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purpose of this paper i1s to identify instruments that can be
utihzed by the school nurse to perform rapid adolescent
depression screenings that are valid, rehable, affordable, and
easy to adminster.

Literature Search Methods

The search for instruments to measure adolescent depression
was conducted utilizing key words: depression. childhood,
children, adolescent depression. instruments, scales, rating,
and measurement. An electronic search that included the
Cumulative Index of Nursing and Allied Health Literature,
ProQuest. PubMed. the Education Resource Center, and Psyc-
INFO was completed utilizing search criteria for articles
dating from years 1985 to 2009. Instruments were included if
the mstrument: (a) was used to measure depression n chil-
dren: (b) examined psychometric properties: and (¢)
included measures that assess depression, in  adolescents.
Instruments were excluded if they were not appropriate for
the population or if the mstrument had not been evaluated
for reliability or validity.

Results

Available Instruments to Measure Adolescent
Depression

Seven instruments were identified in the search, with four
that matched the criteria outlined in the search methodology
and described in Table 1. For the purpose of this review, only
the four identified will be discussed in-depth. The factors
assessed for the table included: (a) instrument name and
author; (b) instrument description; (¢) method of measure-
ment including self-report, number of items. and scoring: (d)
sample tested description; (e) reliability; (f) vahdity: and (g)
feasibility of use (cost of instrument, amount of time to com-
plete, training for use, environments the mstrument can be

used).
Instrument Psychometric Evidence

Quality of instruments is often determined by their psycho-
metric evidence, in particular, their reliability and vahdity.
Therefore, the discussion of the psychometric evidence will
focus on these two aspects for each of the identified
mstruments. '

Reliability 15 determined as the extent to which an instru-
ment is considered consistent over time (D1 lorio. 2005). Con-
sistent instruments  are those that provide a similar or
identical score when given on two separate occasions (time
period not exceeding a length greater than 2 weeks) referred
to as the test - retest rehability. If the instrument 1s consistent
over multiple items within the scale, then this 1s considered

internal consistency reliability. Of the four measures, internal
consistency reliability 1s the most frequently reported and
cited test of reliability of an mstrument (Cuijpers et al., 2008:
LeBlanc, Almudevar, Brooks, & Kutcher, 2002: Reynolds &
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Mazza, 1998; Swallen, Reither, Haas. & Meier. 2005:
Wilcox, Field. Prodromidis, & Scafidi, 1998). This
reliability is often measured by the Cronbach’ s alpha
coefficient, which is reported as a range of 0.00 -~ 1.00.
The closer the Cronbach™ s alpha coefficient is to 1.00. the
better the internal consistency. An acceptable coefficient 1s
considered 0.80 or higher (Burns

& Grove, 2001). Of all instruments reviewed, the internal
con- sistency coefficients ranged from 0.82 to 0.96: thus.
all are considered reliable for measuring depression.
Validity 1s another psychometric property that can assist in
the determination of the quality of & measurement
instru- ment. Instruments are considered valid if they
measure the constructs they are intended to measure
(D1 lorio, 2005). Vahdity can be demonstrated in several
including con- struct  validity that includes
convergent, discriminate, and known group validity.
Construct validity is the most com- monly cited type of
validity in the reviewed articles. It mea- sures the fit
between variables by comparing their operational and
conceptual definitions, and by determining whether or
not 1t theoretically measures the constructs (Bums &
Grove, 2001). Another way that vahidity 1s established 1s the
compari- son between one instrument and an established
instrument often called the “gold standard.” 1In the case of
thissystematic review, the “cold standard™ or the one that
most other chil- dren” s depression instruments are scored
against is the Chil- dren” s Depression Inventory (CDI:
Timbremont, Braet, & Dreessen. 2004). The CDI as well
as the Beck Depression Inventories-Youth (BDI-Y).
Center for Epidemiological Studies-Depression Scale for
Children (CES-DC), and Rey- nolds Adolescent
Depression Scale (RADS) will now be described.

ways

BDI-Y

The BDI-Y was originally created by Judith Beck. Beck,
and Jolly (2001). It 1s one of the five mnventories that can
be used separately or together. The depression mventory
1s a 20-question self-reported survey designed 1o assess
items of depressive symptoms required for the diagnosis of
depression according to the Diagnostic and Statistical
Manual of Mental Disorders-11" 1 children age 7 - 14
(Stapleton, Sander, & Stark, 2007). Items are measured on a
Likert scale of 0 - 3. The items
sometimes, 2 = often, and 3 = always. The scores range
from 0 to 60, with a higher score indicating depressive
symptomology. Reliability was tested using the test
retest method and Cronbach™ s alpha coefficient. Of the
articles  reviewed using the BDI-Y, all reported
Cronbach alpha 0.84 (Basker, Moses.
Russell, & Russell,

include 0 = never, 1 =

greater than



Table 1. Instruments to Rate Adolescent Depression

Instrument/
reference

Instrument
description

Method of measurement
No. of items, type, and scoring

Sample description

Reliability

Validity

Feasibility

Beck Depression
Inventories-Youth
Subscale (Beck
et al, (2001)
(BDI-Y)

Center for
Epidemiological
Studies-Depression
Scale for Children
(Weissman,
Orvaschel, &
Padian, 1980)

Children’s Depression
inventory
Kovacs (1992)
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Reynolds Adolescent
Depression
Scale-Short Form
(Reynolds &
Mazza, 1998)

The first attempt at
using a
self-reported

survey to assess the

severity of
symptoms of
depression.

Aninstrument for
identifying
depression in the
general
population.

A self-reported 27-
itemscale
originating from a
modified (BDI).

Designed for health
professionals to
screen children for
depressive
symptoms in
adolescents.

20-item self-reported tool
Scored 0-3.

Used in children 7-14 years of age.
Scores range 0—60. Written at
the second-grade level. Higher
scoreindicatesincreased levels
of depression with positive
cutoff suggested at 17-20
depgnding on age.

20-item self-reported instrument
for children ages 6-17 with a
rating of 0-60.

Higher scores indicate increased
levels of depression. Positive
cutoff score suggested at 15.

27-item self-reported tool
Short form of 10 items for
children ages 7-17.
Scoring is 0-54 on long form
and 0-20 on the short form.
Scale is positive for depression
score greater than 20 on the
long form and greater than 7 on
the short form.

30-item self-reported scale
measuring the severity of
depression in adolescents age
13-18. Designed for the clinical
and school setting. Takes around
5 min to complete. Four-point
Likert scale
Test scores range 30-120.
Cutoff score of 77 is a positive
screen for depression.
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1,712 students in grades 7-12 in Nova
Scotia to screen for adolescent
depression comparing the Kutcher
Adolescent Depression Scale with the
BDI-Y (LeBlanc et al., 2002).

. 178 adolescents ages 14—-17 to evaluate

the psychometric properties of the BDI-Y
in a pediatric clinical setting in India
(Basker et al., 2007).

. 4,743 adolescents in grades 7-12 from

the school year 1994-1995 (Swallen
et al., 2005).

. 1,392 adolescents ages 14-16 screened

using the Internet (Cuijpers et al., 2008).
111 children ages 7-15 to analyze
caregiver and family characteristics to
predict success in a lifestyle intervention
program (Pott, Albayrak, Hebebrand, &
Pauli-Pott, 2009).

. 80 children from ages 8 to 18 in

inpatientand outpatient clinicsin
Belgium and the Netherlands

. 678 adolescents ages 11-14 (Cortese

et al., 2009)

. Study of depression symptoms’

correlation with sleeping problems in
twins 8 and 10 years old (Gregory et al.,
2009).

. Study of 188 adolescents to determine

the role of anxiety, depression, and

emotional eating (Goossens et al., 2009).
. 9,315 students from 13-17 from New

Zealand.

246 adolescents age 14-18 to identify
the roles of sex, gender, and coping in
adolescent depression (Li et al., 2006).

Internal consistency
a=0.88
Internal consistency
a=0.96

a=0.89

Test-retest

a=0.93

a=0.89

a=0.86

Highinternal consistency
a=0.83-0.88

a= 0.82 with 8 year olds
and 0.80 with 10 year
olds

High levels of internal
consistency

Test—retest reliability

a=0.86

Internal consistency
a=0.90
a=0.88

None reported

High convergent validity
with the Children’s
Depression Rating Scale
(CDRS) throughout
r=0.72 and high
discriminate validity
with Impact Event Scale
(IES) r=0.26

Not reported

Not reported

High validity reported

Correlation between item
scores is 0.50 or higher

Discriminate validity
achievedin children
ages 6-16

High predicative,
convergent,
discriminate, and
construct validity

Not reported
Not reported

$75.00 for a kit including a

manual and 25 instruments

$40.00 for pack of 25.

5-10 min to complete.
Administered by a trained

professional

Free and available on the
Internet for download.
Approximately 5-10 min to

complete.

Kit cost $132.00, which
includes a manual and
packet of 25 forms.

Quick forms = $59.00 for 25.
15 min to complete original
instrument or 5 min for the

short form.

$142.00 for the kit and
$54.00 for a pack of 25
instruments. 10 min to
complete.
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2007: Beck et al., 2001; LeBlanc et al., 2002). Vahdity was
established by convergent validity with the CDI.

CDI

The CDI was developed in 1992 and designed specitically for
children age 7 - 17 years to assess key symptoms of depression
such as feelings of worthlessness, loss of interest in pleasur-
able activities, and negative mood, which have occurred
within the last 2 weeks (Cortese et al., 2009). The instrument
contains 27 1tems with a shorter form that contains 10 items.
Children are asked to choose one of three responses for each
item. Scoring ranges from 0 to 54 on the longer form, with a
cutoft score of 19 indicating a positive result (Woolley &
Curtis, 2007). Five studies that used the CDI reported good
reliability with high internal consistency, and Cronbach’ s alpha
coefficient ranged from 0.80 to 0.88 (Carey. Faulstich,
Gresham, Ruggiero, & Enyart, 1987; Conege et al., 2009:
Goossens, Braet, Van Vlierberghe, & Mels, 2009: Timbremont
et al., 2004). Validity was established using a stepwise dis-
criminate  analysits  comparing  psychiatric  samples to  non-
referred samples of children: 1= 0.84, x’(1, N = 168) = 27.9,
p <0.00005 (Carey et al.. 1987).

CES-DC

The CES-DC instrument was developed by the CES to screen
for depressive symptoms in children ages 6 — 17 years at least 2
weeks prior to the administration of the instrument
(Cungpers et al., 2008). The instrument 1s a self-reported
20-1tem scale or a 10-1item short-form scale. Each item 1s mea-
sured on a Likert scale with answers O =not at all. 1 =little, 2 =
some. and 3 = a lot, with a maximum score of 60 on the long
form and 30 on the short form (Libbey, Story, Neumark-
Sztainer, & Boutelle. 2008). The higher the score 1s toward the
maximum, the higher the incidence of increasing depression.
The CES-DC has been tested in numerous studies (Cuijpers
et al., 2008: Hussey. Chang, & Kotch, 2006; Swallen et al..
2005; Wilcox et al., 1998) and in several countries (Berganza
& Aguilar, 1992: Kokkevi, Richardson, Florescu, Kuzman, &
Stergar, 2007; Miller & Plant> 2003). For this article. three
studies were reviewed (Cunjpers et al., 2008; Libbey et al..
2008: Swallen et al.. 2005). In each of the three studies, reli-
ability was demonstrated by strong internal consistency with
Cronbach’ s alpha coefficients ranging from 0.85 to (.93
(Cungpers et al., 2008: Libbey et al., 2008; Swallen et al., 2005).
Validity was not reported 1n any of the three studies.

RADS

This mstrument was developed 1 1986 to assess the severity
of symptoms of depressioninadolescentsage 13 - 18.RADSIs a
30-1tem self-reported instrument with each of the items on

the mstrument scored on a weighted four-point scale with
answers 1 = almost never, 2 = hardly ever, 3 = sometimes, and
4 =most of the time (Reynolds & Mazza, 1998). Scores range
from 30 to 120, with a 77 or above considered a positive score
for further review, screening, or referral. Three studies were
reviewed for this article (Hyun, Nam, Kang. & Reynolds,
2009: Li, DiGiuseppe, & Froh, 2006: Reynolds & Mazza,
1998). All three studies found the instrument to demonstrate
high reliability ranging from 0.88 to 0.93. Test - retest was
found to be 0.87. which demonstrated stability overall of rank
order RADS scores (Reynolds & Mazza, 1998). Criterion-
related validity was noted to be r (87) = 0.72, p < 0.001
(p. 304). Concurrent reliability has been demonstrated 1n
numerous studies comparing the RADS with other depres-
sion scales for children (p. 304).

Depression Screening Instruments Comparison

Prior research studies have compared these instruments,
often one against another. Most of the studies compared the
validity and reliability of the mstruments finding high corre-
lations and similarities between questions and aspects of
measurement. Such 1s the case for the BDI-Y. which has been
compared with the CDI and the CES-DC (DeRosa &
Logsdon, 2006; Olsson & von Knorring, 1997; Stapletonet al..
2007; Steer, Kumar, Beck. & Beck, 2001: Wilcox et al.. 1998). In
a study, Olsson and von Knorring (1997) researched the effi-
ciency and validity of the BDI-Y compared with that of the
CES-DC. The results of this study demonstrated that the
instruments roughly have the same specificity and equal effi-
ciency with a total correlation of 0.81 (Olsson & von Knor-
ring, 1997). In another study performed by Wilcox et al.
(1998), the BDI and CES-DC were compared in a sample of
teenage mothers to detect the relationship between the two
mstruments. Findings 1n this study conclude that both the
BDI and CES-DC are adequate screening instruments for
capturing adolescent depression in teenage mothers based on
their high degree of correlation (= 0.58. p <0.01) (Wilcox
etal., 1998).

Other than correlational data, a few studies indicated other
comparisons of the identified individual instruments that
may be of interest to clinicians. In the Wilcox et al. (1998)
study. the researchers examined the preference of adolescent
mothers in completing the CES-DC or the BDI. The all-
female participants of the study preferred to fill out the
CES-DC over the BDI, citing that it was easier to understand
and simpler to complete (Wilcox et al., 1998). However. it
should be noted that in an earlier study of a mixed gender
sample, the findings indicate that the CES-DC can create
problems with interpretation for adolescents because of the
four positive feeling items that are reverse-scored. especially
for males - who often deny negative symptoms or possibly do
not pay attention to the wording (Olsson & von Knorring.
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1997). There has been other criticism concerning wording of
mstrument 1tems. The BDI-Y. for instance, contains items
that are worded negatively, whereas the CDI mstrument con-
tamns a mix of both positive and negative 1tems (Stapleton
et al., 2007). The negatively worded BDI-Y has raised con-
cerns 1n some clinicians that without some positive items, the
BDI-Y could be less accepted by nonclinical adolescents
(Olsson & von Knorring, 1997). However, contrary to this
finding, there have been numerous further studies utilizing
the BDI-Y 1n both clinical and nonclinical samples with sta-
tistically good results (DeRosa & Logsdon, 2006: LeBlanc
et al.. 2002; Stapleton et al., 2007). The CDI instrument
wording has also been called mto question. as 1t requires the
participant to use levels of severity to answer items, 1ncreasing
the use of discriminate memory. which can cause difficulty
for younger children as well as children who function at a
lower level (Costello & Angold, 1988). In support of the CDI.
it too has had several later studies that demonﬁrutc accept-
able CDI intemal consistency and construct validity (Cortese
et al., 2009; Goossens et al.. 2009: Gregory. Rijsdijk., Lau.
Dahl, & Eley, 2009). Each of the four identified instruments
has been widely used 1n the screening for adolescent depres-
ston both in climcal and nonclimcal populations, and has
comparable psychometric properties.

Training and Administration of Instruments

Screening for depression by utilizing a chosen mstrument in
the adolescent population has many aspects that must be
taken mto careful consideration before itiation. Involve-
ment of relevant stakeholders must take place prior to any
screening 1nitiative  (Weist, Rubin, Moore, Adelsheim, &
Wrobel, 2007). These stakeholders include administrative
school personnel, families. educators, and community mental
health agencies that are lhikely to receive referrals from the
process. Approval and consent must be obtained from par-
ticipants, parents/guardians, and school districts. A protocol
should then be determined for the administration, collection.
scoring, terpretation, and follow-up of the screening (Weist
et al., 2007). Each of the mstruments chosen for this review 15
self-reported and relatively easy to administer.

Administration can be completed either individually or in
group settings. such as n the classroom or 1n after-school pro-
arams. The BDI-Y. CES-DC. CDI. and RADS have all been
approved for and utilized m group settings (Olsson & von
Knorring, 1997; Puskar. Tusaie-Mumford, Sereika, & Lamb,
1999: Stapleton et al., 2007: Weber, 2009). School nurses and
collaborating school staff will need training with the chosen
imstrument prior to administration to become familiarized
with the layout and structure of the particular instrument.
Scoring of the individual instruments should-be completed by
the school nurse or other professional trained to use the
mstruction templates and/or manuals provided with the

instrument with a recommended set cutoff score identified.
This cutoff score should be specific to the population age and
instrument. and high enough to reduce the number of poten-
tial false negatives while mamtaining cood sensitivity. The
BDI-Y, CES-DC. CDI. and the RADS all have established sug-
gested cutoff scores (See Table 1).

Interpretation of the scores should only be performed by the
professional who has a clear understanding of adolescent
mental health 1ssues. These professionals may be the school
nurse who has had professional development in this area or
previous mental health experience. which includes mental
health screening of adolescents, or other trained school per-
sonnel such as school counselors, social workers, or school
psychologists (Foster et al., 2005).

Administrators  of the mstrument should have an estab-
lished list of available school and community mental health
resources  for identified students (Weist et al.. 2007).
Follow-up and referral are crucial and necessary steps in the
screening process. The school nurse or qualified designee
should keep an accurate, confidential record of students who
score above the cutoff on the mstrument and perform
follow-up as soon as possible after the screen. This 1s particu-
larly imperative in identifying and assisting students with
extremely high scores that may be in immediate crisis (Weist
et al.. 2007). Referral procedures should be clearly outlined
and followed. By collaborating with stakeholders such as
parents, participants, school staff, and community mental
health resources prior to screening, the process of follow-up
and referral will be more efficient and successful (Chartier
etal., 2008).

Discussion

In the adolescent population. the accurate and reliable mea-
surement of depressive symptoms 1s extremely mmportant for
nurses and educators to screen for depression, refer for treat-
ment, and prevent depression-related complications includ-
mng the nsk for suicide. The purpose of this article was to
review current childhood depression measurement nstru-
ments and 1dentify nstruments that can be utilized by the
school nurse. Several mstruments have been developed to
measure depression n children. Of these nstruments. four of
these are the most widely used in the adolescent population.
the BDI-Y., CDI. CES-DC, and the RADS. All four instru-
ments have been mn use for more than 20 years i a wide
variety of settings. Internal consistency was demonstrated n
cach of the mstruments reviewed. Validity, nonetheless, was
not consistently reported for each of the mstruments. Those
that did report validity suggest that the validity was demon-
strated by convergent, discriminate. and construct vahdity.
However, of the four imstruments under consideration, only
two of those 1dentified met the criteria of feasibility, which
imcluded cost, time required to administer/score., and training
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Although the subject of adolescent depression has gained significant attention, little is being done in the way of primary
prevention. The purpose of this article is to conduct a review of the literature through the lens of the Reach, Effectiveness,
Adoption, Implementation and Maintenance framework. This review was conducted utilizing several online databases, as well
as web and hand searches. Eleven studies were identified through a process of elimination and critically appraised by a
two-tiered method. Results indicated cognitive—behavioral universal prevention interventions can be effective on decreasing
depressive symptomalogy in adolescents. All reviewed studies were conducted in the school environment by professionals
and/or school staff; however, only three of the pregrams implemented demonstrated adoption and sustainability. School
nurses can be instrumental in bridging the gap between the planning and developing of prevention programs and translation

into the real-world school environment.

Keywords

adolescent depression, childhood, prevention programs, health promotion, school-based, interventions and school nurses

Dcprcssion; once a condition ascribed mainly to adults, 1s
now recognized as a persistent and real problem for
adolescents. Adolescent depression can affect children of all
races, cultures, and socioeconomic standing. Child Health
USA 2011: Health Status Adolescents found nearly 8.1%
of children aged 1217 reported on survey at least one major
depressive episode had occurred in the past year (2011).
That is an estimated 2.0 million children in the United
States. Although this number may seem small. the effects
of this problem can be economically and socially significant.
Without some type of intervention te decrease or prevent the
continuing increase of depressive symptoms, the resulting
effects of a major depressive episode on the adolescent can
often have negative or even devastating results in the arcas
of emotional development, academics, family. and social
life. The average age of a first episode of major depression
in children is 14 years (Bhatia & Bhatia, 2007; Williamson,
Birmaher, Axelson, Ryxan. & Dahl, 2004). Those
who expérience a first episode of major depression in
adolescence or earlier have a two- to fourfold risk of
persisting depressive symptomalogy mto adulthood (Bhatia
& Bhatia, 2007). Economically, the cost of depression
continuing into adulthood can be staggering, with presumed
increases in usage and need of health care and social services
{Lynch & Clarke, 2006). World health leaders recognized this
future potential social and economic burden. which led to a
more recent interest with accompanying funding, in
childhood mental health research (World Health Organization
[WHO], 2007). Specifically, primary focus has been placed

on increasing translational research, with an emphasis on
moving effective interventions into “real-world” practice
(O’Connell, Boat, & Wamer, 2009).

Researchers have presented much discussion and debate
on where children with mental health issues should receive
prevention interventions (Wintersteen, 2010). For children,
this workplace is the school setting. Research in this area
suggests prevention interventions and health promotion
programs are more likely to be successful if provided in the
context of an environment close to the individual’s home
and by an individual deemed appropriate. The majority of
children with mental health issues are identified by
professionals working in one of three settings that regularly
have contact with children. These include school system,

juvenile justice system, and social services. The most

frequent of these three, by sheer number and length of
contact, is the school system. The school setting has proven
in the last couple of decades to be a proven established
channel in which to deliver interventions to children (Insti-

‘tute of Medicine [IOM], 2001). Professionals most likely

18

to identify these children in the school setting include school
stafl’ and school nurses (Foster et al., 2005). Of those
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Table {. Adolescent Depression Symptoms.

Symptom

Description

Frequency

Depressed mood
Diminished pleasure

Prominent weight
fluctuation
difficulty sleeping

Psychomotor agitation or

retardation
decreased energy

Low self-esteem

Suicidal thought

Decreased academic
performance®

Exhibits as sadness, irritability,* or can be expressed
as anger. May also express vague complaints of
physical symptoms. May be expressed or reported

Demonstrates or reports decreased pleasure in all or
most normally pleasing activities. May be
expressed or observed

Either weight loss or weight gain of 5% body weight,
which has not been caused by a physical problem

Exhibited or reported oversleeping or insomnia

Demonstrated as nervous movements or lethargic
reactions as observed by others

Reporting or demonstrating fatigue. Can also be
observed as frequent school absences, delay in or
absence of pjay, and decrease in response to
environment

Can be expressed as feelings of unwarranted guilt or
hopelessness as well as’self-depreciative comments

With or without a specific plan. Verbal comments or
nonverbal actions such as giving away prized
possessions or suicide attempts

Can be demonstrated as subtle or significant decline
in grades, difficulty concentrating, or indecisiveness

Nearly all day for every day in the past 2 weeks
or longer

Nearly all day for every day in the past 2 weeks
or longer

Over a period of | month

Occurring most of the time in the past 2 weeks
or longer

Occurring most of the time in the past 2 weeks
or longer

Nearly all day for every day in the past 2 weeks
or longer

Nearly all day for every day in the past 2 weeks
or longer
Recurrent

Almost every day for the past 2 weeks or
longer

Note. Adapted from American Psychiatric Association, 2000; and “Overview of Depression and Its Management in Children and Adolescents,” by K. Lenz,
K. Coderre, and M. D. Watanabe, 2009. Formulary, 44, 172~180.* Symptoms specifically characteristic of adolescents but not characteristic of adults.

identified, the school nurse or counselors are usually the most
qualified, due to educational preparation, to provide mental
health interventions (IOM, 2001, p. 35, 36). This type of activ-
ity is directly in line with the role of the school nurse, since pro-
moting healthy physical and mental development is an
overarching goal for school nurses. Therefore the purpose of
this article is to utilize the Reach, Effecuveness, Adoption,
Implementation and Maintenance (RE-AIM) model to review
previously implemented adolescent depression prevention
programs that can be administered by school nurses.

Background and Significance

The WHO leaders have reported that by the year 2020,
depression is expected to be the second leading disease-
related cause of disabiLity worldwide (WHO, 2003).
Presently depression is the third leading cause of mortality
in 15- to 24-year-olds (O'Connell et al., 2009). In children
the actual prevalence of depression is difficult to determine,
as screening for depression is encouraged but not mandated
in the United States. Many researchers and prominent gov-
ernment entities have estimated depression prevalence in the
United States ranges anywhere from 4% to 28% in the
adolescent population with a lifetime prevalence of around
14-25% (Asamow et al., 2009; Cook, Peterson, & Sheldon,
2009; Cronholm et al., 2010; Lenz, Coderre. & Watanabe.
2009: Sihvola et al., 2007). Furthermore, depressive

Table 2. Total Numbers of Articles for Levels of Evidence
Hierarchy and CASP Scores.

Levels of evidence  n per level CASP scores n per score
Level | n=0 CASP § n=1
Level lla n="9 CASP 6 n=12
Level IIb n=| CASP 7 n=S5
Level il n=0 CASP 8 n=2
Level IV n=1 CASP 9 n=|
Toual (n = 1) Total (n = 11)

Note. CASP = critical appraisal skills program.

symptoms in adolescents are a strong predictor of later
development of major depressive disorder (MDD: Kovacs
& Lopez-Duran, 2010).

Depressive symptoms seen in adolescents are similar to
those in the adult population, with two additional key
symptoms noted in the school setting: diminishing academic
performance and irnitability (Crowe, Ward, Dunnachie, &
Roberts, 2006). Sece table 1.

Other symptoms significant for this age group include
anxiety, impaired attention span with poor concentration,
which may mimic attention-deficit disorder, somatization
especially of stomach pamns and headache, and finally
irmitability that may be exhibited as aggression or even
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Table 4. Study Characteristics.
Item Characteristic n (%)
Program Beyondblue 1 (9)
CB & IPT-AST 1 (9)
CB based on Dodge's model 1 (9)
Friends for life program 1(9)
LISA 1 (%)
MoodGYM 1(9)
PRP & PEP 1(9)
PSFL 1(9)
RAP 2(18)
TKC 1(9)
Study design Random control trial 9 (81)
Nonrandom control trial 1 {9)
Correlation/observational 1(9)
Method Quantitative 10 (91)
Mixed I (9)
Data coliection One instrument I (9)
2 or more instrumehts 10 (91)
Included questionnaires 5 (46)
Depression instrument  BDI 1(9)
BHS 1(9)
CES-D 4 (36)
CDI 5 (46)
CDRS-R 1(9)
RADS 3(27)
Dara collection points 34 7 (64)
S+ 4 (36)
Number of participants 1150 2(18)
151-500 6 (55)
501-1,500 3Q27)
1,501-6,000 1 (%)
Duration of program 1-5 weeks 2(18)
6-10 weeks 5 (46)
=13 4 (36)

Note. BDI = Beck Depression inventory; BHS = Beck Hopelessness Scale;
BJL = Bremen Youth's Event List: CDRS-R = Children’s Depression Rating
Scale; CES-D = Children's Epidemiological Studies-Depression Scale;
CDI = Children’s Depression inventory; RADS = Reynolds Adolescent
Depression Scale; PRP = the Pen Resiliency Program; PSFL = Problem
Solving for Life; RAP - the Resourceful-Adolescent Program; TKC — the
Teaching Kids to Cope. '

bullying (Bhatia & Bhatia, 2007: Crowe et al., 2006; Lenz
et al., 2009). The criteria for depression arc met when the
adolescent exhibits five or more of the symptoms occurring
most of the day and nearly every day in the previous 2
weeks, causing disruption of normal childhood growth,
socializationy and development ( Bhatia & Bhatia, 2007).
Depression can cause a multitude of problems for the
adolescent that effect social, academics, home life, and
physical health (Cook et al., 2009). Socially the adolescent
may withdraw from friends and family, communicate nega-
tive self-feelings. neglect hygiene, dress inappropriately, or
become aggressive, which causes others to withdraw, or may
exhibit fatigue, which precludes the adolescent from joining
in on activities (Lenz et al., 2009). Academically, the
depressed student can have difficulty maintaining attention
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or focusing on work causing grades to drop dramatically;
become easily frustrated with staff, school work. or peers;
or have problems with truancy (Abela & Hankin, 2008). The
effects on adolescent home life can be equally problematic
as evidenced by withdrawal as well as immitability, fighting
with siblings and parents, substance abuse, and comnutting
delinguent acts. Depression symptoms also have significant
effects on the adolescent’s physical health. Many adoles-
cents report somatic complaints such as headache, stomach
pain, and insomnia, with no definable cause (Hamrin &
Magomo, 2010). Perhaps the most concerning consequence
of adolescent depression is the increased risk for suicide.
Nearly 60% of adolescents diagnosed with depression also
have suicidal ideation, with half of those attempting suicide
at some point if left untreated (Lenz et al., 2009).
Unfortunately, over 70% of all adolescents with depression
are not identified or adequately treated. Clearly, a serious
problem of depression in American adolescents exists
eBhatia & Bhatia, 2007).

Recently the IOM and the U.S. Preventive Services Task
Force (USPSTF) have recommended primary carc providers
screen adolescents for depressive symptoms (National lsti-
tute for Health Care Management [NIHCM], 2610). While

"this is an admirable endeavor, it can be problematic for

health care providers with limited time for interaction and
assessment on well visits (Chisolm, Klima, Gardner, &
Kelleher, 2009; Cronholm et al., 2010). Other barriers to this
type of screening include general access to students at high
risk. Many adolescents do not readily admit to emotional or
behavioral manifestations, fearing the stigma of being
labeled (Cook et al., 2009). Although it is true that some
adolescents who have depression exhibit more somatic com-
plamts and seek medical attention, many more adolescents -
lack social or financial resources for routine health care pro-
vider visits (Chiselm et al., 2009). Therefore, screening for
adolescent depression may need to be completed by those
who have ready access to this population. School personnel,
especially school nurses, are in an optimal position to screen
for adolescent depression, but many schools lack the neces-
sary staffing. instruments, subport, and/or resources (Guttu,
Engelke, & Swanson, 2004). These barriers make screening
for depression in schools episodic, targeted, or nonexistent.
Notably, since universal screening for depression is not a
routine practice, many symptoms that may indicate a risk for
major depressive episodes in children are not identified
(Scott et al., 2009). It is estimated as many as 30% of adoles-
cents have symptoms that place them at risk for a major
depressive episode, however; they are below diagnostic
threshold and often go unrecognized (Cuijpers, Boluijt, &
van Straten, 2008: NIHCM, 2010). Even when screened.
only an estimated 18-20% of-adolescents who are found
positive will scek treatment (Chisolm et al., 2009; Scott
et al., 2009). Thus screening alone does not decrease the
number of depressive symptoms or improve treatment
seeking 1n adolescents.
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Another, perhaps more effective, intervention is the adop-
ton of a depression education and prevention strategy for
use in schools provided by school nurses. Theré are three
main types of prevention strategies: indicated, selective, and
universal (Abela & Hankin, 2008). Indicated strategies
mvolve detecting signs and symptoms of the disorder in a
population, such as by screening, and then directing the
intervention to the targeted sample. Selective prevention
strategies involve identifying a group of children at risk who
have known factors that increase susceptibility but who have
not developed the disorder. Both interventions require
screening and targeting specific populations, while effective
this also increases the risk for labeling and stigma. On the
other hand, universal intervention strategies are provided
to the entire population without targeting subgroups, there-
fore eliminating the possibilfty of labeling. School personnel
and in particular school nurses have the unique ability to
affect a change in a child’s mental heakth because of the role
they play in a child’s life, second to families (O’Connell
et al., 2009). This makes the school environment the perfect
venue for preventative services, and school nurses the most
accessible health care professionals to deliver health educa-
tion and disease prevention strategies including intervention
programs.

While there is a wealth of strategies or interventions for
the prevention of depression in children, many of them are
tailored specifically to adolescents identified by screening
or targeted as having depressive symptoms. Very few of
these interventions are general enough to encompass adoles-
cents with below threshold symptoms. However, the use of
universal cognitive-behavioral therapy (CBT) found n a
universal prevention program do contain interventions that
arc general enough to capture both subthreshold and targeted
populations. These interventions are geared toward provid-
ing all students with an understanding of depression, teach-
ing students successful coping strategies to deal with life’s
problems, and supporting as well as empowering students
(Abela & Hankin. 2008: Shochet et al., 2001). What is not
known is whether these universal prevention programs can
be implemented easily in the school setting and are easy®
enough for established school nurses to administer.

Conceptual Framework

This review was be guided by the RE-AIM framework. The
RE-AIM _model was developed by Glasgow, Vogt, and
Boles in 1999 to assist in translating research into practice
(Glasgow, Klesges, Dzewaltowski, Estabrooks, & Vogt,
2006). This framework has been especially useful in the
selection of a health promotion evidence-based program or
when evaluating alternative programs (Glasgow, Klesges.
Dzewaltowski, Bull, & Estabrooks, 2004). The framework
contains five steps in the translation of pertinent research
into practice: reach, effectiveness, adoption, implementa-
tion, and mamtenance (Glasgow et al., 2006). In order for
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a program or intervention to be effective, it must perform
well in each of the identified areas.

Aim

The aim of this article is to systematically review previously
implemented adolescent depression prevention program
studies that can be administered by school nurses in the
school setting utilizing the RE-AIM framework and
published in a national database from 2001 to 2010 to
identify. The following questions will then be answered
through the review process: What type of interventions do
these programs involve? What impact does the program
have on the individuals and the organization? What are the
barriers and facilitators of these programs to translation by
the school nurse into the real-world (school) setting” The
findings of this review will assist school nurses to plan,
develop, and implement future adolescent depression
prevention programs that translate easily to the school envi-
ronment. See tabie 3.

Literature Search Methods

A systematic review allows a comprehensive portrayal of
relevant research reviews on current depression prevention
programs to improve evidence-based clinical practice initia-
tives. In this article, this will be achieved by utilizing the
RE-AIM conceptual framework. This particular method
serves to inform clinical practice by identifying, collecting,
analyzing, and evaluating rescarch evidence from sources
related to depression prevention programs for adolescents
(Whittemore & Knafl, 2005). Conducting a review using a
systematic method through the guiding framework of the
RE-AIM model will provide a focus on factors of implemen-
tation and therefore translation into practice of potential
programs by school nurses (Kirkevold, 1997; Whittemore
& Knafl, 2005).

Databosé Searches

The search for previously implemented programs to
decrcase  depression  symptoms in  adolescents  was
conducted in May and June 2010 unlizing keywords: adoles-
cent depression, childhood, depression, prevention
programs, health promotion, school-based, interventions,
and school nurses. An electronic search including the
Cumulative Index of Nursing and Allied Health Literature
(CINAHL), PsychINFO, PubMed, Ovid, the Education
Resource Center (ERIC). and Proquest was completed utiliz-
mg search criteria for articles dating from 2000 to 2010.

Inclusion and Exclusion Criteria

Studies were initially included if they (a) were used to pre-
vent or decrease depressive symptoms in children,
{b) involved only school-based program delivery, (¢) exam-
ed psychometric properties of interventions or program,
(d) were specifically tailored/adapted for adolescents, and
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(e) utilized a universal prevention intervention. Programs
were excluded if they (a) were selected or indicated inter-
vention studies, (b) did not measure adolescent depression
pre- and postintervention, (¢) do not include school-based
delivery, and (d) did not evaluate psychometric properties.
After inclusion and exclusion criteria were applied, 11 arti-
cles were accepted for final review and use.

Review Discussion

This systematic review utilized the guiding framework of
the RE-AIM to discover the state of the science in adolescent
prevention programs. By conducting the search in this
method, the complexities of the review increase
substantially. Those studies that achieved inclusion and
exclusion criteria were critically appraised, reviewed for
level of evidence, methodological quality, and analyzed for
translational informational value (Whittgmore & Knafl,
2005). On the levels of evidence hierarchy, 9 of the 11 arti-
cles ranked on the second level Ila (randomized control
trials). Utilizing the critical appraisal skills program (CASP)
that specifically examines a prevention strategy/program’s
ability to translate into practice, the studies did not fare as
well. Only one study achieved a rating of 9. while most of
the studies were rated a 7 (n = 5). Specifically, the articles
were evaluated for their translation into the school environ-
ment as well as effectiveness and ease of implementation.
See table 4.

Analysis Based on the RE-AIM Framework

Reach. Reach is the first of five steps through which the
studies were compared for their ability to translate into
real-world practice. Reach was identified in the studies as
the individuals participating and their representativeness of
the targeted population. Each of the studies performed fairly
well in this category. Many of the studies described
recruitment process of participants in detail, but only four
delineated inclusion and exclusion criteria including three
studies that did so by screening. Those obtaining the best
results at recruitment did so through face-to-face contact
with the potential participants (Possel, Baldus, Horn, Groen,
& Hautzinger, 2005; Shochet et al.. 2001). The reviewed
studies did moderately well in obtaining a sample that was
representative of the targeted population in age, diversity
of ethnicity, and socioeconomic status. However, it should
be noted that 6 of the 11 studies were completed in countries
other than the United States, with 4 completed in Australia
(n = 4), | m Germany (n = 1), and | in England (n = 1).
Another aspect of the reach in dissemination of a potenual
prevention programs is the identification and reduction if
possible of potential barriers to targeted sample
participation. Because adolescents are stull too young to
provide consent to participate without a legal guardian, any
prevention intervention needs to be universal and a part of
the regular wellness curriculum. This type of intervention
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provides some built in protective factors for adolescents
including preventing social stigma, capture of the intended
population, and increasing the knowledge of mental health
issues. All of these studies were chosen on the basis of their
universal mterventions and potential for adaptability into the
school setting.

Effectiveness. Elffectiveness is the second step in assessing
the reviewed programs for translation into the school
environment. Effectiveness in the lens of RE-AIM is not just
how well the program works in the setting but also what
types of positive and negative outcomes result. The studies
reviewed did a good job with identifying small to moderate
positive outcomes as rated on the depression instruments:
however, only three of the studies examined the satisfaction
of participants with the prevention intervention program
(n = 3). From these three sfudies, the interventions used
were accepted by the sample and even demonstrated some
immediate positive changes in health behavior, as evidenced
by participants applying the concepts leammed to everyday
life. Another key effectiveness component is clanty of the
prevention intervention program process. Several studies
struggled with this component as the school environment
demands flexibility and is not considered a controlled
environment. ‘

Adoption. Adoption in the lens of RE-AIM 1s delincated as
the program uptake rate of settings and representatives
within that setting. For this review, the school environment
uptake rates of reviewed studies were difficult to assess as
most of the studies did not report how many schools were
initially contacted for potential participation. Of the 11l
studies reviewed, only two studies reported refusal by parti-
cipating schools (# = 2). Representatives within the school
are a key component to the adoption phase of a prevention
intervention program. These representatives, also known
as stakeholders, within the school environment include
school staff, school nurses, and administrative staff. Partner-
ships within the community must also be considered in this
process such as public health chnics, health care providers,
and other pertinent resources that may have a vested interest.
Therefore, it 1s imperative that stakeholders are aware of the
problem and form a favorable attitude toward implementing
and adopting the program. One way to ensure stakcholders
are part of the adoption process is to include them in the
planning, development, and implementation of the
prevention strategy. Of the studies reviewed, six involved -
the school staff in the prevention intervention dissemination
process (n = 6; Calear, Christensen, Mackinnon, Griffiths,
& O’Keamney, 2009; Giltham et al., 2007; Harmnett & Dadds,
2004; Sawyer et al., 2010; Spence, Sheffield, & Donovan.
2003; Webster, Barrett, & Lock, 2001 ). Two studies that did
not utihze school staff reported increased barriers such as a
greater number of missing or incomplete data, difficulty in
recruiting participants, and more issues with program
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fidelity (n = 2; Possel et al., 2005; Shochet et al., 2001).
Another factor in examining adoption potential is how favor-
able or unfavorable the attitudes of the stakeholders are
toward the proposed prevention program. Three of the stud-
ies provided questionnaires to the teachers, nurses, and other
school staff who assisted with the dissemination of the pro-
gram and found favorable attitudes of staff when directly
involved with providing interventions (n = 3. Hamett &
Dadds, 2004; Spence et al., 2003; Webster et al., 2001). None
of the studies reported trials of the program prior to full imple-
mentation, nor did they report collaboration beiween
stakeholders and researchers prior to developing and planning
prevention interventions. It is important to note that interven-
tion programs relying on professionals or resources not natu-
rally a part of the establish’ed setting are more difficult to
perform in the real-world setting, do not often have support
of stakeholders comparatively, and are less likely to be
adopted by those organizations (Solberg et al., 2010).

Implementation. The fourth step of the RE-AIM frame-
work directly relates to the prevention program’s fidelity
and consistency. This is the extent to which the program is
delivered as designed to the participants. Fidelity is often
used as a measure of soundness of outcome conclusions for
a prevention program. If program fidelity is not maintained.
then results either negative or positive can be weakened
(Bellg et al., 2004). To optimize program fidelity, appropri-
ate training as well as resources for reference must be
provided to those who will be administering the interven-
tion. Of the studies analyzed for this review, seven reported
training for intervention providers (n = 7). By far the most
common type of training was the provision of a manual and
I-day instruction (n = 5). Supervision is also imponiant in
maintaining infervention integrity and fidelity. Of the
studies reviewed, three studies reported providing comple-
tion checklist with program modules and two reported
audiotaping sessions with random audits for fidelity on
teaching of key concepts (Puskar et al., 2006). Audiotaping,
videotaping, and direct observation are seen as the “gold
standard” in assessing fidelity in intervention provision
(Bellg et al., 2004). Interestingly some school personnel
were not receptive to these methods, and i two of the
studies either admimstration prevented supervision activities
or providers of the intervention themselves requested no
observation (n = 2; Horowitz, Garber, Ciesla, Young, &
Mufson, 2007; Shochet et al., 2001). Another good indicator
of intervention fidelity is the proportion of modules of an
intervention that was completed. Of the studies reviewed,
only three reported average number of modules completed
by intervention participants (n = 3; Calear et al., 2009;
" Hamett & Dadds. 2004; Puskar, Sereika. & Tusaie-
Mumford, 2003: Quavle & Dziurawiec, 2001). These
numbers ranged from slightly less than 2 to 9/10ths of the
modules delivered as recommended. Two of the studies
reported changes in the school environment and school
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attendance were the biggest barriers to presenting the mod-
ules as indicated (Calear et al., 2009; Gillham et al., 2007).
The knowledge gained by the studies reporting such barriers
is helpful in the planning of future mterventions.

Maintenance. The final step n the RE-AIM framework is
maintenance, which is seen at both the individual level and
the organizational level. At the individual level, this specific
step refers to the participant’s long-term effects. In examin-
ing maintenance at the individual level, we analyzed the
studies in relation to follow-up, data point collection. and
resulting measurement of depressive symptoms. Follow-up
periods ranged anywhere from 3 months to 3 years. Most
of the studies conducted at least a short follow-up of 3
months to | year after the postintervention data collection
point (n = 8). The recommended follow-up to estimate
prevention intervention maintenance of effects is 2 years
or more. Three of the studies met this objective as each
followed the participants for greater than 2 years, and two
studies foliowed the participants for 3 years (n = 2; Gillham
et al, 2007: Hamett & Dadds, 2004). Outcome at the
individual level for these participants during follow-up
found that the intervention had shorter than 2-year positive
outcomes. The two studies following participants for 3 years
found positive effects started to fall between the |-year mark
and the 2-year mark (Gillham et al., 2007). While other -
reviewed studies found the effects were decreased as early
as 6 months (Calear et al., 2009; Horownz et al., 2007).
These studies varied according to intervention program pre-
sented, with more positive long-term result of maintenance
found with the Teaching Kids to Cope (TKC) program,
Problem Solving for Life (PSFL) intervention, and the
Resourceful-Adolescent Program (RAP), which reported
continued decreased depressive symptoms up to | vear (Pus-
kar et al., 2003; Shochet et al., 2001: Spence et al., 2003).
Maintenance is observed at the organizational level as the
incorporation of the intervention program into routine
practice as part of the school wellness curniculum. This is
measured as adoption of the intervention past the initial
implementation and research period of at least 2 years. Only
three of the studies reported continued utilization of the pre-
vention intervention programs (n = 3; Gillham et al., 2007;
Quayle & Dziurawiec, 2001; Sawyer et al., 2010). Of those
three, two of the programs, the Pen Resiliency Program (PRP)
and Penn Enhancement Program (PEP), have been tested and
used in the United States (PRP & PEP: Gillham et al., 2007).

One other factor to consider when cvaluating the
potential translation of prevention interventions is the cost-
effectiveness of the program. While programs, training, and
materials can be expensive, there are simple measures that
can be used to decrease the cost. First, and perhaps most
important. is the setting of the program. Considering that
school is one of the places adolescents must go, this is an
ideal environment for a prevention program. However. it
is also a busy setting that can be unpredictable. Ganing the
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collaboration of stakeholders (school staff and administra-
tion) in this setting is paramount to the success of a preven-
- tion program. Involvement of school staff should begin in
the early planning stage and continue through to mainte-
nance, and resources should be utilized within the school
environment to contain unnecessary costs (Puskar et al.,
2003).

Implications for Nursing Practice

As a setting, schools represent an important environment in
the life of an adolescent and an effective avenue for the
delivery of mental health promotion programs (Puskar &
Bernardo, 2007). The need for these types of school-based
mental health programs is critical and has been acknowl-
edged on a national and global level (O’Connell et al.,
2009). As part of the school staff. school nurses are seen
as the health care representative in the school setting and are
essential in the identifying, planning, and assisting in the
delivery of health promotion programs. The National
Association of School Nurses has identified the school nurse
in the role of leadership for school health policies and
programs, including schoo! mental health programs as one
of the 7 core roles (Magalnick & Mazyck, 2008). In assum-
ing this role, the school nurse can assess not only students for
risk factors of adolescent depression, but also the school
environment to identify barriers and facilitators to the
adoption and implementation of adolescent depression
prevention programs.

School nurses enjoy high credibility not only with
students and school staff but also with parents and guardians.
This credibility could be used in promoting and advocating
for adolescent depression prevention programs and
providing basic mental health education to parents through
parent-teacher organization (PTO) meetings or other
school-related events such as health fairs and orientation
sessions. The implication of this credibility in promoting
school mental health policy development at the local, state,
and national level is an untapped and valuable resource.

Review of Findings

With the increased focus on translational research on depres-
sion prevention programs for adolescents by the IOM. the
aims of this review were to examine previous studies of
prevention programs for their ability to translate and be of
use into the school setting. Specifically this review intended
to answer the questions presented by utilizing the RE-AIM
model, which has proven effective in both tobacco and
obesity prevention programs ((Glanz & Bishop, 2010).
Although these studies performed well on most of the
individual level (reach and individual effectiveness) compo-
nents of the RE-AIM, many neglected to report effectively
on the setting (adoption, implementation, and maintenance )
components. This, in particular, made determuming their
ability to translate into a real-world setting (the school
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environment) difficult. It 1s of particular importance for

translational studies to report these aspects so programs can

be assessed by potential adopters; and in this case, school

nurses for fit to setting and for developers of future programs

to understand and reduce or eliminate potential barmers to
~utilization. ‘

Conclusion

Depression is one of the most pervasive mental health
problems among adolescents (Reynolds & Mazza, 1998:
Woolley & Curtis. 2007). Given the implications for the
future, it 1s also a problem that needs addressing in a umely
manner. Although the idea of intervention programs to
decrease or prevent adolescent depression is not a new one,
there is sull much work to be done in translating these
programs into practice. School nurses can be a key in this
if they are given the ability to assist in development or
choosing of an appropriate program for their intended
school. Universal adolescent depression prevention
programs have the potential of preventing or reducing
adolescent depressive symptoms if successfully implemen-
ted in the school environment by school nurses. Through
utilizing the RE-AIM model in this review, knowledge has
been gained as to how programs were previously implemen-
ted in the school environment, the identification of barriers,
and facilitators to the process of translating these programs
mto the real-world setting, and recommendations on future
research to assist in translating these programs into practice.
This information can assist in understanding the current state
in relation to the implementation of prevention programs for
adolescent depression and can serve to inform future preven-
tion program efforts. Further research is needed to examine
the school nurse’s role as a liaison in bridging the gap
between research and translation of practices in the school
environment.
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Appendices

Appendix A 1: DAQ Questionnaire

The responses to this brief survey will allow us to explore the range of school nurse attitudes on depression. This questionnaire
contains statements that reflect different levels of attitude on depression in middle school students. Please indicate a point in
each box that reflects your observance derived from day to day practice as a school nurse.
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During the last 5 years, I have seen an increase in
the number of pupils presenting with depressive
symptoms

2. The majority of depression seen in schools
originates from young peoples’ recent misfortunes

3. Most depressive disorders seen in school improve
without treatment '

4. Anunderlying biochemical abnormality is at the
. . b
basis of severe cases of depression

5. Itis difficult to differentiate whether pupils are
presenting with unhappiness or a clinical
depressive disorder that needs treatment

6. It is possible to distinguish two main groups of
depression: one psychological in origin and the
other caused by biochemical mechanisms

7. Becoming depressed is a way that young people
with poor stamina deal with difficulties

8. Depressed people are more likely to have
experienced deprivation in early life than other
people

9. 1 feel comfortable dealing with depressed pupils’
needs

10. Depression reflects a characteristic response which
is not amenable to change

11. Becoming depressed is a natural part of
adolescence

12. The school nurse could be a useful person to
support depressed pupils

13. Working with depressed pupils is heavy going

14. There is little to be offered to those young people
with depression who do not respond to what the
general practitioners do

15. It is rewarding to spend time looking after young
people who are depressed

16. Psychotherapy tends to be unsuccessful with young
people who are depressed

17. 1If young people with depression need
antidepressants, they are better off with a
psychiatrist than with a general practitioner

18. Antidepressants usually produce a satisfactory
result in the treatment of young people with
depression

19. Psychotherapy for young people with depression
should be left to a specialist

20. If psychotherapy were freely available, this would
be more beneficial than antidepressants, for most
young people with depression
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Appendices B 1- Marketing Email 1
Dear School Nurse Supervisor,

Thank you again for allowing the school nurses to participate in the Identification of Depression
Early in Adolescents (IDEA) online education program. Please forward this email to all school
nurses within your facility.

Dear School Nurse,

Do you want to make a difference in the lives of the students you serve? Ever felt unprepared to
identify children who may have signs of depression or discuss signs and symptoms of adolescent
depression with your students, staff, or parents? Feel like you may need a little help in
identifying students who could benefit from referral with their health care provider or a mental
health provider on depression issues? Need a free instrument to assist in determining if referral
is needed?

As a school nurse I struggled with these same issues. | made it my goal as a PhD student to
pursue this topic as my research contribution to nursing. This research study is aimed at
assisting school nurses with all of those concerns and provides resources to use in their everyday
practice.

The research study is a 50 — 60 minute online educational program that will provide information
on the impact of depression in children in middle school, identifying the signs and symptoms of
depression in middle-school children, how to determine depression symptoms as opposed to
teenage angst, and how to use a free screening tool to determine the need for referral and follow-
up, as well as, how to identify mental health resources within your community and even
addresses how to talk to parents about depression in their middle school children. The study also
includes three nine-question-each follow-up surveys to identify if the educational program has
made an impact on the participants practice.

Have I caught your attention? Are you interested in finding out more about this program and
would like to participate in the research study? Attached is a *Statement of Research’ that
outlines the program and participant responsibilities. Besides the valuable information you will
receive on depression and free training on a free screening instrument, and there is payment for
participating in this study. Please see the ‘Research Statement’ as attached in PDF format for
inclusion criteria to participate and payment information. After you have read the ‘Research
Statement” and would like to participate in this study please click on the email link below, this
will take you to the IDEA online educational program.

Thank you for your service as a school nurse and for your participation in this important school
nurse study,

Teresa Carnevale, PhD (candidate), MSN, RN
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