anales de psicología, 2016, vol. 32, nº 3 (octubre), 741-748
http://dx.doi.org/10.6018/analesps.32.3.261671

© Copyright 2016: Servicio de Publicaciones de la Universidad de Murcia. Murcia (España)
ISSN edición impresa: 0212-9728. ISSN edición web (http://revistas.um.es/analesps): 1695-2294

Promoting resilience in children with depressive symptoms
Óscar Sánchez-Hernández1*, Francisco X. Méndez Carrillo1 y Judy Garber2
2

1 Universidad de Murcia. (España).
Universidad de Vanderbilt, Nashville (EE.UU.).

Título: Promoción de la resiliencia en niños con sintomatología depresiva.
Resumen: Se llevó a cabo un estudio experimental con el objetivo principal
de estudiar la eficacia de una intervención cognitivo-conductual inspirada
en el Programa de Resiliencia de Pensilvania (PRP; Gillham, Jaycox, Reivich, Seligman y Silver, 1990; Seligman, Reivich, Jaycox y Gillham, 2005),
como prevención de la depresión infantil en población escolar de Educación Primaria. Los componentes principales del programa son la modificación del estilo explicativo y la resolución de problemas interpersonales. Se
hallaron diferencias estadísticamente significativas que indicaron que se
produjo una fuerte mejora del pretest al postest en los participantes del
grupo experimental con “alta sintomatología depresiva” en comparación
con los controles. Los análisis cualitativos también señalaron esta tendencia.
Se debaten distintas conclusiones a la luz de los resultados así como posibles futuras líneas de investigación.
Palabras clave: depresión infantil; estilo explicativo; prevención; optimismo; resiliencia

Introduction
Interventions to promote psychological well-being and personal growth should be a top priority. Similarly, encouraging
resilience in childhood and adolescence will help young people overcome the adversities they will face in their lives,
whether consequences of daily stress (academic, social), vital
crisis, and / or disaster naturals.
One reason to promote psychological resilience in childhood and adolescence is the negative consequences of emotional problems. Specifically, the World Health Organization
notes that by 2020, depression will be the second leading
cause of disability worldwide, second only to ischemic diseases, while in 2000 depression ranked fourth (see
http://www.who.int/topics/depression/en/).
The point prevalence of major depression in the general
child population are as follows: 0.5% for children under 6
years, 2.5% for children aged 6-12 years, and 6.5% for teens
from 13 years (Méndez, Olivares & Ros, 2001).
The rates of comorbid disorders with child and adolescent depression are high, and include anxiety disorders, externalizing (defiant, antisocial) and substance abuse (Méndez, 1999). They are also more likely to smoke, use drugs,
and attempt suicide (Covey, Glassman & Stetner, 1998; Garrison, Addy, Jackson, McKeown & Waller, 1991).
Young people with high, although subclinical levels of
depression, experience academic and interpersonal difficulties similar to those found among youth diagnosed with
mood disorders (Gotlib, Lewinsohn & Seeley, 1995).
Given its prevalence, role as one of the major risk factors for suicide (Bustamante & Florenzano, 2013; Sánchez* Dirección para correspondencia [Correspondence address]:
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Abstract: A pilot study was conducted with the primary objective to study
the effectiveness of a cognitive-behavioral intervention inspired by the
Penn Resiliency Program (PRP; Gillham, Jaycox, Reivich, Seligman, & Silver, 1990; Seligman, Reivich, Jaycox, & Gillham, 2005), for the prevention
of depression in students from primary education. The main components
of the program include modifying explanatory style and resolving interpersonal problems. Results indicated that there was significant improvement
from pre-test to post-test in the experimental group for children with "high
depressive symptoms" compared with controls. Qualitative analysis were
consistent with this trend. Conclusions in light of these results are discussed and potential directions for future research are recommended.
Key words: childhood depression; explanatory style; prevention; optimism;
resilience.

Teruel, García-León & Muela-Martínez, 2014), and impact
on the family environment and socio-economic outcomes,
preventing depression in children and adolescents is considered of great importance not only for the health system, but
also for society as a whole (Ferreira, Granero, Noorian,
Acosta, & Domènech-Llaberia, 2012).
Despite the prevalence and impact of depression, it often goes undetected in children and adolescents. Therefore,
investment in early detection, treatment, and prevention are
needed to reduce its effects. Fortunately, in the last twenty
years there has been increasing interest in the study of the
effectiveness of interventions to prevent depression in
young people worldwide (Horowitz & Garber, 2006).
However, in the Spanish culture, there has been an absence of such studies (Sánchez-Hernández, Méndez & Garber, 2014). Therefore, there is a need to invest in research of
high methodological quality, given the benefits in personal,
family, and social well-being possible with appropriate interventions.
Horowitz and Garber (2006) conducted a meta-analytic
review of studies testing the efficacy of programs for the
prevention of depression in children and adolescents. They
concluded that programs that targeted at-risk youth (i.e., selective or indicated samples) had higher effect sized than
studies using universal samples (Vázquez, Blanco, Torres,
Otero & Hermida, 2014).
In a recent meta-analysis of Merry, Hetrick, Cox, Brudevold-Iversen & McDowell (2011), concluded that there is
sufficient evidence to say that prevention programs for depression, targeted and universal, can prevent the onset of
depressive disorders. For an even more recent review see
Sánchez-Hernández et al. (2014).
Examples of programs to promote resilience are The Inner Resilience Program (Lantieri, 2009) and the Penn Resiliency Program (PRP; Gillham et al., 1990). PRP stands out as
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the prevention program for youth depression most widely
evaluated (Gillham, Brunwasser, & Freres, 2008). It is based
on the promotion of an optimistic explanatory style. In a
meta-analysis of studies of the effectiveness of PRP, especially with depressive symptoms, by Brunwasser, Gillham
and Kim (2009), 17 studies of 2,498 participants were identified. Evidence has been found for the efficacy of PRP in
significantly reducing depressive symptoms through at least
one year after the intervention ended.
The current experimental study aimed to investigate the
effectiveness of a cognitive-behavioral intervention inspired
by the PRP (Gillham et al., 1990; Seligman et al., 2005), as a

prevention of depressive symptoms in schoolchildren from
Primary Education. The main components of the program
are the modification of explanatory style and resolving interpersonal problems.
This study focused particularly on qualitative analyses
and the effects of the intervention in participants with "high
depressive symptoms" at pre-test. The main hypothesis was
that the preventive intervention would reduce depressive
symptoms in general, and especially in participants with
"high depressive symptoms," defined as those who reported
scores above the cutoff point of 24 on the CES-DC in the
pretest, as used in other investigations (Clarke et al., 2001).

n = 185
Invited to participate in screening
n = 172
Students who completed the screening on the CES-DC
n = 54
Students with score >15 en 1ª and/or 2ª assessment by CES-DC
n = 25
Parental informed consent to participate in intervention trial; Randomized

n = 13
Experimental Group

n = 12
Waiting list control group

Post-test assessment

Post-test assessment

n=5
Individually received the prevention program
Figure 1. Flowchart of recruitment, selection and evaluation.

Method
Participants
The study involved 25 students, 10 to 12 years old (M =
11.08, SD = 0.76), 68% males, selected from 185 schoolchildren in grades 5 and 6 of Primary education in a concerted
Murcia city school. Students were eligible if they met the
cutoff score on the measure depression (see Assessment in-
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struments section) at least once in the pretest and if their
parents gave informed consent.
Participants were randomly assigned to the experimental
group (preventive intervention) and control (waiting list).
The mean age was similar: in the experimental group [M =
11.23 years (SD = 0.83)] and in the control group [M =
11.00 years (SD = 0.85)]. The proportion of males in the experimental group (54%) was lower than in the control group
(83%), but this difference was not statistically significance
(χ21 = 2.49; p = .11).
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The average score on the measure of depressive symptoms at pretest was greater than 15 (the cutoff score used on
the depression scale) in both groups: mean = 22.38 (SD =
6.54) in the experimental and mean = 19.52 (SD = 8.03) in
the control group; this difference was not statistically significant (t23 = 0.97; p = .34). However, there were differences at
the practical level between the groups of medium-low magnitude (Cohen, 1988) indicating that the experimental group
had slightly higher levels of depressive symptoms (d = -.38).
Figure 1 shows the phases of recruitment.
Study Design
A mixed 2 x 2 factorial design was used, with an inter
factor (prevention program; waiting list) and an intra factor
(pretest, posttest).
Instruments
The Center for Epidemiological Studies Depression
Scale for Children (CES-DC; Weissman, Orvaschel, & Padian, 1980). The Spanish translation of the slightly modified
version used by Seligman et al. (2005) was administered in
this study. Each of the 20 items is rated on a 4-point scale:
"not at all" to "very much" that is scored from 0-3 in the
frequency of occurrence over the past week, with a possible
total score ranging from 0 to 60. Higher scores indicate
greater symptomatology. A score of 10 or lower indicates
low levels of depressive symptoms. Scores between 10 and
15 represent mild depressive symptoms without clinical relevance. Scores greater than 15 correspond to levels of clinically relevant depressive symptoms: 16 to 24 correspond to
moderate levels of depressive symptoms and greater than 24
corresponds to severe levels of depressive symptoms
(Seligman et al., 2005; Weissman et al., 1980). The psychometric properties of the CES-DC are satisfactory. LaGrange
et al. (2008) reported Cronbach's alpha of between .81 a .87.
Preventive intervention
The cognitive-behavioral intervention was administered
in a group format in 12 sessions of two hours each. Two
sessions per week were implemented by a group leader according to a manual; students were provided with an activity
book. Except for the first and last sessions, each session began with a review of homework and ended with an assignment for the following week.
The intervention was inspired by the description of the
main components of the Pennsylvania Resilience Program
(PRP) of Seligman et al. (2005) adapted for a Spanish population with new materials and examples. The intervention also used relevant materials of the Cognition, Emotion, and
Action Program (Méndez, 2002) because it presented different concepts of the cognitive approach using materials specifically written for children. The modules were:
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l. ABC model (5 hours): Understanding the concept of internal dialogue with examples. Introduction of the ABC
model (Adversity - Beliefs - Consequences) using bullets.
Presentation of real cases to practice the ABC model.
2. Changes to the explanatory style (7 hours): Introduction of
the concept of optimism. Comparing optimistic and pessimistic styles on stability, generalization, and personalization dimension through stories, emphasizing the emotional and behavioral consequences of each model.
Combat dichotomous thinking and the tendency to take
all the blame (or blame everything on external factors);
try to find the greatest number of possible causes and
adequately determine their responsibility.
3. Questioning and de-catastrophizing (7 hours): Questioning
pessimistic explanations. Introduction of the ABCDE
(Adversity – Beliefs - Consequences - Disputation - Energization); examine beliefs that try to explain the adversity << why did this happen? >> Question the catastrophic beliefs like: << What if ...? >>. In general, try
to avoid falling into the feeling of helplessness, and
"move" the person to action.
4. Resolution of interpersonal problems (5 hours): Technique for
resolving interpersonal problems. Distinguish among
patterns of interpersonal relationships: aggressive = hard
(heavy), assertive (firm), and passive = soft (light), and
teach negotiation skills.
Statistical analysis
ANOVA was used in a mixed 2 x 2 factorial design, with
an between group factor (prevention program, waiting list)
and a within group factor (pre-test, post-test). We also calculated effect sizes, as recommended by Frías, Pascual, and
García (2000). For analysis of results regarding the effect of
the program, the index d is more appropriate to compare the
change that occurs from pre- to post-test in youth in one
condition versus the other (Morris, 2000; Morris & DeShon,
2002). Effect sizes were interpreted based on Cohen (1988).
For scores > 0.20, index d was considered low; scores > 0.50
were considered medium, and scores > 0.80 were considered high.
An ANOVA also was conducted for participants who
had at pre-test "high depressive symptoms" which was defined as a score above 24 on the CES-DC, as used in other
studies (Clarke et al, 2001). In qualitative analysis of differences in the proportion of participants, above the cutoff
point 15 and above the cutoff 24 on the CES-DC, between
groups and at different time points were analyzed at pretest
and post-test. For the calculation of independent proportions, a Fisher test was used and a related ratios McNemar
test. The Fisher and the phi coefficient were used to determine the magnitude of the effect size (Cramer, 1946; Pearson, 1913). Index phi for a score less than .10 is considered
low, less than .30 medium, and less than .50 high.
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Results
Quantitative analysis of program effectiveness in
depressive symptoms in the total sample
Table 1 show that no statistically significant difference
was found between the groups at post-test. The effect size
indicates an improvement in the experimental group of low
to medium size (Cohen, 1988), even though the control
group also improved.
Table 1. Descriptive statistics (mean and standard deviation) of the scores
of change in the measure of depression in the total sample. Calculating
ANOVA and effect size.

Mean
Effect
SD n
F
df P
Change
size
Control Goup 2.91 7.04 12
Experimental
CES-DC
6.11 8.58 13 1.028 1,23.321 .39
Group
Total
4.58 7.88 25
Variable Group

Notes: CES-DC = Center for Epidemiological Studies Depression Scale for
Children; s.d. = standard deviation; df = degrees of freedom.

Quantitative analysis of program effectiveness in
participants with high depressive symptoms at pretest
We explored the effectiveness of the intervention in participants with "high depressive symptoms" at pre-test, defined as those with CES-DC scores of higher than 24 at the
pretest, as has been used in other investigations (Clarke et al,
2001). A statistically significant difference was found indicating a reduction of depressive symptoms in the experimental
group as compared to the control group.
The effect size of this difference was of high magnitude,
indicating that there was strong improvement from pre-test
to post-test in participants with "high depressive symptoms"
at pre-test in the experimental group as compared to controls

Figure 2. Improvement in mood from pre-test to post-test (change scores)
in participants with high depressive symptoms (i.e., CES-DC > 24) at pretest.

Qualitative analysis of program effectiveness in depressive symptoms
We next examined changes in the CES-DC to better understand the clinical changes that occurred in depressive
symptoms. Scores above the cutoff point of 15 on the CESDC are generally considered clinically relevant (Weissman et
al, 1980).
At pretest, 58.3% of the control group and 92.3% of the
experimental group were above the cutoff of 15 on the
CES-DC. This difference in proportions between groups
based on the Fisher's test approached significant (p = .073)
indicating that the experimental group tended to have a
higher number of participants above the cutoff 15, with a
médium-high effect size ( .397) according to Cohen
(1988). In the post-test no significant differences were found
between the groups (p = 1.0).
In the experimental group, 38.5% of participants above
the cutoff 15 at pretest decreased to below 15 at post-test.
According to the McNemar test, this change approached
significant (p = .063). In the control group there was no reduction (p = 1.0). Figure 3 shows this graphically.

Table 2. Descriptive statistics (means and standard deviations) of changes
in CES-DC scores from pre- to post-test in participants with "high depressive symptoms" (> 24) at pre-test. Calculation ANOVA and effect size.

Variable Group

Mean
Chang s.d. n
e

F

df p

Effect
size

Control
4.83 1.75 3
Group
CES-DC Experimental
6.286 1,6.046 1.59
11.90 4.56 5
Group
Total
9.25 5.11 8
Notes: CES-DC = Center for Epidemiological Studies Depression Scale for
Children; s.d. = standard deviation; df = degrees of freedom

Figure 3. Percentage of participants with symptoms of depression above
the cutoff of 15 on the CES-DC.

We also analyzed the percentage of participants above
the cutoff of 24, used in other studies (Clarke et al, 2001). As
shown in Figure 4 at pretest, in the control group 25% of
the participants were above this cutoff and 38.5% in the ex-
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perimental group. This difference in proportions between
groups according to Fisher's test was not significant (p =
.673); calculation of the effect size indicated differences in
the clinical or practical level of low magnitude ( .14) according to Cohen (1988).
In the post-test, no significant differences between
groups (p = .645) were found; calculation of the effect size
indicated differences in the clinical or practical level of low
magnitude ( .12) according to Cohen (1988) such that the
experimental group had fewer participants above the cutoff
at post-test.
In the experimental group 23.1% of participants above
the CES-DC cutoff of 24 at pre-test were no longer above
24 at post-test. According to the McNemar test was not statistically significant (p = .250). In the control group there
was no reduction (p = 1.0).

Figure 4. Percentage of participants with symptoms of depression above
the cutoff of 24 on the CES-DC.

Discussion
This study examined the effectiveness of a cognitivebehavioral program to prevent depression in children. Analyses showed no differences between the intervention and
control groups in depressive symptoms for the total sample.
Estimates of the effect sizes, however, indicated an improvement at a practical level in the experimental group of
low-medium size (Cohen, 1988), even though the control
group also improved.
The lack of statistical significance may be due to a problem of statistical power due to the small sample size, due in
large part to the difficulty of recruiting participants in indicated prevention studies. The fact that the intervention was
conducted outside of school hours likely caused difficulties
for both children and parents.
The magnitude of the effect size of the intervention
found here was similar to the averages found in the metaanalytic reviews of programs to prevent depression in children and adolescents, ranging from low (Stice, Shaw, Bohon,
Marti & Rohde, 2009) to medium-low (Horowitz & Garber,
2006).
We also tested the effectiveness of the intervention in
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the subset of participants with "high depressive symptoms,"
defined as those with scores above the cutoff of 24 on the
CES-DC at pre-test, as has been used in other studies
(Clarke et al, 2001). A statistically significant difference was
found indicating a reduction in depressive symptoms in the
experimental group compared with the control group. The
effect size of this difference was high (Cohen, 1988). Thus,
there was a strong improvement from pre- to post-test in
participants with "high depressive symptoms" in the experimental group as compared to controls.
We also found that the percentage of participants with
moderate levels of depressive symptoms (> 15) at pre-test
was reduced by 38.5% in the experimental group at post-test
(this improvement was marginally significant), whereas in
the control group there was no reduction.
We next analyzed change in participants who were above
the cut point of 24 at pre-test, which indicates severe depression (Weissman et al., 1980). There was a 23.1% reduction in the percentage of participants who had severe depression in the experimental group (although it did not reach
statistical significance); in the control group, however, no
reduction occurred.
In this study, participants were randomized to the groups
in order that they be homogeneous in the pre-test scores on
the CES-DC. However, given the small simple, random assignment did not adequately equalize the groups. Controlling
for the pre-test scores when comparing the post-test scores
can help deal with these pre-test differences.
Although the differences between the groups at pretest
was not statistically significant, there were differences at the
practical level that would indicate that the experimental
group had more depressive symptoms. In qualitative analysis, marginally significant differences were found indicating
that more participants in the experimental group had symptoms of moderate to severe depression than in the control
group.
In general, both the quantitative analysis about the effectiveness of intervention in participants with "high depressive
symptoms," and the qualitative analysis showing that the
preventive intervention was effective in those participants
with clinical level scores on depression at pre-test
Several studies have found a greater effect of preventive
interventions for participants with high depressive symptoms at baseline (Clarke et al, 2001; Jaycox, Reivich, Gillham, & Seligman, 1994).
Future Directions
A plausible explanation for the lack of differences between groups in the total sample could have been the
"sleeper effect" of cognitive-behavioral interventions, which
holds that the new skills acquired, such as explanatory style
and resolving problems require some time for their effects
to become apparent in everyday life situations of children.
Previous depression prevention studies (Jaycox et al., 1994;
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Gillham et al., 1995; Spence, Sheffield & Donovan, 2005)
have shown that preventive interventions with children 11
years old begin to be effective by about age 13 when the
rates of depression being to increase (Hankin et al., 1998).
We also should mention that we ran into problems with
the school Schedule and therefore, we had to compress the
timetable for implementation to half the time initially
planned. This circumstance caused the program to coincide
with school assessments generating additional difficulties for
participants. Thus, the preferred spacing of the sessions
should be studied further. That is, is it more effective to
have one session a week, and not two, as proposed by the
Seligman team.
It was somewhat surprising that there was not an increase in depressive symptoms in the control group, given
that studies have shown that depressive symptoms tend to
increase with age (Angold, Costello & Worthman, 1998).
Several longitudinal studies, however, have found decreases in self-reported depressive symptoms in children
(Hilsman & Garber, 1995; Nolen-Hoeksema, Girgus &
Seligman, 1992). It is possible that this decrease was an effect of the assessment (LaGrange et al, 2008). In a metaanalysis by Twenge and Nolen-Hoeksema (2002) on 310
samples of children, longitudinal studies found a decrease in
depressive symptoms with age, whereas in contrast, crosssectional studies found an increase in depressive symptoms
with age.
After examining several factors, Twenge and NolenHoeksema (2002) concluded that habituation to the assessment instruments were the most likely explanation of these
longitudinal effects. This repeated assessment phenomenon
might mask the effects produced in the experimental group
when compared with the control group (Gillham et al.,
2007).
The modest relief of depressive symptoms also could
have been caused by the fact that in preadolescence, explanatory style is not yet consolidated but rather is directly influenced by events (Turner & Cole, 1994). In addition, longitudinal studies reveal that the interaction of cognitive vulnerability with stressful events on depression emerges around
age twelve, so at younger ages explanatory style might not be
a vulnerability factor for depression (Cole et al., 2008).
Given the data presented here, it may make sense to implement the preventive intervention program to change explanatory style in the first cycle of compulsory secondary
education.
Another factor to consider is the measure of depression
used. CES-DC is a less cognitive measure (LaGrange et al,
2008) than others, such as the CDI (Kovacs, 1992). Given
that the cognitive behavioral program was based largely on
changing explanatory style, it is possible that cognitive
changes might not have been captured by the CES-DC. Future studies should use more than one measure of depression and possibly perform diagnostic interviews to analyze
the effects of the program, as suggested in some reviews
(Horowitz & Garber, 2006).
anales de psicología, 2016, vol. 32, nº 3 (octubre)

Interestingly, the gender distribution differed for the
overall sample (n = 172; 63% girls and 37% boys) as compared to the study participants (n = 25; 32% girls and 68%
boys). It is possible that parents were more motivated to access the program for children with attention problems or
disruptive behavior, which often are boys (Mendez, 2002),
rather than internalizing symptoms such as depression,
which often are found among girls. Parents have been found
to give better information about externalizing as compared
to internalizing symptoms (Del Barrio, 1997).
Because the program is designed primarily for the prevention of depression, if the sample includes participants
who also have disruptive behaviors, this could reduce the effectiveness of the program. Therefore, future studies should
try to control this potential selection bias in the screening
phase. Otherwise the sample may not only include youth at
risk for depression, but it also might have children with
comorbid conditions that could affect the efficacy of the
program for preventing depression (Jaycox et al., 1994).
Another fact to note is that although the initial aim was
to select the sample based on potential participants having a
CES-DC score above the cutoff of 15 on two assessments, it
was necessary to modify this strategy. Due to the low participation rate, we changed the criterion to be having scored
above the cutoff in any assessment, which thereby may have
reduced the level of risk of the sample. Future studies
should try to use the stricter eligibility criterion or even use
more than one risk criterion for the selection of the sample
(Jaycox et al., 1994; Yu & Seligman, 2002).
Strengthening the motivation of the children to engage
in the program also might be helpful (Lowry-Webster, Barrett, & Lock, 2003). It may be important to not only get
children’s passive acceptance, but also to build an active
commitment.
As for the effectiveness of PRP, the program from
which the intervention was derived, Gillham and colleagues
(2007) have reported several studies that found positive results of the program. The latest revisions of the program
have found better results when implemented by the members of the research team that created the program or by licensed psychologists with extensive training by the program
creators (Gillham, Hamilton, Freres, Patton, & Gallop,
2006). Due to limited resources, however, we were not able
to obtain direct training from the developers of PRP.
In their meta-analytic review, Horowitz and Garber
(2007) suggested that because depression is such a complex
problem, multi-component programs are likely to be the
most effective. They further suggested that clinical trials
should examine hypothesized mediators, such as checking
whether the techniques trained (e.g., social skills, attributional training, problem-solving skills) improved following the
implementation of the program, and verifying that these
were, in fact, the active ingredients responsible for the improvement in depressive symptoms.
Finally, another note regarding the PRP program is that
it focuses on altering explanatory style about negative situa-
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tions (ESN). However, the study of explanatory style regarding positive situations (ESP) also should be a focus of future
research (Sánchez-Hernández & Méndez, 2014).
In the study comparing a group promoting ESN
(ESNG) and another building ESP (ESPG), Cantrell (2007)
found that: (a) both were effective in decreasing depression
and increasing wellness, (b) participants in ESPG reported
greater feelings of happiness and a less negative view than
those in ESNG, and (c) In ESPG, participants’ feelings of
well-being, optimism, and the level of enjoyment of pleasant
events increase significantly; but not for participants in
ESNG. Thus, promoting ESP may be useful in addition to
reducing ESN in depression prevention programs.

c.

d.

e.

Conclusions
The objective of the current investigation was to conduct an
experimental study in which a group of at-risk youth completed a cognitive behavioral prevention program inspired by
the Penn Resiliency Program (PRP) of Seligman et al. (2005).
PRP has been found to increase optimism as compared to a
group waiting list. We conclude the following:
Based on our results, we highlight several ideas for future research on the prevention of depression and enhancement of
wellness in youth:
a. Future studies need larger samples, balanced proportionally by adolescent gender, and longer follow-up periods
to see if improvements in the experimental group are
maintained.
b. Explanatory style prior to adolescence is not fixed, but
rather, tends to be directly influenced by events (Turner
& Cole, 1994). In addition, longitudinal studies reveal
that the interaction of cognitive vulnerability to stressful
events emerges from age 12, so at younger ages explanatory style might not be a vulnerability factor for depression (Cole et al., 2008). Therefore, it may make more
sense to implement programs to change explanatory

f.
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style in the first cycle of compulsory secondary education.
We recommend using more than one measure of depression and even perform diagnostic interviews to analyze
the effects of the program, and to monitor the effects of
comorbidity with other disorders.
We also suggest strengthening youths’ motivation for
engagement with the program (Lowry et al. 2003). It is
important to address the involvement of children in the
course, and secure their active, as opposed to only passive, engagement.
Future studies should examine the role of mediators, i.e.
check whether youths learning the CB techniques such
as social skills, attributional training, and problemsolving skills are responsible for improvements attributed to the programs.
Incorporate new modules focusing on promoting optimistic explanatory style to positive situations (SánchezHernández & Méndez, 2014).

In summary, there continues to be a need to invest in interventions for preventing depression in young people in
general, and for Spanish youth, in particular (SánchezHernández et al. 2014). Positive effects on personal and social outcomes have been found for some depression prevention programs (Merry et al., 2011). Moreover, some evidence
has been found that preventive interventions for depression
can be effective strategies for health savings (Mihalopoulos
et al., 2011). Thus, investing in depression prevention research and clinical interventions is important for the future
the development of our youth, especially in the context of
the economic challenges they face.
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