therapy (CBT) led to a greater reduction in cognitive- and
suicide-related symptoms as compared to the placebo. Further, CBT was
particularly effective in reducing atypical-vegetative symptoms (i.e., hyper-
somnia and weight gain) as compared to both antidepressant medication
and the placebo. In contrast, Stewart and Harkness (2012) reported no
differences; the authors concluded that antidepressant medication and
CBT did not differentially impact cognitive versus somatic symptoms of
depression. However, Harkness and Stewart (2009) reported that depres-
sive symptom clusters may lead to the generation of different types of
stressful life events. Whereas cognitive-affective symptoms led to higher
levels of interpersonal-oriented events (e.g., conflicts with peers and par-
ents), somatic symptoms generated more independent, or fateful life
events (e.g., physical illness). As learning to effectively respond to, and
cope with, life stressors is a central goal of CBT, attending to these differ-
ences may be of critical import when working collaboratively with youth.

Cognitive Behavior Therapy

CBT is the most empirically supported psychotherapeutic intervention for
adolescent MDD (Spence & Reineke, 2003; Spirito, Esposito-Smythers,
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Wolff, & Uhl, 2011). Generally speaking, CBT provides a short-term
(12-18 sessions), structured approach to systematically and strategically
target dysfunctional interrelationships among thoughts, emotions, and
behaviors (Figure 1.1). Patients learn about how negative cognitions and
depressogenic information processing biases shape emotional experi-
ences, particularly as this may relate to thoughts about the self, world,
and future (i.e., the negative cognitive triad; Table 1.1). According to the
cognitive behavioral model, negative automatic thoughts trigger negative
emotions (e.g., sadness, anger, anxiety) and associated behaviors (e.g.,
isolating, self-harm). CBT helps patients identify patterns of distorted or
biased thoughts, and teaches them skills to challenge these cognitions as a
means of reducing emotional distress and maladaptive behaviors.

In addition to identifying and challenging depressogenic cognitions,
CBT highlights the importance of behavioral activation. Depressed youth
often isolate and avoid previously enjoyed activities (e.g., spending time
with friends; playing sports), and consequently, a therapist uses a stepwise
approach to help teens gradually re-engage with key sources of reinforce-
ment and reward in their environment. Re-engaging is essential, as it also

Emotions

Thoughts Behaviors

< >

Figure 1.1 CBT Triangle: Thoughts, Emotions, and Behaviors

Table 1.1 Cognitive Triad

Domains Definition Example Negative Automatic Thought

Self Self is worthless I'am unlovable

World World is unjust My parents and classmates don’t want
to spend time with me because I am
unlovable

Future Future is hopeless ~ T'll always be alone because I am

unlovable
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provides a testing ground to evaluate entrenched distorted patterns of
thinking (e.g., Why bother going out? I won’t have fun anyway), and the
opportunity to experience pleasure.

Together, interventions aimed at challenging negative cognitions and
reducing maladaptive behaviors are the bedrock for effective CBT. The
therapy encourages an active and engaged adolescent patient, and, criti-
cally, necessitates an adaptable and flexible therapist. For patients who
engage in treatment and persist with the exercises, optimal outcomes
often ensue.

Goals for the Book

Before preparing this book, we brainstormed about the ideal compo-
nents to include. After many hours of discussion, we decided it was
important for readers to have essential information at their fingertips to
target many important aspects of depression in adolescence. In the spirit
of this aim, we sought to create a veritable one-stop shopping experience,
including passages addressing the scope of problem (e.g., epidemiologi-
cal data), background on prevailing models of depression (e.g., social-
cognitive models), assessment (e.g., clinical interviews, narrow-band
severity indicators), and treatment across all phases (i.e., early, middle,
termination, and booster sessions). Although there are many books
on CBT for depression (e.g., Beck, 1995, 2011; Friedberg & McClure,
2002), many are targeted toward younger people (i.e., children) or,
most often, written with adult patients in mind. These books describe
the array of cognitive and behavioral techniques available in CBT.
Our goal is not to repeat the procedures and approaches detailed, but
rather, to describe how to adapt CBT for adolescents. Given the unique
developmental features of adolescence, we believe that tailoring one’s
approach may contribute to more effective outcomes. Adolescents are
entangled in one of the most interesting and dynamic phases of human
development, and it is a period rife with growth, discovery, angst, and
uncertainty. Teens speak a language that is stridently different than that
of children and adults. Thus, when administering CBT to depressed ado-
lescents, it is essential to bear in mind these many differences and to tai-
lor interventions and one’s communication style accordingly. This book
may serve as a Rosetta Stone for deciphering depressed adolescents, and
by consequence, navigating potential pitfalls and obstacles that occur
throughout treatment. Make no mistake, providing effective treatment
for depressed adolescents is undeniably challenging, and at the same
time, working with adolescents also may be among the most rewarding
experiences. With all adolescents, there is a unique opportunity to guide
them back on to a healthier developmental trajectory, which may have
profound consequences across their lifespan.
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Intended Audience

First and foremost, the book is intended for therapists — defined broadly.
CBT is the most widely used psychotherapeutic approach for depression
and is delivered across an array of clinical contexts. We envision our read-
ership to be any allied mental health professional working with depressed
youth, including, but not limited to, psychiatrists, psychologists, social
workers, clinical counselors, and nurses. The information and techniques
described throughout the book bring together the most recent research
advances in our understanding of etiological mechanisms that contrib-
ute to the onset and maintenance of depression, as well as procedures
and strategies for effective psychotherapy with teens. In this way, the book
is equally appropriate for students, early-career clinicians, and seasoned
therapists. For students, it will provide a foot in the door to starting therapy
with depressed teenagers and, thus, may be used as an introductory guide.
It provides accessible guidance on how to structure and organize sessions.
Additionally, it includes sample dialogues which will afford reassurance
that the resistance so often encountered in the early going of therapy
is not a byproduct of inexperience, but rather, the natural consequence
of sitting with an adolescent who may be struggling through this pivotal
developmental transition. With respect to early-career and more experi-
enced therapists, the book integrates and updates information on CBT
for depression. As noted earlier, it will provide ready access to the latest
advances in CBT, as well as describe more nuanced ways to manage chal-
lenging cases (e.g., comorbidity, suicidality). Furthermore, we incorpo-
rate discussions of emerging technologies for targeting depression in the
21st century (e.g., smartphone applications, internet-based CBT).

In addition to its practical and pragmatic use for mental health pro-
fessionals, the book is written in an accessible, reader-focused manner,
which we believe makes it suitable for both parents and adolescents to
read prior to beginning therapy or during the CBT course. Indeed, many
of the chapters, particularly those focusing on the background of MDD,
may dispel myths about depression and answer questions about the nature
of treatment. As we emphasize in our description of setting the stage
for effective CBT, psychoeducation plays a key role. The book provides
background on the causes, correlates, and consequences of depression,
and moreover, describes the process and nature of CBT. When used as
a resource for patients and their parents, this book may therefore help
alleviate anxieties and clarify questions regarding treatment.

Effective Use of the Book

There is no right way to use this book. For some, it may be most helpful to
read from cover to cover, which will provide an overview on depression in



Introduction 9

adolescence and treatment guidelines. However, more commonly, thera-
pists may read as they go. Specifically, it may be helpful to revisit the book
before sessions as a way to refresh one’s memory on etiological models
of depression (Chapter 2), and prior to beginning treatment, review dif-
ferent ways to assess depression and related constructs (Chapter 3). The
book also will guide readers through early (Chapters 4 and 5), middle
(Chapter 6), and late (Chapter 7) stages of treatment. And, critically, it
will provide an important overview on how to address common challenges
that arise in therapy (Chapters 8 and 9) as well as more recent CBT inno-
vations (Chapter 10).

Dialogues

The book presents a series of exemplar exchanges between patients and
therapists. While these exchanges are representative, they do not reflect
a specific session with any patient. Rather, they are an amalgamation of
many exchanges across patients over time. They are included to invoke
the spirit of what therapists often experience in their work with youth.
The inclusion of these passages is intended to model the good, the bad, and
the ugly, and further, urge therapists to revisit how to approach challeng-
ing therapeutic exchanges.

Summary

Treating depression in adolescence is challenging. Whether you are a new
or experienced therapist, we believe this book will serve as a strong start-
ing point to demystify the process of CBT and will serve as a guide when
approaching complex and challenging cases. With alarming prevalence
rates for depression and suicidality in adolescents, broad-based dissemina-
tion of effective treatment such as CBT is critical.



2 Models of Depression

Crafting a concise and useful review of the many models that describe
how MDD develops in adolescents is a monumental task. As an author,
it is easy to slip into many of the thinking styles that one is writing about;
there are certainly periods where it seems that working through a chap-
ter is devoid of positive reinforcement (behavioral models); moments of
low perceived self-efficacy (social cognitive learning models); times where
setbacks or mistakes are viewed as internal (this is all my fault) and sta-
ble (I'm never going to get this right) (cognitive models); or instances
wherein one’s attention is drawn towards the weakest sections of drafts
and away from parts that are done well (information-processing models).
This illustrates an important strength of the etiological models of adoles-
cent depression that we review below: at their hearts, they are intuitive. As
clinicians, we are charged with harnessing intuitiveness and connecting
with the processes that bring about our patients’ psychiatric symptoms
(perhaps by even recognizing them in ourselves). At the same time, it is
crucial to recognize that our patients’ experiences of these processes are
categorically more intense, which may contribute to profound disruptions
in their psychosocial functioning.

A strong foundation in the dominant models describing factors that
confer vulnerability to depression can aid clinicians in connecting with
and understanding their patients. Below, we provide a non-exhaustive
review of etiological models most relevant to cognitive behavioral inter-
ventions for adolescents, with the hope that this information is useful for
developing practical case conceptualizations and treatment plans.

Life Stress and Adolescent Depression

Adolescence is a period marked by normative shifts in many areas of day-
to-day life, including schooling and home life, as well as peer and roman-
tic relationships. For example, at school, adolescents must adjust to a
heavier and more difficult workload, while also balancing the increased
opportunities to pursue specific interests that high school may afford
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(e.g., clubs, teams). At home, adolescents strive for greater autonomy and
independence, and these needs often put them at odds with their parents,
creating increased tension and conflict. On average, teens are interacting
with same-aged peers for more than twice the number of hours they spend
with their families (Barnes, Hoffman, Welte, Farrell, & Dintcheff, 2007).
On the one hand, the closeness and intimacy of peer relationships are
major sources of social support (Furman & Buhrmester, 1992); however,
conflict within these relationships is common and is linked to increases in
internalizing symptoms over time (La Greca & Harrison, 2005).

Given the changes that occur in the adolescent years, do teens expe-
rience a corresponding increase in stressful life events (SLEs)? The
empirical literature suggests that this is indeed the case. For example, in
a sample of youth drawn from a community outpatient clinic, Rudolph
and Hammen (1999) found that adolescents reported greater levels of
stress, assessed using a detailed contextual interview, compared to pre-
adolescents. Furthermore, Garber, Keiley, and Martin (2002) conducted
annual interview assessments on a large sample of youth, beginning when
they were in grade 6 through to grade 11. The authors found that the total
number of SLEs that youth reported increased linearly over the course
of the study. As we discussed in Chapter 1, incidence rates of MDD rise
dramatically in adolescence, and given concurrent increases in SLEs, cou-
pled with the strong association between stress and depressive symptoms,
research has paid substantial attention to the role that stress plays in the
development of depression in teens.

Nearly four decades since George Brown and his colleagues conducted
their seminal studies (e.g., Brown & Harris, 1978), the association between
severe SLEs and the development of MDD is among the most robust and
consistently replicated findings in depression research. SLEs classified as
severe are acute, pernicious experiences that have an enduring negative
impact on the individual. Severe SLEs often involve serious threats or dam-
age to central relationships and roles (e.g., student) and/or major nega-
tive changes in life circumstances (e.g., financial, housing, health). In a
review of the literature on life stress and depression, Dr. Kate Harkness at
Queen’s University (Kingston, Ontario, Canada) summarized the results
of several early studies on adult patients with MDD and non-depressed
control participants. Across these studies, 62-93% of patients reported at
least one severe SLE in the 3 months prior to the onset of their depressive
episode; in contrast, only 25-39% of the non-depressed controls reported
severe SLEs in a comparison period (see Harkness, 2008). Consistent with
these adult studies, Williamson et al. (1998) found that 62% of depressed
adolescent outpatients reported a severe event in the year prior to their
episode versus only 27% of non-depressed adolescents. Furthermore,
depressed adolescents report a greater total number of SLEs prior to
episode onset than non-depressed adolescents during a similar time
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period (Harkness, Bruce, & Lumley, 2006; Shih, Eberhart, Hammen, &
Brennan, 2006).

The link between SLEs and MDD in adolescents also has been confirmed
in a handful of longitudinal investigations. Several large community studies
have repeatedly administered self-report measures of both SLEs and depres-
sive symptomsatregularfollow-upintervals over multiple months (Auerbach,
Bigda-Peyton, Eberhart, Webb, & Ho, 2011; Auerbach, Ho, & Kim, 2014;
Hankin, 2008) and years (Carter, Garber, Ciesla, & Cole, 2006; Cole, Nolen-
Hoeksema, Girgus, & Paul, 2006) and found a prospective association
between stress and subsequent increases in depressive symptoms among
adolescents. Although fewer in number than studies focused on depres-
sive symptoms, some investigations have shown that self-reported stress
is associated with the onset of episodes of MDD among adolescents over
periods of 1 (Lewinsohn, Joiner, & Rohde, 2001) and 3 (Burton, Stice, &
Seeley, 2004) years. Finally, using an interview-based measure of stress,
Carter and Garber (2011) reported that interpersonal SLEs (e.g., termina-
tion of a close friendship), but not achievement SLEs (e.g., failing a course
at school) were associated with episodes of MDD over a 6-year longitudinal
investigation. Taken together, these studies demonstrate a consistent asso-
ciation between stress and later depression in adolescents across both self-
report and interview-based assessments of these constructs.

Life Stress Domain

In recent years there has been a growing awareness that not all domains
of life stress may be equally important to understanding the development
of MDD. The most commonly used nomenclature for SLEs groups acute
stress into “dependent” (i.e., at least partly influenced by the character-
istics or behaviors of the respondent) and “independent” (i.e., fateful
and outside of the person’s control) events. For example, failing a grade
at school would be classified as a dependent event, while a parent being
diagnosed with a serious medical illness would be an independent event.
Importantly, dependent events can be further divided into interpersonal
(e.g., a major argument with a close friend; a break-up of a romantic rela-
tionship) and non-interpersonal (e.g., being fired from a part-time job).
A specific type of dependent life event called targeted rejection (Slavich,
Thornton, Torres, Monroe, & Gotlib, 2009) may be particularly linked to
depression outcomes. Targeted rejection SLEs are events that involve a
single person and whose core feature is an active and intentional break-
ing of important social bonds (e.g., being “dumped” by a boyfriend or
girlfriend). One large-scale study of adults found that targeted rejection
events increased the risk for subsequent MDD by nearly 22-fold, which was
more than twice the increased risk associated with the death of a loved one
(Kendler, Hettema, Butera, Gardner, & Prescott, 2003). Furthermore,
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adults reporting targeted rejection events developed new episodes of
MDD three times faster than patients who experienced equivalently
severe non-targeted rejection events (e.g., death of a loved one; initiat-
ing a romantic break-up; parent diagnosed with a serious medical illness;
Slavich et al., 2009). Although no research to date has examined interview-
assessed targeted rejection events in adolescent samples, a growing body
of evidence suggests that adolescents are more sensitive to interpersonal
forms of rejection than either adults or children. First, adolescents report
higher trait rejection sensitivity than children and young adults (Hafen,
Spilker, Chango, Marston, & Allen, 2014) and also exhibit heightened
neuroendocrine and autonomic nervous system (e.g., heart rate, blood
pressure) reactivity to peer rejection compared to children (Stroud et al.,
2009). Second, data from functional neuroimaging studies suggest that
adolescents may respond to negative and positive social feedback with
heightened recruitment of socioaffective neural circuitry compared to
children and adults (Somerville, 2013). Relatedly, adolescents respond
to negative social feedback with a larger reduction of self-reported mood
and increase in anxiety relative to adults (Sebastian, Viding, Williams, &
Blakemore, 2010). Considering these data on how adolescents process
rejection-related information, particularly in the interpersonal domain, it
stands to reason that targeted rejection events may be especially relevant
to the development of MDD in adolescence.

Understandably, the theoretical and empirical literature on stress and
depression in adolescents has leaned considerably towards investigating
dependent, interpersonal SLEs. However, as researchers and clinicians, it
is critical not to lose sight of the importance of stress that may be outside
of adolescents’ control (i.e., independent SLEs). One ambitious study
examined interview-assessed life events that individuals 13-65 years old
reported 6 months prior to the onset of their depressive episodes. The
authors found that adolescents (ages 13-17) reported a higher percent-
age of other-focused (e.g., father hospitalized for kidney stones) and inde-
pendent (e.g., mother gets laid off from her job) events prior to their
episodes than any other age cohort, despite having generally lower rates
of other types of life events (Harkness et al., 2010). As the authors note,
these results suggest that many of the stressful features of adolescents’
environments are out of their control, which may clash with the normative
drive for autonomy and independence that characterizes adolescence.
These factors may create fertile ground for the development of depressive
symptoms in many cases.

Stress Sensitization

Although the majority of individuals (62-93%) who develop MDD report
a severe SLE prior to their episode, only a small fraction of all people
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who experience even major negative life events will develop MDD. As
we describe below, diathesis-stress models of MDD suggest that some indi-
viduals possess traits that make them more likely than others to develop
depression following acute SLEs. In addition, a compelling avenue of
research suggests that stress itself may render individuals more vulnerable
to the depressogenic effects of later stress. Specifically, stress sensitization
theory posits that stressful environmental and/or physiological experiences
produce memory traces in the brain that prime the stress response system.
Ultimately, primed individuals have a lower threshold for stress neces-
sary to initiate future depression (Monroe & Harkness, 2005; Post, 1992).
The stress sensitization model was initially applied to depression recur-
rence; the basic hypothesis was that first episodes of depression would
be preceded by more severe SLEs than recurrences. This hypothesis has
been confirmed in adult samples (Kendler, Thornton, & Gardner, 2000;
Monroe, Slavich, Torres, & Gotlib, 2007), as well as in studies of adoles-
cents (Stroud, Davila, Hammen, & Vrshek-Schallhorn, 2011).

However, a lifetime history of MDD is not the only factor that may
sensitize adolescents to the impact of later SLEs. Child abuse, neglect,
and other forms of childhood adversity are robustly associated with the
presence of a range of internalizing and externalizing psychopathology,
including depression (Green et al., 2010). One important extension of
research on stress and recurrence is to examine whether childhood adver-
sity may operate in a manner consistent with stress sensitization theory.
Studies of adult women have demonstrated that a history of childhood
sexual abuse (Kendler, Kuhn, & Prescott, 2004) and general early adver-
sity (e.g., parental separation; Hammen, Henry, & Daley, 2000) sensitized
participants to later acute SLEs. Additionally, the general stress sensitiza-
tion effects of childhood adversities have been replicated in adolescent
samples (Harkness et al., 2006; Rudolph & Flynn, 2007).

Nonetheless, there are a number of open questions regarding which
types of adversity are most relevant to stress sensitization, and to which
types of life events individuals actually become sensitized. For example,
Harkness and her colleagues (2006) found that childhood maltreatment
sensitized adolescents to independent SLEs, but not to dependent SLEs. In
contrast, a recent study reported that adolescents with a history of MDD
showed a stress sensitization effect to dependent, but not independent, life
stress, as indexed by prospective associations between self-reported depend-
ent SLEs and increases in depressive symptoms (Technow, Hazel, Abela, &
Hankin, 2015). In addition, an interesting study raised the possibility that
those experiencing certain types of childhood adversity may be specifically
sensitized to later life events with the same theme as the previous adver-
sity. Specifically, Slavich, Monroe, and Gotlib (2011) found that adults who
reported early parental loss or separation (e.g., death of parent; parental
abandonment following divorce) showed stress sensitization to loss events
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(e.g., death of a loved one; dissolution of a close friendship or romantic
relationship) but not to other types of SLEs. To our knowledge, no com-
parable analysis has been conducted in an adolescent sample. Additional
research is required to unpack the complex association between previous
stress and the degree of sensitization adolescents show to proximal SLEs.

Clinical Implications

In the sections above, we presented research that implicates severe life
stress in the development of adolescent depression. Along with acting as
the trigger of many depressive episodes, an adolescent’s environment also
colors the clinical presentation we see in our offices and the course the ill-
ness may take. Studies of adults using interview-based measures of life stress
have found that individuals who report severe SLEs prior to MDD onset
have more severe depressive symptoms than those who do not report these
events (Monroe, Harkness, Simons, & Thase, 2001; Muscatell, Slavich,
Monroe, & Gotlib, 2009). Additionally, major contextually assessed SLEs
(Monroe etal., 2001), as well as life stress in general (Liu & Miller, 2014),
are associated with suicidal ideation and behaviors. Furthermore, ongo-
ing life stress may be detrimental to treatment outcomes. For example, a
randomized controlled trial of adults with MDD treated with either medi-
cations or CBT showed that those who experienced a severe SLE dur-
ing treatment had a lower rate of remission than those who did not, but
only if they were in the medication group (Bulmash, Harkness, Stewart, &
Bagby, 2009). These findings underscore the potential stress inoculation
properties of effectively delivered CBT, emphasizing the importance for
practitioners to actively assess recent SLEs (see Chapter 3) and to address
ongoing environmental stress directly when working with depressed
adolescents.

Summary

Decades of research have confirmed that acute SLEs often precede the
development of MDD, both in adolescents and adults. More recently, clin-
ical scientists have sought to develop a more fine-grained understanding
of this association by exploring which types of stress may be particularly
toxic and which individuals may be particularly sensitive to stress based
on their prior experiences (i.e., previous depressive episodes; childhood
maltreatment). In the Cognitive Theories of Depression section below, we
build from the general theme that certain individuals may be more sus-
ceptible to the depressogenic effects of life stress than others. Specifically,
we will describe how maladaptive ways of appraising and processing envi-
ronmental stress place adolescents possessing these characteristics at risk
for developing MDD in the face of SLEs.
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Behavioral Models of Depression

In general, behavioral models operate under the assumption that depres-
sion is the product of behavior—-environment associations in a person’s life
that evolve over time. These models pay particular attention to the contin-
gencies (i.e., if-then relationships) that exist between a person’s behavior
and the resulting consequences within the environments in which these
behaviors occur. For example, an adolescent putting off doing her home-
work after school (behavior) may result in having to do the assignment
very quickly before class (consequence), handing in a lower-quality paper
(consequence), and receiving a lower grade for her work (consequence).

Guided by ideas drawn from early behaviorism (e.g., Skinner, 1957),
Ferster (1973) proposed that depression emerges out of a learning his-
tory characterized by: (1) not receiving positive reinforcement from the
environment for certain behaviors and (2) an increase in the aversive
consequences following other behaviors. Over time, the behaviors of
depressed individuals become increasingly driven by negative reinforcement
(i.e., reducing distress and avoiding negative consequences) and behavior
that is typically reinforcing (e.g., going for a walk on a sunny day) stops
producing positive consequences. This in turn leads to the extinction of
potentially reinforcing behaviors. For instance, if a person’s efforts to
develop friendships are consistently met with rejection or lack of interest
from others (i.e., not reinforced), she might stop attempting to make con-
nections (i.e., the behavior is extinguished).

According to Ferster, a decrease in response-contingent positive rein-
forcement results in several behavioral consequences that propagate
depression. First, he proposed that people turn inward and focus on their
internal hardship at the expense of observing and responding to potential
sources of positive reinforcement in their environments. Second, because
a limited set of behaviors are being positively reinforced, depressed indi-
viduals’ range of adaptive behaviors narrow, and they develop increas-
ingly passive behavioral repertoires. Last, as attempts to actively engage
the environment are not often positively reinforced, the behavioral range
of depressed individuals becomes focused on avoiding and/or escaping
anticipated aversive consequences of interactions within their environ-
ments. In sum, Ferster’s behavioral model proposes that depression arises
primarily from a chronic lack of positive reinforcement from the envi-
ronment, which ultimately contributes to an increased focus on internal
negative experiences, reduced engagement in adaptive behaviors, and
increased avoidance behaviors.

Although Ferster (1973) argued that avoidance behaviors play a central
role in depression, this construct has only recently become the focus of
systematic study. Dr. Keith Dobson and his colleagues at the University of
Calgary (Calgary, Alberta, Canada) created a measure to capture distinct
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types of avoidance: behavioral social (I avoid attending social activities),
behavioral non-social (Rather than try new activities, I tend to stick with
things I know), cognitive social (I try not to think about problems in my
personal relationships), and cognitive non-social (I avoid making deci-
sions about my future) (Ottenbreit & Dobson, 2004). This has given
researchers a common metric with which to study different types of avoid-
ance and their implications for depression. To date, studies have shown
that all forms of avoidance are associated with depressive symptoms in
non-clinical college samples (Moulds, Kandris, Starr, & Wong, 2007)
and differentiate adults suffering from MDD from control participants
(Ottenbreit, Dobson, & Quigley, 2014). This line of research is still in
its infancy, and crucially, future study is required to investigate the role
avoidance plays in adolescent depression.

Similar to Ferster’s (1973) behavioral model of depression, Lewinsohn
(1974) also emphasized the importance of response-contingent rein-
forcement. Specifically, he proposed that the rate that individuals receive
response-contingent reinforcement is influenced by: (1) the number of
events that would be reinforcing for the individual; (2) the availability of
those events in the environment; and (3) the behavior of the individual
required to generate the positive reinforcement. For example, someone
at risk for depression might at once have a small number of events that
he would find reinforcing, and those events are scarce in his present
environment. Furthermore, people at risk for depression may lack some
basic social (e.g., making appropriate eye contact; nodding and smiling
to indicate engagement) and non-social (e.g., persevering at challenging
activities; trying new things) behaviors that might impede their receipt
of positive reinforcement in their environments. For instance, if an ado-
lescent has poor social skills and struggles with making conversation, his
attempts at forming friendships with classmates might be rejected (lack of
positive reinforcement).

Importantly, Lewinsohn emphasized the subjective experience of envi-
ronmental rewards in understanding their impact on mood and func-
tioning. This concept has strongly influenced more recent behavioral
models of depression (e.g., Martell, Dimidjian, & Herman-Dunn, 2013)
that focus on the functional analysis of behaviors to understand the devel-
opment of depression and guide treatment. Functional analysis assumes
that all behaviors can be understood in light of what immediately pre-
cedes (antecedents) and proceeds from (consequences) them. Consider,
for an example, an adolescent who joins a pick-up basketball game after
school. Without exploring the antecedents and consequences of this
behavior, it is tempting to view this as a positively reinforcing activity likely
to be associated with a boost in mood. However, if the adolescent only
joined the game because he was pressured by his parents to “get more
involved” (antecedent), was picked last on a daily basis, and was teased
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for not playing well (consequences), our view of this behavior necessarily
changes. Modern behavioral models of depression focus on the interplay
between the antecedents, consequences, and overall contexts in which
behaviors occur to understand the role these behaviors have in the devel-
opment and maintenance of depression.

Social Cognitive Learning Models of Depression

Collectively, social cognitive learning models focus on individuals’ beliefs
about their ability to act on and influence their environments. Bandura’s
(1986) Social Cognitive Theory (SCT) is a broad description of how
human beings construct knowledge and regulate action. Within SCT,
Bandura describes processes that moderate how individuals exercise
agency within their environments. Perceived self-efficacy, defined as an indi-
vidual’s beliefs regarding their capacity to produce change in her envi-
ronment, is proposed to be the foundation of human agency (Bandura,
1999). From an SCT perspective, believing that one’s actions will lead to
desired outcomes provides the central motivation to act or persevere in
difficult circumstances.

According to SCT, depression arises at least partly due to low perceived
self-efficacy. Bandura (1999) described three pathways through which
self-inefficacy may ultimately contribute to depression. First, people with
low self-efficacy may possess standards of self-worth that they view as unat-
tainable. Repeated failures to obtain achievements perceived as central
to one’s self-worth results in diminished motivation and depressed mood.
Increases in depressed mood further lower self-efficacy beliefs (e.g.,
Kavanagh & Bower, 1985), creating a vicious cycle that worsens depressive
symptoms. Second, perceived social inefficacy reduces individuals’ ability
to generate supportive social environments for themselves (Holahan &
Holahan, 1987). Within SCT, supportive relationships are thought to
enhance personal efficacy because close others can model effective cop-
ing strategies and perseverance, and also provide coping resources. Thus,
perceived social inefficacy increases risk for depression by limiting the
availability of stress-buffering social support and reducing an individual’s
personal coping resources. Finally, low self-efficacy impacts individuals’
ability to exert control over depressotypic cognitions. For instance, low
efficacy to control ruminative (i.e., passive, repetitive cognitions about
depressed mood; see Nolen-Hoeksema’s Response Styles Theory section
below) thinking in response to negative events is implicated in the onset
and chronicity of depression (Kavanagh & Wilson, 1989).

Research has supported the association between low self-efficacy and
depression in adolescents. In one study, Bandura, Pastorelli, Barbaranelli,
and Caprara (1999) examined the prospective associations among sev-
eral facets of perceived self-efficacy and depressive symptoms in a large
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sample of children and adolescents. Low social and academic self-efficacy
was directly associated with increased depressive symptoms. Further, both
forms of self-inefficacy had indirect effects on future depression, such that
they reduced academic achievement, increased problem behavior, and
decreased prosocial behaviors, which, in turn, contributed to increased
depression. In another sample of adolescents, Muris (2002) found that, in
addition to social and academic self-efficacy, emotional self-efficacy (i.e.,
belief in one’s ability to cope with negative emotions) was associated with
depressive symptoms. Finally, Jenkins, Goodness, and Buhrmester (2002)
found that two facets of adolescent social self-efficacy (beliefs regarding
abilities to provide emotional support and navigate interpersonal con-
flicts) predicted depression among early adolescents, although the effect
of interpersonal conflict management was stronger.

Closely related to Bandura’s SCT is Rotter’s (1966) construct of locus
of control (LOC), which refers to the extent to which people believe that
they can control events or outcomes in their environments. People who
believe that outcomes are a product of their own behaviors and charac-
teristics have an internal LOC, whereas individuals who ascribe outcomes
to factors outside their control (e.g., chance, fate) have an external LOC.
Consistent with research on self-inefficacy and depression, people possess-
ing a more external LOC are at highest risk for depression. For example,
in an early meta-analysis, higher externality was moderately associated
with depressive symptoms across several adult populations (e.g., psychi-
atric patients, college students) (Benassi, Sweeney, & Dufour, 1988).
Furthermore, externality is prospectively associated with future depres-
sive symptoms and fewer periods of wellness among psychiatric patients
(Harrow, Hansford, & Astrachan-Fletcher, 2009). Although the body of
studies is smaller, research has replicated the relation of a more external
LOC to depression in adolescents (e.g., Dunn, Austin, & Huster, 1999;
McCauley, Mitchell, Burke, & Moss, 1988).

Taken together, both SCT (Bandura, 1986) and Rotter’s (1966) theory
of LOC propose that individuals suffering from depression view them-
selves as being at the mercy of their environments. We will see this general
theme of perceived helplessness again in some of the cognitive theories of
depression described below.

Cognitive Theories of Depression

Cognitive theories focus on the thought patterns, attitudes, and beliefs
that are implicated in the development of adolescent depression. For
the most part, cognitive theories employ a diathesis-stress approach to
understanding depressive symptoms, wherein a pre-existing cognitive
vulnerability (diathesis) interacts with SLEs in the individual’s environ-
ment to increase risk for depression. Importantly, cognitive vulnerability
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factors share the following characteristics: (1) they are fraits, meaning
they represent enduring, stable features of the individual that precede
depression; (2) they are endogenous, meaning they emerge from within
the individual; (3) they are latent, meaning they are considered to be
dormant until triggered by negative life events and are causally linked to
the appearance of symptoms; (4) they specifically predict depression, and
not other psychiatric symptoms or disorders (see Ingram, Miranda, &
Segal, 1998).

In the ensuing section, we will focus on three cognitive theories of
depression that have received substantial empirical support in adult
and adolescent populations: Beck’s Cognitive Theory (Beck, 1976), the
Hopelessness Theory (HT: Abramson, Metalsky, & Alloy, 1989), and the
Response Styles Theory (RST: Nolen-Hoeksema, 1991; Nolen-Hoesksema,
Wisco, & Lyubomirsky, 2008). All three theories propose a diathesis-stress
model of depression, but differ in their descriptions of the exact nature of
the cognitive factors that confer vulnerability to depression.

Beck’s Cognitive Theory

Beck’s Cognitive Theory of depression (Beck, 1976) proposes that depres-
sion vulnerability arises from dysfunctional attitudes developed in the face of
adverse childhood experiences. Specifically, dysfunctional attitudes crys-
tallize through the process of deriving meaning from these early stressful
experiences over time (Beck, 2008). Sets of related dysfunctional attitudes
become organized into maladaptive schemas, defined as stored knowledge
about oneself and one’s prior experiences surrounding a broad theme.
Schemas are the foundation of cognitive vulnerability in Beck’s model;
a given negative schema may lie dormant until it is triggered by an event
thematically related to the schema content, and once active, the nega-
tive schema fuels the systematic negative biases that characterize depres-
sion (see the Information-Processing Models of Depression section of this
chapter, below).

For instance, an adolescent who grew up being persistently berated
by over-critical caregivers might develop dysfunctional attitudes like, “No
matter what I do, it’s never enough,” “If I can’t complete a task, there is
something wrong with me,” and “If something isn’t just right, then I've
failed.” These attitudes might organize into the maladaptive schema, “I'm
a failure.” According to Beck, the activation of such depressogenic cogni-
tions by schema-congruent life events increases the chances of developing
the negative cognitive triad, which is a sufficient proximal cause of depres-
sion. The negative cognitive triad involves negative patterns of thinking
about oneself (e.g., self-denigrating beliefs), the world (e.g., belief that
life is unfair and others are hostile), and the future (e.g., belief that noth-
ing will ever change).
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Much of the research testing Beck’s Cognitive Model in adolescent sam-
ples has operationalized cognitive vulnerability using participant reports
of dysfunctional attitude content. The existing prospective research has
generally confirmed the association between dysfunctional attitudes and
future depression in children and adolescents. For instance, two studies
on large samples of adolescents recruited from school settings found that
higher scores on the Dysfunctional Attitudes Scale (DAS: Weissman &
Beck, 1978) predicted higher depressive symptoms (Marcotte, Lévesque, &
Fortin, 2006) and major depressive episodes (Lewinsohn et al., 1994) up
to 2 years later. Other studies have explicitly examined the role of cogni-
tive vulnerability in a diathesis-stress framework by prospectively assessing
both dysfunctional attitudes and stress. Results have generally been con-
sistent with hypotheses derived from Beck’s model — greater dysfunctional
attitudes predict increases in depressive symptoms (Abela & Sullivan,
2003; Hankin, Wetter, Cheely, & Oppenheimer, 2008) and the onset of
depressive episodes (Lewinsohn et al., 2001), among adolescents report-
ing high, but not low, levels of life stress.

Although far less studied, an equally important element to defining
cognitive vulnerability to depression is the structural characteristics and
organization of negative schemas (i.e., the relative interconnectedness of
information contained within them). Given that self-relevant information
is processed more efficiently than non-self-relevant information, it is more
interconnected in the self-schema. When schema content is highly inter-
related, the activation of one element readily triggers a network of other
related beliefs and attitudes, and thus, there is greater subsequent influ-
ence on emotions and information processing (see Dozois & Dobson,
2003). Dr. David Dozois at Western University (London, Ontario, Canada)
developed the Psychological Distancing and Scaling Task (PDST: Dozois &
Dobson, 2001a), which measures the relative interconnectedness of nega-
tive and positive self-schemas. Studies using the PDST have confirmed that
depressed adults exhibit more tightly organized negative self-schemas and
more loosely organized positive self-schemas compared to healthy con-
trols (Dozois, 2002) and adults with anxiety disorders (Dozois & Dobson,
2001a; Dozois & Frewen, 2006). Importantly, schema interconnectedness
possesses the core characteristics of a marker of cognitive vulnerability, in
that it remains stable after depression remission (Dozois & Dobson, 2001b)
and predicts recurrence (Dozois & Dobson, 2003). Despite compelling evi-
dence for the importance of schema organization for understanding adult
depression, no studies to our knowledge have been conducted in youth.

Hopelessness Theory

In its initial conceptualization, the HT of depression (Abramson,
Seligman, & Teasdale, 1978) posited that depressed individuals have a
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particular attributional style (i.e., a manner in which they understand why
they have certain experiences) when it comes to understanding why nega-
tive life events occur. In HT, depression is characterized by internal (e.g.,
It’s my fault), global (e.g., I can’t do anything right), and stable (e.g.,
Things will always be this way) views of negative events, and this negative
attributional style is a proximal predictor of MDD. The original HT was
further refined by Abramson and colleagues (1989) to specify three par-
ticular cognitive styles implicated in depression: (1) viewing oneself as
defective and insufficient following negative events; (2) forecasting cata-
strophic consequences for negative events; and (3) viewing negative events
as global and stable. Over time, these particular attributional styles are
hypothesized to evolve into a state of hopelessness, and ultimately, MDD.

In addition to specifying particular patterns of thinking that lead to
depression, HT posits that hopelessness arising from negative attribu-
tional styles contributes to a specific subtype of MDD: hopelessness
depression. Hopelessness depression is characterized by the following
cluster of symptoms: hopelessness (criterion symptom), sadness, retarded
initiation of voluntary responses, suicidal ideation, initial insomnia, low
energy, self-criticism, concentration difficulties, psychomotor retardation,
brooding or worry, lowered self-esteem, and dependency. To meet criteria
for hopelessness depression, an individual must present with hopelessness
for at least 1 week and endorse at least four of the other associated symp-
toms (Alloy et al., 2006). In support of a distinct hopelessness subtype of
depression, studies have shown that symptoms hypothesized to be part of
the hopelessness depression cluster are more strongly associated with the
negative attributional styles described above than symptoms not belong-
ing to the cluster (e.g., Alloy & Clements, 1998; Joiner et al., 2001).

Recent comprehensive reviews of cross-sectional and prospective tests
of HT in child and adolescent samples (Abela & Hankin, 2009; Garber,
Korelitz, & Samanez-Larkin, 2012; Jacobs, Reinecke, Gollan, & Kane,
2008) have found general support for HT. Most prospective studies have
examined negative attributional styles as an underlying cognitive vulner-
ability that interacts with life stress to predict increased depressive symp-
toms and the onset of MDD. Importantly, there is evidence that each type
of cognitive style implicated in HT (i.e., attributions about causes, con-
sequences, and the self) interacts with life stress to predict depression in
children and adolescents, although evidence is strongest for negative attri-
butions about causes (see Abela & Hankin, 2009).

Despite convincing evidence for HT in adolescent samples, the major-
ity of the diathesis-stress literature takes the standard approach of treating
each of the three attributional styles separately, and thus ignores the inter-
relationships among these attributional styles. This approach may thus
not capture important aspects of adolescents’ cognitive vulnerability. To
address this short-coming, the late Dr. John Abela developed the weakest
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link approach to operationalizing cognitive vulnerability (Abela & Sarin,
2002). This approach uses an individual’s highest score on the three nega-
tive attributional style scales (i.e., causes, consequences, or self) to assess
his or her cognitive vulnerability to depression. In a number of studies,
Abela and his colleagues showed that the interaction between an indi-
vidual’s weakest link and stress was a better predictor of future depres-
sion compared to models taking the traditional approach of examining
attributional styles separately (Abela, Aydin, & Auerbach, 2006; Abela,
Parkinson, Stolow, & Starrs, 2009; Abela & Sarin, 2002).

Nolen-Hoeksema’s Response Styles Theory

RST (Nolen-Hoeksema, 1991, 2004) provides a basis for understand-
ing how an individual’s typical pattern of responses to depressed mood
influences the duration and intensity of their ensuing mood disturbance.
Two distinct response styles were initially proposed: rumination and dis-
traction." According to RST, rumination is defined as “repetitive and
passive thinking about one’s symptoms of depression and the possible
causes and consequences of these symptoms” (Nolen-Hoeksema, 2004,
p- 107). “Passive thinking” involves fixating on problems and the associ-
ated emotions without taking action. In contrast, a distracting response
style involves focusing one’s attention on external aspects unrelated to
mood state. In its initial form, RST proposed that individuals who engage
in ruminative responses to depressed mood were likely to increase the
severity and duration of their depressive symptoms, while distraction
would be more associated with reductions in their symptoms.

Research conducted with samples of dypshoric and non-dysphoric
college students has demonstrated that a ruminative state can be experi-
mentally induced by instructing individuals to focus on the causes, con-
sequences, and meanings of their current feelings. These studies have
consistently demonstrated that experimentally induced rumination
increases negative affect among dysphoric, but not non-dysphoric, par-
ticipants (see Nolen-Hoeksema et al., 2008, for a review). This increase in
negative affect is hypothesized to trigger a search for explanatory causes,
attempts to repair moods, and efforts to engage existing coping strategies,
which ultimately leads to a downward spiral of worsening depressed mood

1 Studies of children and adolescents that assess response styles using the Child Response
Styles Questionnaire (CRSQ: Abela, Rochon, & Vanderbilt, 2000) have identified problem-
solving as a third response style in addition to rumination and distraction. However, in
these studies, the problem-solving subscale possessed relatively few items and was highly
correlated with distraction. Therefore problem-solving was combined with distraction as a
single response style separate from rumination (Abela, Aydin, & Auerbach, 2007). For the
purposes of this chapter, we simply refer to the “distraction and problem-solving” subscale
of the CRSQ as “distraction” in the adolescent studies we review in this section.
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over time (Moberly & Watkins, 2008). Longitudinal research on adult
samples has borne out this hypothesis — a tendency to ruminate when
dysphoric is associated with prolonged depressive symptoms in both non-
clinical (Nolen-Hoeksema & Davis, 1999; Roberts, Gilboa, & Gotlib, 1998)
and clinical (Ciesla & Roberts, 2007; Robinson & Alloy, 2003) samples.

In adolescent samples, prospective studies have consistently shown
that a trait ruminative response style increases vulnerability to worsening
depressive symptoms (Abela, Aydin, & Auerbach, 2007; Burwell & Shirk,
2007; Hilt, McLaughlin, & Nolen-Hoeksema, 2010) and major depres-
sive episodes (Abela & Hankin, 2011; Alloy et al., 2012; Nolen-Hoeksema,
Stice, Wade, & Bohon, 2007). Importantly, in response to early criticism
regarding the overlap between self-reported rumination and depressive
symptoms, researchers have identified two response styles that are inde-
pendent of depressive symptoms: brooding (“a passive comparison of
one’s current situation with some unachieved standard”) and reflection
(“a purposeful turning inward to engage in cognitive problem-solving”)
(Treynor, Gonzalez, & Nolen-Hoeksema, 2003, p. 256). Recent prospec-
tive research has confirmed that ruminative brooding, but not reflection,
is prospectively associated with increased depressive symptoms among
adolescents (Bastin, Mezulis, Ahles, Raes, & Bijttebier, 2014; Mezulis,
Simonson, McCauley, & Vander Stoep, 2011; Paredes & Zumalde, 2014).

Despite the strong support for rumination as a vulnerability factor for
depression, the complementary hypothesis that the distraction/reflec-
tion response style is associated with decreases in depression over time has
received mixed support. Some prospective studies have confirmed the
hypothesized effect of distraction (e.g., Abela et al., 2007), but others have
found no prospective association between distraction and depressive symp-
toms (Abela, Brozina, & Haigh, 2002), or have found that distraction/
reflection actually predicts worsening depression (Mezulis et al., 2011;
Paredes & Zumalde, 2014). Clearly, an important avenue for future study
is to clarify the characteristics of a distracting/reflective response style in
order to determine its precise relationship to the development of adoles-
cent depression.

Information-Processing Models of Depression

An essential component of Beck’s Cognitive Theory (see above) is that,
when activated, cognitive vulnerability factors (e.g., schemas, dysfunc-
tional attitudes) systematically influence how information from the envi-
ronment is processed. These negative information-processing biases are
thought to be the proximal causes of the changes in affect, behavior, and
motivation that constitute depression (Beck, 2008).

Below, we review some of the literature on the information-processing
biases that are present in adolescent depression. This review is not
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exhaustive, and there are many additional elements of information-
processing theories not covered (see reviews by Foland-Ross & Gotlib,
2012; Gotlib & Joormann, 2010; Phillips, Hine, & Thorsteinsson, 2010).
Below, we focus on negative biases in attention, memory, and emotion-
processing, as well as deficits in cognitive control.

Attentional Biases

Some of the earliest research on information-processing in depression
tested whether depressed individuals preferentially attend to mood-
congruent (i.e., negative) stimuli. A commonly used method to examine
this question is the dot-probe task (Joormann & Gotlib, 2007), in which a pair
of stimuli (words or faces) of different valences (one neutral, one emo-
tional) is presented. Participants are then asked to make a response to a
probe that replaces either the neutral or emotional stimuli. Biases in atten-
tion are measured by computing the difference between response times
to probes that replace emotional stimuli, compared to probes that replace
neutral stimuli. More rapid responses to probes that replace emotional
stimuli suggest that attention is biased towards the emotional stimulus.

Whether or not depressed individuals show negative attentional biases
depends on the duration of the stimuli. In general, when emotional stim-
uli are presented subliminally (e.g., for 14 ms), depressed individuals do
not differ from healthy controls in terms of how rapidly they respond to
probes replacing negative stimuli. However, when emotional stimuli are
presented supraliminally (i.e., presented for longer durations, up to 1000
ms), clinically depressed adults exhibit attentional biases towards sad, but
not happy, fearful, or angry, emotional stimuli (Gotlib, Krasnoperova,
Yue, & Joormann, 2004). Although far fewer in number, studies sug-
gest that clinically depressed adolescents (Hankin, Gibb, Abela, & Flory,
2010) as well as youth at high risk for developing depression (Joormann,
Talbot, & Gotlib, 2007; Kujawa et al., 2011) exhibit a similar attentional
bias to negative emotional stimuli. The discrepancies in the attentional
bias literature between subliminal and supraliminal stimulus presenta-
tions have led to the conclusion that, unlike anxiety, depression is not
characterized by automatic orientation to negative stimuli, but instead
involves impairment in disengagement from negative stimuli once atten-
tion is captured (Joormann & Gotlib, 2010).

Depressed individuals also may exhibit an attentional bias away from
positive emotional stimuli compared to healthy individuals. In the dot-
probe task, this means that participants respond more rapidly to probes
replacing neutral stimuli compared to those replacing positive (e.g.,
happy) stimuli. A meta-analysis of adult studies suggests that the magni-
tude of this bias away from positive stimuli is small but statistically signifi-
cant (Peckham, McHugh, & Otto, 2010). Armstrong and Olatunji (2012)



26 Models of Depression

conducted a meta-analysis of adult eye-tracking studies of attentional
biases and found that depression is characterized by both blunted orient-
ing of attention, and less sustained attention, to positive stimuli. Given
the small number of studies, it is unclear whether an “anhedonic bias”
(Armstrong & Olatunji, 2012, p. 714) in attention exists among adoles-
cents. However, one study reported attentional bias away from positive
stimuli among depressed adolescents with comorbid anxiety disorders
(Hankin et al., 2010). Clearly, future research is needed to clarify the
nature of attentional biases among depressed adolescents.

Memory Biases

Cognitive models of depression propose that, when depressive self-relevant
schemas are activated, mood-congruent (i.e., negative) information
becomes more readily accessible from memory. One commonly used
method to assess negative memory biases is the Self-Referential Encoding
Task (SRET), in which participants view negative and positive interper-
sonally oriented words and are asked: “Does this word describe you?” After
completing the task, participants are asked to recall as many adjectives as
they can in any order. Depressed adults (Dozois & Dobson, 2001a) and
adolescents (Auerbach, Stanton, Proudfit, & Pizzagalli, 2015) endorse
more negative and fewer positive words as self-descriptive, and recall more
negative and fewer positive adjectives. Further, Auerbach et al. (2015) also
found that there may be specific neural activity that underlies these self-
referential processing biases in depressed adolescents. This negative bias
in the recall of explicitly encoded (i.e., encoded in conscious awareness)
material is one of the most reliable and robust cognitive biases found in
MDD (Gotlib & Joormann, 2010; Kircanski, Joormann, & Gotlib, 2012).
There is less consistent evidence regarding negative memory biases for
information that is encoded outside of conscious awareness (i.e., implicitly)
(Gotlib & Joormann, 2010). Recognition biases in implicit memory are most
commonly measured in studies involving priming, wherein investigators
quantify the extent to which later responses are shaped or affected by previ-
ously encoded information. For instance, word completion tasks ask partici-
pants to first encode a list of positive and negative words, and later complete
a series of word fragments (e.g., hop ). Word fragments are coun-
terbalanced such that half can be completed to form previously encoded
words, and half form words from a new, unprimed list. Participants who
complete more primed versus unprimed negative words show a negative
implicit memory bias. Although mean effect sizes were small, a recent meta-
analysis of word completion and other implicit memory tasks found evi-
dence for negative biases in depression (Gaddy & Ingram, 2014). Further,
implicit memory biases were stronger in studies employing self-relevant
stimuli, consistent with the findings regarding explicit memory biases.
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In addition to biases in what information depressed individuals recall
over short periods, research also has focused on the content of long-term
autobiographical memories recalled in response to cue words. An extensive
body of research has shown that depressed individuals tend to report over-
general autobiographical memories (OGMs) (Williams et al., 2007); that
is, they tend to recall personal events that belong to a category of expe-
riences (e.g., When I go to the mall) and/or events that occurred over
an extended timeframe (e.g., My summer vacation), rather specific, time-
limited events (e.g., I visited my mother last Thursday afternoon). This is
conceptually important because recalling OGMs may allow individuals to
avoid potentially distressing content, which, in the long run, may impair
problem-solving and, ultimately, maintain or exacerbate depressive symp-
toms (Williams et al., 2007).

The degree of overgeneralization of autobiographical memories is
most commonly assessed using the Autobiographical Memory Task (AMT:
Williams & Broadbent, 1986), wherein participants recall the first memory
that comes to mind following a series of cue words. Recalled memories can
then be categorized as specific or overgeneral. A series of recent studies
have provided compelling evidence that OGM, indexed using the AMT,
acts as an underlying vulnerability for adolescent MDD, particularly in the
face of stress. Consistent with the adult literature, clinically depressed ado-
lescents report greater OGMs (Kuyken, Howell, & Dalgleish, 2006; Park,
Goodyer, & Teasdale, 2004), as do participants at elevated risk for devel-
oping depression (Kuyken & Dalgleish, 2011) and adolescents who have
remitted from a previous episode of MDD (Kuyken & Dalgleish, 2011;
Park, Goodyer, & Teasdale, 2002). To our knowledge, there are two studies
that have provided evidence for OGM as a vulnerability factor in a diath-
esis-stress framework. First, Sumner et al. (2011) reported that, among
adolescents with a history of MDD, OGM prospectively predicted depres-
sion recurrence, but only among those who also reported high levels of
chronic interpersonal stress. Similarly, another study found that OGM
was prospectively associated with increases in depressive symptoms, but
only for those who reported high scores on a measure of emotional abuse
during the follow-up period (Stange, Hamlat, Hamilton, Abramson, &
Alloy, 2013).

Emotion-Processing Biases

There is an emerging literature that suggests that, along with preferen-
tially orienting attention towards negative emotional stimuli (i.e., nega-
tive attentional biases), depressed individuals also show negative biases in
identifying emotional facial expressions. Compared to non-depressed par-
ticipants, adults with MDD are both slower and less accurate at identifying
neutral facial expressions, and more often misinterpret neutral stimuli as
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sad (Leppanen, Milders, Bell, Terriere, & Hietanen, 2004). Furthermore,
clinical depression is associated with both less accuracy in identifying
happy facial expressions (Mandal & Palchoudhury, 1985a) and enhanced
accuracy for sad expressions (Mandal & Palchoudhury, 1985b). More
recently, researchers have used a facial morphing paradigm (i.e., the facial
expression intensity changes continuously from neutral to the target emo-
tion) to develop a more fine-grained understanding of depressive biases
in the processing of subtle differences in emotion-processing. Using this
methodology, Joormann and Gotlib (2006) found that depressed adults
required both greater intensity to identify happy expressions and lower
intensity to identify sad expressions compared to healthy controls. This
pattern was replicated in a sample of adults with remitted depression who
underwent a negative mood induction (LeMoult, Joormann, Sherdell,
Wright, & Gotlib, 2009), providing preliminary evidence that these pro-
cessing biases may act as underlying vulnerability factors to MDD.

The literature on emotion-processing biases in depressed adolescents
is limited. Using the same facial morphing paradigm described above,
Joormann, Gilbert, and Gotlib (2010) found that, contrary to the adult
literature, youth at high risk for MDD required greater intensity to identify
sad, but not happy, facial expressions. We (Auerbach, Stewart, Stanton,
Mueller, & Pizzagalli, 2015) recently examined emotional-processing
biases in adolescents by recording their accuracy at identitying facial
expressions (sad, happy, neutral, fearful) at various intensities (e.g., 10%;
60%). Consistent with adult studies, we found that depressed adolescents
were less accurate for low-intensity happy faces, but more accurate for low-
intensity sad faces, compared to non-depressed adolescents. Further, we
found that deficits in processing happy faces were associated with neural
abnormalities in the left dorsolateral prefrontal cortex, an area of the brain
implicated in regulating and processing emotions. In sum, there is some
intriguing evidence to suggest that depressed adolescents show negative
emotion-processing biases, but this literature is in its early stages. Future
studies are required to fully delineate the nature and extent of these biases
in adolescent depression, to reconcile inconsistencies across studies, and
to determine whether these biases are prospectively associated with the
development of MDD and/or the exacerbation of depressive symptoms.

Deficits in Inhibition and Cognitive Control

As we alluded to in the section on attentional biases above, there is emerg-
ing evidence to suggest that depression is associated with difficulties in dis-
engaging from negative information (Kircanski etal., 2012). The ability to
inhibit irrelevant information, regardless of valence, is crucial to humans’
ability to adaptively respond to environmental demands. The amount of
information that can be temporarily stored for cognitive manipulation
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is limited; therefore, to effectively focus our attention, we must suppress
information irrelevant to what we are doing from occupying precious
space in our temporary information stores. Compared to non-depressed
adolescents, depressed adolescents show pronounced deficits in their gen-
eral inhibition abilities (Wagner, Muller, Helmreich, Huss, & Tadic, 2015).

Dr. Jutta Joormann and Dr. Ian Gotlib have conducted a series of exper-
iments to assess the inhibition of emotional information, specifically. This
research has employed the negative affective priming task (Joormann,
2004), which measures how quickly participants respond to emotional
targets (positive or negative) after trials containing emotional distrac-
tors that they are instructed to ignore. Adults with MDD (Goeleven, De
Raedt, Baert, & Koster, 2006; Joormann & Gotlib, 2010), elevated depres-
sive symptoms (Joormann, 2004), and euthymic, previously depressed
participants (Joormann, 2004) show deficits in inhibition of negative
emotional information compared to never-depressed subjects. Relatedly,
compared to controls, depressed individuals show deficits in forgetting
previously memorized negative information (Joormann & Gotlib, 2008).
Importantly, across the studies reviewed above, the inhibition deficit is
specific to negative information; depressed individuals do not differ from
non-depressed controls in their proficiency at inhibiting positive infor-
mation. To our knowledge, these promising findings on disinhibition in
depression await replication in adolescent samples.

Summary

In this chapter, we reviewed research on etiological models that have
improved our understanding of how adolescents develop depression.
Adolescents’ environments play a prominent role in triggering episodes
of depression, and many of the diathesis-stress models we described iden-
tify characteristics that place youth at risk for depression in the face of
negative life events. From a clinical perspective, developing a deeper
understanding of etiological models of depression may enhance confi-
dence with delivery of early-session psychoeducation, and, further, it may
facilitate richer and more accurate case conceptualizations. Perhaps most
importantly, understanding the processes that likely cause and maintain
our patients’ illness may help build a more profound capacity for empathy
and a better language with which to work on presenting problems, poten-
tially informing targets for treatment and ultimately, contributing to more
effective clinical outcomes.
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In graduate school, one of us (RPA) had a clinical supervisor who often
said, “You don’t know until you ask, and what you don’t ask, you’ll never
know.” The statement is as obvious as it is intuitive; however, it also
underscores the importance of conducting a thorough assessment. Such
an assessment allows clinicians to better understand how symptoms of
depression cohere, and ultimately, it enables clinicians to work collabo-
ratively with patients to develop a comprehensive case conceptualization.
There is a wide range of assessment tools available. Nevertheless, as we
are focused on integrating assessment into CBT, the present chapter
focuses on tools that may be utilized both at the outset and throughout
treatment. Specifically, the chapter will provide a rationale for conduct-
ing a thorough assessment during the initial sessions as well as providing
session-to-session assessments. To that end, it will provide an overview of
gold-standard diagnostic interviews and narrow-band severity indicators
(e.g., self-report measures, observational methods, and third-party report
of patient symptoms). Additionally, given the high prevalence of self-harm
and suicidality in the context of depression, relevant assessment tools tar-
geting these features will be discussed.

Assessment Goals

Prior to choosing which approach and instruments to utilize, it is impor-
tant to identify the central aim for a given assessment. Assessment goals
include, but are not limited to, diagnosis, treatment planning, treatment
monitoring, and evaluation (Essau & Ollendick, 2010). During treatment,
assessment often spans the initial two to three sessions; however, it also
should be integrated more fluidly throughout subsequent sessions. In
fact, treatment success often is contingent on the quality and depth of the
initial assessment as well as the ongoing assessment throughout the course
of treatment — which will necessarily facilitate a more comprehensive case
conceptualization. It is important that chosen instruments are reliable
and valid and adequately address the clinical issues in question.
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CBT for depressed adolescents is thought to be time-limited in that a
given treatment course may range from approximately 12 to 18 sessions.
A thorough assessment at the onset of treatment helps clarify problem
areas or treatment goals for both the clinician and patient, and it pro-
vides important clinical information regarding antecedents, triggers,
rationale for potential symptom fluctuations, and resources (i.e., inter-
personal, coping). Many clinicians use the more formal diagnostic tools
outlined below while others pursue an ad hoc approach to develop an
understanding of the presenting symptoms. These initial assessments are
very commonplace relative to subsequent session-to-session assessments.
By contrast, fewer clinicians provide formal week-to-week assessments to
track symptom change over time.

There are a number of advantages to more systematic assessment as this
information may be seamlessly integrated into the treatment framework.
First, there are a number of freely available self-report measures of depres-
sive symptoms (e.g., Center for Epidemiologic Studies Depression Scale,
Mood and Feelings Questionnaire), and consequently, we encourage cli-
nicians to have patients complete these measures before each session. This
allows clinicians to track symptom changes, and additionally, it provides a
window of understanding as to what types of symptoms may be changing
from session to session (i.e., affective versus somatic versus cognitive). In
doing so, this may serve to help the clinician identify symptom changes
facilitated by different CBT skills and may reveal chronic issues that persist
throughout treatment and require renewed focus. Second, we encourage
clinicians to use the information that is collected by creating session-
by-session symptom trajectories (Figure 3.1). This allows the therapist and
patient to identify trends and productively explore what transpired in a
given week that contributed to symptoms improving (e.g., successfully
completed weekly CBT assignments, positive interactions with parents)
or worsening (e.g., conflicts with friends or parents, difficulty in school).
This granular week-to-week analysis provides a road map for clinicians to
follow, and ideally, it helps shape the behavioral and cognitive strategies
employed. Moreover, studies have shown that tracking patient progress
over the course of treatment, and then feeding this information back to
the patient, may significantly improve patient outcomes (Lambert et al.,
2003; Lambert, Harmon, Slade, Whipple, & Hawkins, 2005). Last, weekly
assessments provide objective versus subjective assessments of symptom
change. Clinicians encourage patients to act like scientists by exploring the
what, why, and how with respect to ongoing changes which occur in the
context of treatment, and thus, it is important for clinicians to practice
what they preach. Whether symptom information is obtained with pen and
paper, through the use of a tablet, and/or through mobile phone apps
is unimportant. Rather, collecting the hard, empirical data will provide a
more objective account of the overall treatment, which, in our estimation,
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provides a stronger framework for the treatment itself. In light of the
importance of assessments, in the proceeding sections, we have outlined
different tools and strategies in which assessment may be integrated into
a clinician’s everyday practice. Understandably, it may not be realistic for
clinicians to utilize all the tools described in the proceeding passages.
Nevertheless, our aim is to provide the range of options available, and,
critically, to underscore how these tools may be utilized to facilitate treat-
ment efficacy.

Diagnostic Interviews

In general, unstructured interviews are helpful for building rapport
with patients and may be tailored to address an individual’s presenting
issues. These interviews allow clinicians to observe a patient’s behavior,
especially in response to different types of questioning that may be more
or less taxing. At the same time, from a psychometric perspective, such
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Figure 3.1 Tracking Depressive Symptoms from Session to Session

Note: CBT underscores the importance of patients collecting data on their experience as
opposed to relying on subjective recall. In the example in Figure 3.1, a patient’s weekly
Beck Depression Inventory-II (BDI-II) symptoms were assessed prior to each weekly session.
Using Figure 3.1, it is then easy for a clinician to explore in a collaborative way what changes
occurred from week to week, which may have influenced the rise and fall of depressive
symptoms. Despite its relative simplicity, this may be a valuable tool to motivate participants
to adhere to mutually agreed-upon therapeutic goals as well as outline what is and is not
working in the therapy.
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an approach does not possess sufficient reliability as the interviews may
vary substantially from patient to patient. Structured and semi-structured
diagnostic interviews are more labor-intensive and time-consuming as
compared to unstructured interviews and paper and pencil question-
naires, and in some instances, these interviews may require formal train-
ing. However, there is a substantial upside. The clinician is provided with
a wealth of information as well as a context for the symptoms. Further,
these interviews provide an opportunity for the clinician to better evalu-
ate each symptom, and, based on the aggregate of information, deter-
mine if a given individual meets diagnostic criteria for depression and
other comorbid disorders. As mentioned earlier, clinicians have myriad
options when choosing diagnostic instruments. The exemplars described
below are by no means exhaustive. Rather, they were selected given
their reputation in the field, accessibility, psychometric properties (i.e.,
reliability and validity), and diversity of scope (i.e., psychosocial contexts
versus diagnoses).

HEADS-ED

Given the importance of building trust and beginning to forge a thera-
peutic alliance with adolescent patients in the initial sessions, a formal-
ized assessment can, at times, seem like an unnatural introduction to
treatment. A potential happy medium may be to utilize the HEADS-ED
tool as a starting place (Capelli, 2011; see heads-ed.com). This brief semi-
structured interview (10-15 minutes) is a validated tool that, when admin-
istered effectively, provides a wealth of psychosocial information related
to the following important domains: (1) Home (e.g., How do you get
along with your parents/family?); (2) Education (e.g., How are your
grades?); (3) Activities and peers (e.g., What are your relationships like
with friends and what types of activities do you do?); (4) Drugs and alco-
hol (e.g., How often do you use drugs or alcohol?); (5) Suicidality (e.g.,
Do you ever have thoughts of wanting to end your life?); (6) Emotions,
behaviors, thought disturbance (e.g., How has your mood been lately?);
and (7) Discharge resources (e.g., Are you currently seeing or have you
ever seen a therapist?). In the context of patients in your office, it may be
sufficient to begin with the HEADS component before proceeding with a
more formalized assessment of symptoms and thus omitting the ED. While
it is likely that most clinicians would address each of these issues during
initial sessions, the tool provides a handy checklist, and critically, it struc-
tures the interview in a natural way by allowing the adolescent to better
describe the context in which symptoms may have emerged. In many ways,
the interview provides a loose structure for guided exploration that would
be consistent across patients, and further, beginning with these questions,
as opposed to probing symptoms from the onset, may allow adolescents
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to develop a comfort level before beginning a dialogue about symptoms
that, for some, may be challenging and difficult to articulate. Therefore,
the HEADS-ED interview may provide a safe means to develop therapeutic
rapport before conducting a formalized assessment of symptoms.

In addition to being a wonderful clinical tool, the developers of
HEADS-ED have made resources about the interview publicly available
online — complete with training videos. This is an invaluable resource to
learn different ways to probe adolescents using open-ended questions.
Further, the HEADS-ED interview may provide an informative starting
point to better understand the symptoms discussed during the structured
and semi-structured diagnostic interview below. By referring back to this
contextual information, clinicians may find that it results in greater flu-
idity throughout the session, and potentially, expedites the formal (and
potentially longer) assessments.

Stress and Adversity Inventory

Major models of mental and physical health underscore the importance
of understanding the impact of both current and lifetime stress, as this
may have profound implications for the course and treatment of a given
disorder. Interpersonal stress, in particular, is a robust predictor for both
the onset and course of adolescent depression (e.g., Auerbach et al.,
2014), and therefore, we believe that it is essential to quantify the impact
of stress, especially as this may inform a clinician’s case conceptualization
and treatment approach. The Stress and Adversity Inventory (STRAIN:
Slavich & Epel, 2010) provides an online approach to systematically assess
a broad array of acute (e.g., deaths of loved ones, romantic break-ups)
and chronic (e.g., persistent health issues, school difficulties) stressors.
The STRAIN (http://www.uclastresslab.org/products/strain-stress-and-
adversity-inventory) can be completed online prior to the initial appoint-
ment or while an adolescent waits for the initial appointment as it
necessitates about 25-35 minutes (approximately 220 questions). Upon
completion, the system immediately generates a clinician-friendly report
describing an individual’s cumulative life stress — including data on sever-
ity, frequency, timing, and duration. Such background information can be
woven into the assessment process, and ultimately, may inform the thera-
pist’s understanding of key factors contributing to the initial onset and
maintenance of an adolescent’s depressive symptoms, as well as potential
treatment targets.

Kiddie Schedule for Affective Disorders and Schizophrenia

The Schedule for Affective Disorders and Schizophrenia for School Age
Children Present and Lifetime Version (K-SADS-PL: Ambrosini, 2000;
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Kaufman, Birmaher, Brent, Rao, & Ryan, 1996) is a semi-structured
interview that is administered by clinicians to the parent and adolescent
(ages 6-18 years). While the K-SADS-PL is extremely thorough, one of
the primary challenges is that the interview requires between 90 and 120
minutes, and it needs to be administered by well-trained mental health
professionals. The instrument was designed to assess current and past
psychopathology based on DSM-IV-TR diagnostic criteria (American
Psychiatric Association, 2000), and by interviewing both the parent and
child, the assessment may obtain summary ratings, which may increase the
reliability of diagnoses. Moreover, depending on the age of the patient,
it may be helpful to corroborate the presence (e.g., hallucinations, delu-
sions) or absence (e.g., externalizing behaviors) of reported symptoms
with parent report of a child’s symptoms. In addition to systematic ques-
tioning about depressive disorders, the interview may provide important
information about comorbid disorders, and given the high rates of comor-
bidity between depression and anxiety, this may be helpful in unpack-
ing the temporal course and development of related mental illnesses.
Presently, the K-SADS-PL is freely available (http://www.psychiatry.pitt.
edu/node/8233) through the University of Pittsburgh, Department of
Psychiatry.

Mini International Neuropsychiatric Interview for Children and
Adolescents

The Mini International Neuropsychiatric Interview for Children and
Adolescents (MINI-KID: Sheehan et al., 2010) is a structured diagnostic
interview used to assess current and past psychopathology (i.e., internal-
izing and externalizing disorders) in youth based on criteria from the
DSM-IV-TR. In general, the interview necessitates 20-30 minutes, and it
provides a strong overview of the presence or absence of symptoms using
easy-to-follow skip-out procedures. Despite its relative brevity, as compared
to more extensive diagnostic interviews (e.g., K-SADS), it has demon-
strated relatively high reliability and validity (Sheehan et al., 2010). Given
the length and sound psychometric properties, this diagnostic interview
may be more easily integrated, relative to the K-SADS-PL, in the context
of treatment.

Self-Report Questionnaires

While structured and semi-structured diagnostic interviews provide a
comprehensive assessment for symptoms of mental disorders, these inter-
views often require extensive training and considerable time to adminis-
ter. As a result, a series of self-report questionnaires has been developed
to assess clients’ subjective experience of depressive symptoms. Such
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questionnaires are relatively easy to administer, and typically, require little
time to complete. In contrast to interviews that have the capacity to diag-
nose depressive disorders, self-report questionnaires are typically limited
to assessing the frequency and severity of depressive symptoms. Self-report
instruments have been utilized for both clinical and research purposes,
and despite the potential for response bias, many possess strong reliability
and validity.

There are several advantages to self-report measures. First, many teens
have difficulty sharing their symptoms of depression. Thus, self-report
measures provide a more private space to express what symptoms are
affecting them without having to verbalize them to a clinician (particularly
in the initial sessions). Second, the administration of self-report question-
naires does not require extensive clinical training (e.g., an administrative
assistant can oversee administration in the waiting room). Last, self-report
measures can be readministered throughout clinical practice, and thus,
it allows the clinician and patient alike to amass objective data regarding
symptom change over time. Further, depressive symptom inventories also
may provide clinicians with a road map regarding how to better target
treatment by identifying relatively more severe symptom clusters.

Beck Depression Inventory — Second Revision

The Beck Depression Inventory-II (BDI-II: Beck, Steer, & Brown, 1996) is
a commonly used self-report measure of DSM-IV depressive symptoms. In
general, the BDI-I is not an instrument that yields diagnoses. The meas-
ure contains 21 items that assess the presence of cognitive-affective and
somatic symptoms during the previous 2 weeks. Item scores range from
0 to 3, with higher total scores reflecting greater depressive symptom
severity. Standard cut-offs for the BDI-II include: (1) 0 — 13 = minimal
depression; (2) 14 — 19 = mild depression; (3) 20 — 28 = moderate depres-
sion; and (4) 29 — 63 = severe depression. In general, the BDI-II possesses
strong reliability and validity (Beck et al., 1996).

Center for Epidemiological Studies Depression Scale

The Center for Epidemiologic Studies Depression Scale (CES-D: Radloff,
1977) is among the most widely used selfreport depressive symptom
scales, and it is publicly available. The CES-D is comprised of 20 items, and
the questionnaire is based on existing measures including the original
BDI (Beck & Steer, 1991), the Zung Self-Rating Depression Scale (Zung,
1965), the Minnesota Multiphasic Personality Inventory for Depression
Scale (McKinley & Hathaway, 1944), and an unpublished depression
checklist developed by Gardner (1968). The CES-D assesses depressive
symptoms from the general population, and to date, the application has
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been broad-based, ranging from epidemiological and treatment studies
to ongoing clinical assessment in the context of treatment. Results from a
principal component analysis divide the items into four primary subscales:
depressed affect, positive affect, somatic and retarded activity, and inter-
personal. CES-D scores range from 0 to 60, and higher scores indicate
greater severity of depressive symptoms, with a score of 16 indicating mod-
erate depression. Research examining the psychometric properties of the
CES-D across diverse samples has found that the measure is reliable and
valid. Irwin, Artin, and Oxman (1999) revised and abbreviated the origi-
nal version (CESD-R), and the revision is more in line with the depressive
symptoms included in the DSM-IV.

Mood and Feelings Questionnaire

The Mood and Feelings Questionnaire (Angold et al., 1995; Messer et al.,
1995) is a self-report measure that provides a balanced report of affective,
cognitive, and somatic symptoms in depressed adolescents. There are two
versions of the questionnaire: the short version (13 items) and the long
version (33 items). Both instruments have demonstrated excellent test—
test reliability and validity, and they have been used extensively with child
and adolescent samples. Another exciting feature of this questionnaire
is that it also contains short and long parent versions, which assess their
children’s symptoms. All of these measures are publicly available (devepi.
duhs.duke.edu/mfq.html), and therefore, can be easily integrated into
everyday practice.

Observational Methods

There are inherent strengths to interviews and self-report measures, but
the power of observation should not be understated. Depression is a disor-
der that compromises our mood, thoughts, and behaviors. Some patients
may lack the insight or the capacity to accurately report their symptoms.
At the same time, for a trained clinician there are key characteristics or
features of the depressed individual to observe.

One of the more noticeable symptoms is psychomotor retardation and
agitation. Again, returning to graduate school, a supervisor once expertly
explained the symptoms as follows. Psychomotor retardation and agitation
are similar to what happens when we slow down and fast-forward DVDs,
respectively. More specifically, an individual struggling with psychomotor
retardation will typically speak and move more slowly as if he/she were
moving in slow motion. Conversely, individuals who are experiencing psy-
chomotor agitation will speak quickly, often not finishing sentences or
thoughts, and have difficulty sitting still. In a vacuum, these symptoms may
be more easily noticed. However, if a person has never been in your office
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before, it will be difficult to ascertain what a given individual’s baseline
behavior may be as there is no reference point. Thus, a helpful question
to pose is whether or not anyone has commented on how fast or slow the
patient’s speech and movements have been lately (or elicit a third-party
report from a parent or teacher). While the patient may not have insight
into these recent changes, it is likely that someone (e.g., parent, teacher,
peer) in the patient’s life has taken stock.

Depression is often characterized by weight gain or loss (change of
5% of body weight in 1 month). Understandably, this is not a phenom-
enon one can easily ascertain during an initial session. However, for
longstanding patients, unintended weight gain and/or loss is observable.
Alternatively, for new patients, clinicians should ask whether they have
experienced recent weight gain or loss, and if so, how much and in what
period of time. When asking such questions, it is important to state clearly
whether weight loss or gain was intended or could be accounted for by any
recent changes (e.g., new medication)? Additionally, when working with
children and adolescents, weight gain and loss should be viewed in the
larger context of “typical growth” and pubertal change.

Fatigue is another symptom that may be observed in the context of
an assessment or throughout the session. Many patients struggling with
depression report significant fatigue despite sleeping more. Coupled
with this overwhelming fatigue, many patients have a diminished capac-
ity to concentrate. Such patients may not realize that their concentration
is limited or may simply note that they feel tired. However, throughout
the interview, it is important to note how often a patient needs questions
repeated, provides non-sequiturs to question prompts, loses the thread
when responding to specific questions, and has difficulty engaging in the
conversation. Italso is important to ascertain whether the patient acknowl-
edges diminished concentration and if concentration varies as a function
of environmental contexts (school versus friends).

Third-Party Reports

Multi-informant assessments provide clinicians with an array of per-
spectives as they gather information through different lenses and from
diverse environments. Generally, there is greater reliance on third-party
reports for children and adolescents, as clinicians often seek information
from peers, teachers, and parents. To that end, the child and adolescent
field has a variety of reliable, valid, and systematic options. With regard
to standardized third-party reports of a patient’s symptoms, Achenbach
(1991) has created a series of instruments that may be completed by a
patient’s parents and teachers. These tools are reliable and valid gold-
standard measures in the field, and thus, they provide important informa-
tion in both understanding and treating a patient’s symptoms.
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Child Behavior Checklist

The Child Behavior Checklist (CBCL: Achenbach, 1991; Achenbach &
Rescorla, 2001) is an instrument that is typically completed by the parent
of a given child, and it is often used in conjunction with the Youth Self-
Report (YSR), which assesses overlapping constructs (Achenbach, 1991).
The instrument contains two sections. In the first section, the respond-
ent is asked general information about his/her child (e.g., Please list any
organizations, clubs, teams, or groups your child belongs to) and then a
parent is asked to compare his/her child’s present activity to that of other
children of the same age. In the second section, there are 120 statements
describing potential behavioral and emotional problems, and respond-
ents are asked to indicate that these statements are “not true,” “some-
what or sometimes true,” or “very true or often true.” The CBCL can be
used with children and adolescents ages 6—18, and there is also a version
for children 1.5-5 years of age (Child Behavior Checklist — Language
Development Survey: CBCL — LDS). Historically, scoring the CBCL was
time-consuming; however, there is now a computer scoring system that
computes the various subtests and scores (i.e., internalizing versus exter-
nalizing). The CBCL has strong reliability and validity, and it has been
broadly utilized across cultures. As the CBCL provides normative scores,
itis helpful in understanding whether the presence of symptoms is typical
or normal as opposed to clinically significant.

Teacher’s Report Form

Similar to the CBCL, the Teacher’s Report Form (TRF: Achenbach, 1991)
is often paired with the YSR, and it assesses a child’s behavioral function-
ing as well as internalizing and externalizing symptoms. Teachers may
provide invaluable information about a child’s emotional intelligence
and social functioning within an academic environment. The full version
of the TRF also includes options for adaptive functioning and academic
performance sections, and while these sections are certainly helpful, they
are not obligatory. In general, the TRF possesses strong test-retest reli-
ability, internal consistency, and interrater reliability, as well as accept-
able criterion validity. The instrument can be scored manually, and there
is also computerized scoring available. Normative scores and cutoffs are
provided.

Suicide and Self-Harm Risk Assessment

The careful assessment of suicide and self-harm is essential when working
with patients struggling with depressive symptoms and disorders. While
only a small percentage of depressed patients attempt suicide and engage
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in self-harm, these are issues that need to be explored with caution and
care. In general, assessment of risk should include an examination of:
(1) predisposing vulnerabilities; (2) triggers or precipitating events;
(3) affective, cognitive, and behavioral status; and (4) contradictions (e.g.,
perceived coping resources). Additionally, clinicians should broadly assess
suicidal intent, motivations for suicide and lethality of potential attempts,
and whether these issues arise in the face of chronic or acute suicidality
(Berman, Jobes, & Silverman, 2006). The issues of suicidality and self-harm
are further complicated as there are many individuals who deliberately
harm themselves without lethal intent (i.e., non-suicidal self-injury: NSSI)
(for example, see Nock, 2009). In an effort to better understand risk for
suicide, Goldston (2003) reviewed approximately 60 instruments assess-
ing constructs such as the presence of, risk/propensity for, and the inten-
tionality/lethality of suicidal behaviors. Goldston (2003) cautions that few
measures are predictive of attempted suicide, and all measures possess
strengths and weaknesses. At the same time, two recommended scales
include the Beck Scale for Suicide Ideation (BSI) and Linehan’s Reasons
for Living (LRFL), which we have detailed below. Additionally, we also
provide background information on the Columbia Suicide Severity Rating
Scale, a brief interview that can be seamlessly integrated into sessions,
especially when dealing with high-risk youth. Finally, the Self-Injurious
Thoughts and Behaviors Interview (Nock, Holmberg, Photos, & Michel,
2007) is discussed. The interview extensively probes NSSI and suicidality,
which provides a means of differentiating these important, distinct behav-
iors. Regardless of the clinician’s assessment strategy, ultimately one must
ascertain whether the patient has a specific plan in place, and if so, what is
the potential timeline of these events in order to develop an effective plan
of action to ensure safety.

Beck Scale for Suicide Ideation

The BSI (Beck & Steer, 1991) is a 21-item self-report measure that exam-
ines the presence and severity of suicidal ideation, and it was adapted from
the Scale for Suicide Ideation (SSI: Beck, Kovacs, & Weissman, 1979), an
interview-administered rating scale to assess suicidality. Specifically, the
measure assesses: (1) an individual’s suicidal plans; (2) suicide deterrents;
and (3) passive and active suicidal ideation. The BSI contains five screen-
ing items regarding active versus passive intent to commit suicide, and
positive endorsement of such items prompts specific follow-up questions.
The BSI has been validated in both adolescent (Steer, Kumar, & Beck,
1993) as well as adult inpatients and outpatients (Beck & Steer, 1991).
Principal factor analysis indicates that there are three factors: desire for
death, preparation for suicide, and actual suicide desire. Higher scores on
the BSI indicate greater intensity of suicidality (scores range from 0 to 38).
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Linehan’s Reasons for Living Inventory

The LRFL Inventory LRFL (Linehan, Goodstein, Nielsen, & Chiles, 1983)
is a 48-item self-report measure that assesses an individual’s beliefs and
expectation for not committing suicide. An underlying assumption of
the measure is that adaptive beliefs and sufficient reasons for living serve
as a buffer against suicidality, and consequently, the instrument exam-
ines between-person differences with respect to the “reasons of living” in
individuals who engage in suicidal behaviors from those who do not. The
LRFL contains six factors: survival and coping beliefs, responsibility to fam-
ily, child-related concerns, fear of suicide, fear of social disapproval, and
moral objections. The instrument possesses strong internal consistency
(Linehan et al., 1983) as well as test-retest reliability (Osman, Jones, &
Osman, 1991). It also contains moderate concurrent validity with meas-
ures of suicide ideation (e.g., Bonner & Rich, 1991; Cole, 1989).

Columbia-Suicide Severity Rating Scale

The Columbia-Suicide Severity Rating Scale (Posner et al., 2008) provides
asuite of tools, including a screener, lifetime history module, and suicidal-
ity since last visit. The modules are accessible and freely available (www.
cssrs.columbia.edu/), and importantly, they are easy to follow, with inter-
active training materials online. By and large, information is obtained
relatively quickly (~5—10 minutes), and the modules can be very helpful in
conducting risk assessments.

Self-Injurious Thoughts and Behaviors Interview

The Self-Injurious Thoughts and Behaviors Interview (Nock et al., 2007)
is a publicly available, structured clinical interview that assesses the pres-
ence, frequency, severity, age of onset, and other characteristics of suicidal
thoughts and behaviors as well as non-suicidal thoughts (i.e., thoughts per-
taining to the intentional destruction of one’s bodily tissue without the intent
to die) and behaviors (i.e., the intentional destruction of one’s bodily tissue
without the intent to die). The interview has been used widely in research.
However, for self-injurious and suicidal patients in a clinical setting, it also
may be appropriate, especially, if it is important to assess a lifetime history
of suicidality and NSSI. For patients reporting suicidality and/or NSSI, the
interview requires approximately 20-30 minutes, and it is strongly recom-
mended that clinicians receive training prior to administration.

Summary: An Ounce of Prevention is Worth a Pound of Cure

Despite a number of effective psychotherapeutic and pharmacological
treatments for depression, only a minority of individuals receive treatment
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(e.g., Garber, Webb, & Horowitz, 2009). In part, there remain significant
barriers to mental health services, which leave the vast number of depressed
individuals untreated. As a response to this glaring need, programs such as
the National Depression Screening Day (NDSD) provide individuals with
ready access to screens for depression and related mood disorders. These
screens are held across hospital, university, and community settings, and
further, individuals with internet access also may complete a brief survey
online. NDSD is intended to provide a brief survey of depressive symptoms,
and ideally, if an individual has a positive screen, he/she is referred for
mental health services. Coupled with the NDSD, many states also provide
mandatory yearly wellness visits during which children and adolescents are
prophylactically screened for a wide range of physical and mental health
problems. These visits are critical, as there are more optimal outcomes
when symptoms are treated earlier in the disease course. Overall, the NDSD
and wellness visit campaigns target an unmet gap in services by identifying
risk and channeling patients to needed services.

Future Directions

Nezu, Nezu, Friedman, and Lee (2009) indicated that, in the last 100 years,
nearly 300 measures of depression have been developed. The astonishing
volume of instruments is indicative of: (1) the significance and impact
of depression; (2) an evolving understanding of the phenomenon; and
(8) an ingenuity of how to more accurately and succinctly assess it. At the
same time, it also underscores a more ominous matter. Specifically, our
instruments, whether interview, self-report, observation, or informant-
based, do not always tell the whole story. In a way, the tools that we utilize are
often limited by what an individual says, reports, and does. Moving for-
ward, it will be invaluable to identify behavioral indicators and biomarkers
that predispose individuals to depression. Such markers will enable clini-
cians to institute prevention strategies that may, ultimately, buffer individ-
uals from the deleterious impact of depression. Until that time, clinicians
and researchers are encouraged to use the gold-standard interviews and
indicators in the field.



4 Setting the Stage

For those of you who have worked with adolescents, it may not be sur-
prising to hear that there is enormous heterogeneity in how and why
a teenager may end up in your office. In most instances, it begins with
a phone call from a concerned parent. This phone call is an invitation
into the family’s life, and the conversation is an opportunity to learn
about the teenager — to identify how current symptoms may be impact-
ing an adolescent’s development, relationships, academic performance,
and behaviors. During this conversation it is important for you, as the
therapist, to convey your approach to psychotherapy, describing your
therapeutic modality, in broad strokes, as well as your tactical approach
and experience with treating depression in adolescence. In many ways,
this initial contact is a mini-interview for both parties, and importantly,
it is crucial to provide families with enough information to make an
informed decision about their child’s treatment. Albeit brief, these ini-
tial phone conversations should cover basic details about your practice,
including, but not limited to: (1) therapeutic approach (i.e., modality,
frequency of sessions); (2) session length; and (3) fee structure (includ-
ing insurance coverage). This basic information will ensure a high
degree of transparency about your practice, which, ultimately, may avoid
any confusion throughout the treatment.

Before initiating treatment, it is important for the parent and child
to consent and assent, respectively, to the policies in your practice.? This
process is an ideal opportunity to outline the limits of confidentiality
(i.e., following guidelines about the duty to report) and review important
boundaries and expectations in the context of clinical care. This can, at

2 A psychotherapist-patient services agreement should detail thorough descriptions of psy-
chological services, professional fees, insurance reimbursement, limits of confidentiality,
information pertaining to patient professional records, patient rights, and contact infor-
mation. Ideally, this document should be written in a style that is accessible and clear. The
patient should receive a copy of the form that is signed by the legal guardian, adolescent,
and therapist.
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times, be a challenging conversation. On the one hand, legal guardians
of minors may have access to all clinical information; however, from a
treatment perspective, this could jeopardize an adolescent’s willingness
to disclose key clinical information. Thus, we often ask parents to “waive”
this right, but underscore that any issues concerning patient safety will
be disclosed in a manner that is consistent with legal statutes and ethi-
cal guidelines. In a conversation with a parent and adolescent about con-
fidentiality, it is important to draw clear therapeutic boundaries while
emphasizing that safety is paramount:

THERAPIST: The limits of confidentiality are very clear in the eyes of the
law. Whenever issues around safety arise — whether it be maltreat-
ment, self-injury, or suicidal thoughts or behaviors — we’ll work
cooperatively to ensure that no harm comes to your daughter or
others.

PARENT: So, when would there be limits to confidentiality?

THERAPIST: It’s been my experience thatit’s important to maintain a trust-
ing therapeutic environment, and in this way, it’s important for your
daughter to feel that she can tell me things without the fear that I'll
disclose this information to her parents.

PARENT: That makes sense. I want her to have a space to feel like she can
work out her problems.

THERAPIST: Exactly. We want to cultivate this space, which I think will lead
to more optimal outcomes. And, if there are times when your daugh-
ter wants to share important information with you about her treat-
ment, we can arrange to do so in the context of our sessions.

PARENT: That would be great. Thanks for making this clear to me.

In most instances, parents are on board with this approach, as there is
an implicit understanding that this is the best practice to obtain better
clinical outcomes. Once there is agreement about the approach moving
forward, it is time to begin the therapeutic work.

Psychoeducation

“Knowledge is power” (Bacon, 1597). The power of knowing offers a sense
of control, and in the context of psychotherapy, it is essential for youth to
regain a locus of control over their symptoms (see Chapter 2). Most often,
psychoeducation is woven throughout the course of treatment; however,
it is helpful to use psychoeducation as a tool during the initial sessions to
paint a clear picture about: (1) what constitutes depression (i.e., symp-
toms); (2) how CBT works and/or may differ from other forms of talk
therapy; and (3) what are realistic expectations about treatment. In this
day and age, it is typical for patients to search online for answers about
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depression and treatment, and although this type of initiative should be
lauded, the reliability of the information derived may be Ait or miss. Thus,
using a spirit of guided discovery (described in detail below), psychoedu-
cation may help fill in the gaps in a more organic way, which also may help
patients receive more complete answers.

Talking with a Patient about Major Depressive Disorder

Almost without exception, adolescents recognize that depression encom-
passes feeling persistently sad. Yet, it may be surprising that many youth
are unaware that MDD includes other symptoms that cohere to form a
syndrome:

THERAPIST: It sounds like the sadness has been overwhelming for the
past 6 weeks. What other symptoms have you been experiencing dur-
ing this time?

PATIENT: Um, I've been pretty irritable, especially around my parents.

THERAPIST: That’s good to know. Irritability plays a big part in depres-
sion for a lot of people. It’s definitely something we should keep
an eye on and try to learn ways to better manage it. Would it sur-
prise you to learn that depression could include other symptoms
as well?

PATIENT: Like what?

THERAPIST: Good question. So, depression can include as many as nine
symptoms, and to meet criteria for the disorder, a person would
need to experience at least five of the nine symptoms for a minimum
of 2 weeks.

PATIENT: I didn’t realize this.

THERAPIST: I wanted to raise this issue because depression can look quite
different across people. Some may have sleep problems and are
really tired; others may have a change in their appetite and low self-
esteem. It’ll be important for us to understand how you experience
depression.

PATIENT: Sure . .. makes sense. I guess I never thought of it in this way.

THERAPIST: By identifying the main symptoms of your depression, we can
better track if specific symptoms change during our work together.

There are many approaches to psychoeducation. It may be more expe-
dient to simply tell an adolescent about the symptoms or even provide
a handout that may be reviewed together. However, it has been our
experience that engaging adolescents in a conversation about their own
symptoms provides a more instructive platform and, ultimately, has more
personal salience. During these conversations, it is helpful to discuss the
heterogeneity of depressive symptoms and experience (e.g., onset, course,
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recurrence) as well as to delineate differences among cognitive, affective,
and somatic symptoms, especially as this may help a patient obtain a more
fine-grained understanding of whether specific environmental contexts
trigger different types of symptoms. Again, in this way, depressed adoles-
cents obtain a deeper understanding of their symptoms, which may pro-
vide a greater sense of control.

Initiating a Conversation about Cognitive Behavior Therapy

In addition to providing an understanding of depression symptoms (and
other comorbid disorders), it is essential to provide a road map about
what to expect in CBT. For many adolescents, this will be their initial foray
into psychotherapy, and while they may have developed certain assump-
tions through friends, pop culture (e.g., television, movies), and parents,
their expectations for treatment may not be entirely accurate. Thus, it
is incumbent upon the therapist to clarify what a patient can reasonably
expect from treatment, and critically, what a therapist expects from a
patient (e.g., between-session assignments). Similar to psychoeducation
regarding depressive symptoms, information about CBT will be integrated
throughout the course of treatment. In the initial sessions, it is key to
address the following issues: (1) past experience in therapy; (2) knowl-
edge about CBT; and (3) expectations about therapy.

THERAPIST: I know you mentioned that you've been in therapy before.
What was your experience like?

PATIENT: Umm. I went and saw this guy once a week. We talked about
stuff.

THERAPIST: So, it sounds like you were going weekly. Do you know what
type of therapy you did with him?

PATIENT: It was for my depression. Not sure what it was called.

THERAPIST: No problem. What kind of things did you work on?

PATIENT: We just kind of talked, but it didn’t really go anywhere.

THERAPIST: I see. It sounds like you would have preferred for things to be
clearer. Would you mind if I tell you a little about CBT?

PATIENT: I guess.

THERAPIST: Great.

By obtaining a sense of a patient’s past therapeutic experience, it will help
a therapist become more nimble with respect to approaching or avoid-
ing different styles of interaction. Also, it provides a clean transition into
describing the CBT framework. By and large, CBT requires more active
participation from a patient. It is critical for a therapist to delineate how
the flow will progress, including: (1) developing a clear structure for the
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session (see Chapter 5); (2) working through CBT skills in session; and
(3) assigning weekly exercises. For many patients, it is essential to fos-
ter greater intrinsic motivation to complete in-session and weekly assign-
ments; however, we emphasize that simply attending one session each
week will not suffice to overcome depression. Rather, it will require chal-
lenging oneself, and critically, applying the skills in the real world to deter-
mine what works, what does not work, and then, exploring how to utilize
the skills more effectively from situation to situation. For many patients,
this challenge may seem daunting, particularly given the negative cogni-
tions (e.g., pessimistic thoughts about the benefits of engaging in weekly
assignments) and symptoms (e.g., lack of interest, indecisiveness) that so
often define depression. Yet, it also is important to emphasize that this
process will happen in a step-by-step and gradual manner.

Providing an overview of the CBT format is instructive for adolescents
(and parents), as it helps clarify expectations for therapy. In a similar
way, it may be helpful to discuss how symptoms can change in the course
of treatment. For the majority of CBT responders, symptom reduction
is a gradual, and, at times, frustrating process. From session to session
there may be minor improvements and at times spikes in their symptom
scores; however, the general trajectory is in the direction of red