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Case Study 1: An Evidence-Based Practice Review Report

Theme: School Based Interventions for Learning

How effective is the ‘Resourceful Adolescent Program’ in reducing depressive

symptoms in adolescents?

Summary

Adolescent depression is an important area of mental health for psychological

intervention. The Resourceful Adolescent Project (RAP) is a universal intervention

which aims to prevent and reduce depression in adolescents through sessions

based upon cognitive behavioural and interpersonal theories. This systematic review

of six studies evaluates the effectiveness of the RAP intervention in reducing

depressive symptoms for participants. When considered together, the total sample

comprised 6,246 participants, which included pupils aged between 9 and 16 years of

age and involved a range of measures of depressive symptoms. A critical review of

the quality and relevance of the studies categorised the majority with a ‘medium’

weighting for the contribution of their evidence to the review, while one paper

received a ‘low’ rating. Methodological limitations of the studies are discussed. Effect

sizes were calculated across time points from pre-assessment to three year follow

up. While one study showed medium effect sizes, the majority of studies had not

practically significant and small effect sizes, presenting limited evidence for the

effectiveness of RAP in reducing depressive symptoms of participants. Implications

for the use of the RAP intervention and further research are discussed.
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Introduction

2.1 What is the Resourceful Adolescent Program?

Shochet, Holland and Whitefield (1997) developed the Resourceful Adolescent

Program (RAP) in association with the Queensland University of Technology in

Australia. RAP aims to promote positive mental health in adolescents with a

particular focus on preventing and reducing depression, through developing

participants’ resilience and coping strategies. RAP is described as a universal

prevention programme which can promote protective factors for all pupils and

reduces the potential stigmatisation associated with targeted interventions (Shochet

et al., 2001).

Three main versions of the program have been developed: RAP-Adolescence (RAP-

A) is a universal school-based intervention for adolescent pupils, RAP- Parents

(RAP-P) is a three day workshop to promote parent-child relationships and RAP-

Teachers (RAP-T) consists of workshops which support teachers to promote school

connectedness. The focus of this review will be on RAP-A as this intervention is best

suited to meeting the research question. RAP-A has also been adapted to be more

applicable to different countries of implementation, adaptations within studies

included in this review can be found in the critical review section.

The RAP-A intervention is led by one facilitator who has received training and works

as an educational or mental health professional. The intervention has been designed

for small groups of up to 15 pupils aged between 12 and 16 years. The programme

typically comprises 11 weekly sessions of 40 to 50 minute duration. This is a

manualised programme which follows a set series of sessions as can be seen in

Table 1 (Shochet & Wurfl, 2015).
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Table 1

Summary of the RAP Intervention Sessions

Session Session Goals Focus of Activities

1. Rapport
building

Developing a comfortable
environment

 Rapport building

2. Developing
self-esteem

Exploring personal
strengths

 Introduction to self-esteem
 Exploring strengths

3. Introduction to
RAP

Introducing the links
between thoughts,
emotions and behaviours

 Self-talk for acknowledging thoughts
 Identifying the physiological

response to emotions
 ‘Risky and resourceful’ responses

considered in terms of behaviour
4. Staying calm Understanding ‘body clues’  Further physiological exploration

 Relaxation and emotion regulation
strategies

5. Self-talk Understanding the effect of
thoughts on feelings and
behaviour

 Cognitive restructuring through e.g.
positive self-talk

6. Resourceful
thinking

Challenging thoughts  Continuation of session 5
 Challenging negative thoughts

7. Problem
solving

Problem solving  Problem solving model provided
and role-play scenarios

8. Support
networks

Exploring and developing
social support networks

 Identification of others that can offer
support and developing this

9. Understanding
Others

Acknowledging others’
emotions

 Applying skills from sessions 3, 4
and 5 to identify others’ emotions

10. Conflict
resolution

Prevention and resolution of
conflict

 Related strategies

11. Summary Reviewing and ending the
intervention

 Review of previous sessions

2.2 Psychological Theoretical Basis

RAP-A draws on resilience theory and aims to develop protective factors in

participants, in order for them to be able to better deal with adversity (Shochet et al.,

2001). Resilience research presents self-regulation (developing adaptive reactions)

and affect-regulation (monitoring and moderating emotions) as important protective

factors against developing depression in adolescence (Shochet, Dadds, Ham, &

Montague, 2006). The importance of these factors may be due to findings that the

development of the adolescent brain is prone to greater risk taking (Casey & Jones,

2010) and adolescents experience changeable emotions (Larson, Moneta, Richards,
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& Wilson, 2002). Therefore, RAP-A provides opportunities for participants to develop

these protective factors, such as increasing self-regulation through activities which

challenge negative thoughts.

The sessions are also based on concepts of cognitive behavioural (CB) and

interpersonal theory. This is incorporated into the sessions through the analogy of

the pupils developing resilience ‘bricks’ to build a resilience ‘house’ (Shochet &

Wurfl, 2015). The CB ‘bricks’ or components include skills of staying calm, cognitive

restructuring (identifying and challenging negative thoughts) and problem solving,

whereas the interpersonal components involve conflict resolution, understanding

others and support networks.

The use of CB theory informs the focus on teaching strategies which support pupils

to distinguish between their thoughts, emotions and behaviours (Shochet & Wurfl,

2015). Activities such as self-talk, understanding the physiological aspects of

emotions and considering ‘risky and resourceful responses’ contribute to this. The

programme places particular focus on aspects which have been found to be

important precursors for developing depression, such as negative thoughts and low

self-esteem (Stallard et al., 2013).

It should be noted that a sense of school connectedness has also been found to be

significant for predicting depression (Shochet et al., 2006), however RAP-A does not

include this concept, whereas the RAP-T program was developed to promote this.
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2.3 Rationale/ Relevance to EP Practice?

The likelihood of developing depressive disorders increases during adolescence

(Essau, 2004), particularly following early adolescence (Lewinsohn, Solomon,

Seeley, & Zeiss, 2000). Depression in adolescence has been found to lead to a

greater risk of reoccurrence in adulthood (Copeland, Shanahan, Costello, & Angold,

2009). This heightened prevalence may be due to the increased risk of internalising

psychopathology (Farrell & Barrett, 2007) and the greater vulnerability of self-esteem

(Wigfield, Eccles, Mac Iver, Reuman, & Midgley, 1991) during adolescence.

Combined with this, adolescents are more likely to face challenges in transitioning to

a larger secondary school with higher academic difficulty and more complex

relationships with peers (Benner, 2011). Therefore, interventions to reduce

depressive symptoms during adolescence could be of great importance.

In England, mental health support from child and adolescent mental health services

(CAMHS) has been found to be limited (Children’s Commissioner, 2016), as waiting

lists were found to be up to 200 days long and 28% of referrals received no help,

including young people who were self harming or had suicidal ideation.

Furthermore, the role of schools in supporting mental health difficulties has recently

been highlighted by a speech of the Prime Minister’s, announcing a transformation in

mental health support (Prime Minister’s Office, 2017) in which schools need to do

more to identify and support pupils’ mental health. Hill (2017) highlights the

importance of Educational Psychologists’ (EPs) guidance to schools during this

transformation, in order to support them to meet the mental health needs of pupils.
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Overall, this suggests that schools will be expected to improve their promotion of

pupils’ positive mental health, which may be achieved by implementing appropriate

interventions. EPs may be involved in training school staff or implementing

interventions to promote positive mental health in schools. However, Hill (2017) also

recognises that there has been a reduction in EPs employed by Local Authorities

and that there may be less EP time available to schools. Therefore, EPs have an

important role in evaluating such interventions as RAP-A, as they are well placed to

advise schools on the most effective interventions suggested by the evidence base.

There have been three previous reviews which have included RAP-A, none of which

have included measures specifically of the overall effectiveness of the project:

 A meta-analytic review of depression prevention (Horowitz & Garber, 2006).

This included Merry, McDowell, Wild and Bir (2004) and Shochet et al. (2001).

 A review of preventing depression (Hetrick, Cox, Witt, Bir, & Merry, 2016).

This included Rivet-Duval, Heriot and Hunt (2010), Rose, Hawes and Hunt

(2014), Stallard et al. (2013), and Merry et al. (2004).

 Shochet and Ham (2004) provided an overview of the RAP research to date,

however the validity of this paper comes into question, as it was not

conducted systematically.

2.4 Review Specific Rationale

RAP-A aims to prevent and reduce depressive symptoms. Aspects of prevention of

symptoms are difficult to assess, because the research literature includes the impact

of RAP-A for pupils who had depressive symptoms at pre intervention (Beiling &
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Grant, 2007). Therefore, this review will focus on the effectiveness of RAP as an

intervention to reduce depressive symptoms. Furthermore, the outcome focus will be

on depressive symptoms rather than a diagnosis of depression, as RAP-A is a

universal intervention which aims to support all pupils, including those who do not

have a diagnosis of depression.

2.5 Review Question

Due to the importance of an intervention in reducing depressive symptoms in

adolescence, this review aims to determine the effectiveness of RAP on the

reduction of depression. Therefore, the review question is ‘How effective is the

‘Resourceful Adolescent Program’ in reducing depressive symptoms in

adolescents?’
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Critical Review of the Evidence Base

3.1 Literature Search

A systematic search of the literature was conducted between the 14th and 27th of

January 2017 using six relevant databases: PsychINFO, PsychARTICLES, ERIC

(EBSCO), Medline, Web of Science and Scopus. The search term used was

‘Resourceful Adolescen*’ (* acts as a wildcard term). This search term alone allowed

for a comprehensive exploration of relevant studies for the specific focus of the

Resourceful Adolescent Project. Further search terms were trialled, although did not

identify further studies. The RAP website also referenced 15 studies in the ‘Research

Publications’ section.

3.2 Inclusion and Exclusion Criteria

A total of 76 studies were generated through the literature search, both from the

databases and from research listed on the RAP website. Following the removal of

duplicates, 37 studies remained. The inclusion and exclusion criteria (see Table 2)

were applied to screen the studies by title and abstract. Eighteen studies were

identified for full text reading. Using the inclusion and exclusion criteria again, six

studies were then deemed to be appropriate for the critical review. Figure 1 provides

a flow diagram for this process of identifying the final studies for inclusion. Further

information on the studies which were excluded at full text screening can be found in

Appendix A.
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Table 2

Inclusion Criteria Exclusion Criteria Rationale

1. A school-based
version of the
Resourceful
Adolescent Project
was delivered.

A version of the
Resourceful Adolescent
Project was delivered
outside of the school.

The review question is focused
on school-based interventions.

2. Sample involved
secondary aged
pupils.

Sample involved pupils
other than secondary
aged.

The intervention has been
developed for a secondary
school age group.

3. The study must
include a control
group.

The study does not
include a control group.

A control group is important to
compare the results to a similar
group who did not receive RAP.

4. A primary and
complete empirical
study of the
relationship between
RAP and depressive
symptoms.

An incomplete non-
primary or non-empirical
study of a relationship
other than between RAP
and depressive
symptoms.

To meet the research question,
this review requires completed
studies of the relationship
between RAP and depressive
symptoms.

5. Must have at least
one variable reporting
depressive
symptoms.

No variable reporting
depressive symptoms.

This allows for measures that
will contribute to answering the
research question.

6. Published after 1996. Published before 1996. The intervention was developed
in 1996, therefore any research
earlier than this will be focussing
on a different intervention.

7. Published in English. Published in another
language.

In order for the author to fully
understand the article, it must
be written in English.

8. Peer reviewed journal
article.

Not a peer reviewed
journal article.

Peer reviewed articles tend to
be high quality as they have
been checked by professionals.

9. Reports means,
standard deviations,
effect sizes, or other
data which allow for
the calculation of
effect sizes.

Does not report data
required for obtaining
effect sizes.

In order to systematically
compare the articles included in
this review, the calculation of
effect sizes is required.
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Inclusion and Exclusion Criteria for the Systematic Review with Rationale

Figure 1

Flowchart of Literature Search

Excluded via full text

eligibility

(N -12)

Exclusion criteria: 1, 3, 4, 8

Excluded through title

screening

(N -11)

Exclusion Criteria: 1,4,7,8

Excluded through abstract

screening

(N -8)

Exclusion Criteria: 1, 4, 9

(N= 76)

Studies included for critical

review

(N = 6)

Search of intervention specific

website

(http://www.rap.qut.edu.au/)

(N=15)

Title screened

(N = 26)

Duplicates excluded

(N = 37)

Abstract screened

(N = 18)
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Following the screening process, six studies were identified for critical review (see
Table 3).

Table 3

Studies Included in the Systematic Review

3.3 Quality and relevance of studies

The studies included in this review were assessed for quality and relevance in

relation to the review question. The included studies were summarised to ‘map the

field’ (see Appendix B); the summaries included information such as research

design, characteristics of the sample and key findings.

Using Gough’s (2007) weight of evidence (WoE) framework, the contribution of each

study towards answering the review question was assessed. Firstly, a generic

Studies Included in the Review

1 Rose, K., Hawes, D. J., & Hunt, C. J. (2014). Randomized controlled trial
of a friendship skills intervention on adolescent depressive symptoms.
Journal of consulting and clinical psychology, 82(3), 510.

2 Harnett, P. H., & Dadds, M. R. (2004). Training school personnel to
implement a universal school-based prevention of depression program
under real-world conditions. Journal of School Psychology, 42(5), 343-
357.

3 Shochet, I.M., Dadds, M. R., Holland,D., Whitefield, K., Harnett, P. H., &
Osgarby, S.M. (2001). The Efficacy of a Universal School-Based Program
to Prevent Adolescent Depression. Journal of Clinical Child & Adolescent
Psychology, 30(3), 303-315.

4 Stallard, P., Phillips, R., Montgomery, A. A., Spears, M., Anderson, R.,
Taylor, J., et al. (2013). A cluster randomised controlled trial to determine
the clinical effectiveness and cost-effectiveness of classroom-based
cognitive–behavioural therapy (CBT) in reducing symptoms of depression
in high-risk adolescents. Health Technol Assess, 17(47).

5 Rivet-Duval, E., Heriot, S., & Hunt, C. (2011). Preventing Adolescent
Depression in Mauritius: A Universal School-Based Program. Child and
Adolescent Mental Health, 16(2), 86–91.

6 Merry, S., McDowell, H., Wild, C. J., Bir., J., & Cunliffe. (2004). A
randomized placebo-controlled trial of a school-based depression
prevention program. Journal of the American Academy of Child and
Adolescent Psychiatry, 43, 538-547.
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methodological assessment of the quality of the evidence was conducted (WoE A),

followed by an assessment of the methodological relevance to the review (WoE B)

and the relevance of the topic to the review (WoE C). Finally, an average of WoE A,

WoE B and WoE C was obtained to provide an overall judgement of the study (WoE

D).

As the included studies employed group designs, WoE A was assessed using

Kratochwill’s (2003) coding protocol for group-based designs. A number of sections

of the protocol were not deemed relevant for this review and were excluded from the

coding (see Appendix D). Table 4 shows a summary of WoE A to D for the included

studies. It can be seen from this table that five of the six studies received a medium

rating, while one was rated as low. Further information regarding these judgements

can be found in Appendix C and an example of a completed protocol can be found in

Appendix E.

Table 4

Weight of Evidence Ratings

Study WoE A:
Methodological

Quality

WoE B:
Methodological

Relevance

WoE C:
Topic

Relevance

WoE D:
Overall WoE

Rose et al.
(2014)

1.67 2 1 1.56
(Medium)

Harnett &
Dadds (2004)

1.17 1 1 1.06
(Low)

Shochet et al.
(2001)

1.5 1 2 1.5
(Medium)

Stallard et al.
(2013)

1.67 2 1 1.56
(Medium)

Rivet-Duval et
al. (2011)

1.67 2 1 1.56
(Medium)

Merry et al.
(2004)

2.17 3 2 2.39
(Medium)
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3.4 Design

All six studies employed group based designs, two of which were completely

randomised (Merry et al., 2004; Rivet-Duval et al., 2011), while two used cluster

randomised designs (Rose et al., 2014; Stallard et al, 2013). These four studies can

be classified as randomised control trials which are highly relevant to the systematic

review of RAP, because randomisation reduces selection bias (Barker, Pistrang &

Elliot, 2016). Neither Shochet et al. (2001) nor Harnett and Dadds (2004) included

randomisation to groups. All studies employed a control group, two of which were

placebo conditions which aimed to control for non-specific effects of the RAP

intervention by providing arts and crafts or relaxation and discussion (Rose et al.,

2014; Merry et al., 2004). Control groups of assessment only (Rose et al., 2012;

Harnett & Dadds, 2004; Shochet et al., 2001), waitlist (Rivet-Duval et al., 2011) and

comparisons to both Personal Social and Health Education (PSHE) sessions and an

attention control (Stallard et al., 2013) were also used.

Group equivalence was established through post hoc testing in all but two studies.

Stallard et al. (2013) used statistical matching to control for pre-intervention

differences in regression analyses. However, Harnett and Dadds (2004) found

statistically significant differences between the intervention and control group at pre-

intervention for depressive symptomology, therefore group equivalence was not

established. To control for this difference effect sizes of Pre-Post Control Group

Standardised Mean Differences (PPC SMDs) were calculated.



Doctorate in Educational and Child Psychology Emma Watson

14

3.5 Participants and Demographics

The number of participants included in this review totals 6,246. All studies were

deemed to have sufficient sample sizes to provide appropriate power for the

statistical analyses used (Kratochwill, 2003). Three studies did not report sampling

procedures (Harnett & Dadds, 2004; Shochet et al., 2001; Rivet-Duval et al., 2011).

Stallard et al. (2013) required opt in consent from 66 secondary schools which was a

relatively unbiased sampling process. Rose et al. (2014) approached all Catholic

schools in the area for opt-in involvement. Merry et al. (2004) selected schools with

“almost purely Maori and Pakeha” students (pp.539) in order to meet requirements of

the New Zealand legislation, therefore the findings may be less representative to

other ethnicities.

Studies were conducted from a range of countries including Australia, Mauritius, the

UK and New Zealand, which provided a diverse range of ethnicities. In all but one of

the studies samples approached an even balance of female and male participants

(Harnett & Dadds, 2004 had only female participants). One study excluded pupils

with significant special educational needs and disability (SEND) (Shochet et al.,

2001). All studies were conducted in secondary schools, with ages of participants

ranging from nine to 16 years of age, which is outside of the range of 12 to 16 years

that the RAP intervention was developed for. While the samples included a range of

students from low to high socioeconomic status (SES) backgrounds, half of the

studies were carried out in single-sex private schools. This is a limitation of the

review, as these samples are less representative of the majority of a mainstream

population in the UK.
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3.6 Measures

Eight measures were used across the studies to assess depressive symptomology in

the participants (see Table 5). All are self-report pupil measures, which according to

the Kratochwill (2003) coding protocol, classifies all studies as single-source and

single-method, therefore none of the results were strengthened through triangulation.

Self-report measures can be subject to response bias such as expectancy effects in

which participants benefit from the intervention because they expect to (Barker,

Pistrang & Elliott, 2016). Shochet et al. (2001) removed one question from two of the

questionnaires in consultation with the school, thereby undermining the reliability of

the measures, as reliability was tested on the whole questionnaire. One study (Rose

et al., 2014) included the Diagnostic Interview Schedule for Children (DISCAP),

which was administered by a clinical psychologist at pre-intervention, however

sample sizes at post intervention were too small to include in analysis.

Table 5

Included Measures of Depressive Symptomology

Included Measures of Depressive Symptomology
Reynolds Adolescent Depression Scale (RADS)
Reynolds Adolescent Depression Scale 2nd edition (RADS-II)
Children’s Depression Inventory (CDI)
Beck Hopelessness Scale (BHS)
Short Mood and Feelings Questionnaire (SMFQ)
Hopelessness Scale for Children (HSC)
Beck Depression Inventory 2nd Edition (BDI-II)
Revised Children’s Anxiety and Depression Scale (RCADS; the Major Depressive
Disorder subscale was included in this review)

3.7 Intervention

The majority of studies used RAP-A as developed, following the manualised 11

weeks of 40 to 50 minute sessions. Two studies adapted the programme to be more

applicable to different countries, RAP-Kiwi (Merry et al., 2004) which altered the
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language and cartoons in consultation with teachers and RAP-UK (Stallard et al.,

2013) which adapted the structure of the programme to meet 9 weeks of 50 to 60

minute sessions. It appears that the RAP-UK adaptation had limitations, as teacher

feedback indicated sessions were too long for the content, which may have led to

teacher and pupil frustration with the sessions. Furthermore, the impact of running

RAP within PSHE may have provided a negative association where PSHE was not

deemed to be valuable, as suggested through self-report questionnaires.

The intervention was delivered by teachers (Harnett & Dadds, 2004; Merry et al.,

2004; Rivet-Duval et al., 2011), students (Rose et al., 2014; Shochet et al., 2001),

psychologists (Shochet et al., 2001) and psychology assistants (Stallard et al.,

2013). The majority of studies appeared to have appropriate fidelity checks for the

delivery of RAP, through session observations, self-rating scales and ongoing

supervision or workshops for facilitators. Harnett and Dadds (2004) found that fidelity

decreased 30% over time and for those facilitators that included more of the key

concepts of RAP, the participants showed more improvement on risk measures.

3.8 Findings

The effect sizes for all six studies included in the review were calculated using the

PPC SMDs (Morris, 2007) of Hedge’s g. This measure of effect size is considered to

be similar to Cohen’s d and therefore Cohen’s (1988) descriptors of effect sizes are

appropriate, which are categorised as small, (0.2), medium (0.5) or large (0.8). Table

6 shows the effect sizes for the studies across the range of time points used.
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Table 6

Effect Sizes (ES) of Hedge’s g for the Resourceful Adolescent Project as Compared to a Control Group

Study Outcome
Measure

ES
pre –
post

ES
Descriptor

ES at
6
mths

ES at
10
mths

ES
Descriptor

ES at
12
mths

ES
Descriptor

ES at
18
mths

ES
Descriptor

ES
at 3
yrs

ES
Desc-
riptor

Overall
WoE D

Rose et
al.,
2014 a)

RADS-2 -0.03 Not
practically
significant 1.56

CDI -0.16 Not
practically
significant

Rose et
al.,
2014 b)

RADS-2 0.01 Not
practically
significant 1.56

CDI 0.10 Not
practically
significant

Harnett
&
Dadds,
2004

RADS -0.05 Not
practically
significant

0.03 Not
practically
significant

0.26 Small
1.39

Shochet
et al.
2001

RADS-2 -0.03 Not
practically
significant

0.01 Not
practically
significant

1.5
CDI -0.30 Small -0.13 Not

practically
significant

BHS -0.33 Small -0.43 Small



Doctorate in Educational and Child Psychology Emma Watson

18

Study Outcome
Measure

ES
pre –
post

ES
Descriptor

ES at
6
mths

ES at
10
mths

ES
Descriptor

ES at
12
mths

ES
Descriptor

ES at
18
mths

ES
Descriptor

ES
at 3
yrs

ES
Desc-
riptor

Overall
WoE D

Stallard
et al.
2013
a)

SMFQ 0.02 Not
practically
significant

0.04 Not
practically
significant 1.56

RCADS
MDDa

-0.03 Not
practically
significant

0.01 Not
practically
significant

Stallard
et al.
2013
b)

SMFQ -0.05 Not
practically
significant

-0.05 Not
practically
significant 1.56

RCADS
MDDa

-0.07 Not
practically
significant

-0.02 Not
practically
significant

Rivet-
Duval et
al. 2011

RADS-2 -0.45 Small -0.02 Not
practically
significant

1.56BHS -0.71 Medium -0.33 Small

HSC -0.75 Medium -0.49 Small

Merry et
al. 2004

BDI -0.22 Small 0.09 Not
practically
significant

-0.15 Not
practically
significant

0.09 Not
practically
significant 2.39

RADS -0.18 Not
practically
significant

0.00 Not
practically
significant

-0.26 Small -0.23 Small

Note. ES: Effect Size, mths: months, yrs: years.

aRefers to the subscale of Major Depressive Disorder which was used for the RCADS.
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As all measures assessed depressive symptomology, negative effect sizes would

suggest reductions in depressive symptoms. The majority of effect sizes found were

not practically significant and negative, while there were ten small effect sizes,

suggesting that the RAP intervention has a not practically significant to small effect

on reducing depressive symptomology. It is promising that effect sizes continue to be

shown at the follow-ups of six, 10, 12 and 18 months and three years, although

these are not practically significant or small and mostly decrease in size with time.

One exception is the Merry et al. (2004) study which appears to have increased in

negative effect size on the RADS at 12 month follow up, although this decreases at

18 months. Due to the ‘medium’ weighting of this study based upon its strengths,

which include complete randomisation and high implementation fidelity, this finding

should be considered equally to other ‘medium’ rated studies.

There are two medium effect sizes for the BHS and HSC measures in the Rivet-

Duval et al. (2011) study, which suggests reductions in depressive symptoms from

pre to post intervention are maintained at 6-month follow-up as small effect sizes on

two of the three measures. Considering the ‘medium’ weighting given to this study,

this suggests some positive effects of the RAP intervention for the reduction of

depressive symptoms.

On the other hand, there are also positive effect sizes which suggest an increase in

depressive symptoms. This is most noticeable for the Harnett and Dadds (2004)

study which shows increasing effect sizes from post to 12 month follow-up and from

the 12 month to three year follow-up. As this paper received a low rating for WoE D,

largely due to being a nonrandomised design, which did not establish group

equivalence or demonstrate high implementation fidelity, less consideration should

be given to these results.



Doctorate in Educational and Child Psychology Emma Watson

20

It is interesting to note that the ‘medium’ weighted Stallard et al. (2013) study has the

largest sample size by far, with 5,030 participants and yet the effect sizes are not

practically significant at post and follow up. Barker, Pistrang and Ellliot (2016) report

that a larger sample size should enable a clearer separation between variance of

interest and error variance and therefore should allow for discovery of even trivial

effects, yet the effect sizes found here are near to zero.

A potential influence on the effect sizes arises from the ethical procedures for

participants with elevated symptoms of depression. Three studies encouraged pupils

with elevated depressive symptomology at pre-intervention to seek further support

from their GP, mental health practitioner or school counsellor, yet included their

results in the analysis (Stallard et al., 2013; Rivet-Duval et al., 2011; Rose et al.,

2014). These three studies received a low weight of evidence C due to the high

likelihood of concurrent interventions, as compared to the ‘medium’ weight of

evidence C studies (Shochet et al.,2001; Merry et al.,2004) which excluded the

results of participants at high risk of depression at pre-intervention, as they were

referred on for further intervention. Harnett and Dadds (2004) did not detail ethical

procedures for findings of elevated depressive symptoms, although excluded one

participant receiving treatment for a mental health problem. This paper received a

low weight of evidence C as participants’ current level of depressive symptoms were

not sought and therefore it was unknown whether concurrent interventions were

occurring.

This inconsistency between studies of the inclusion of pupils with elevated

depressive symptomology may have influenced the analysis of RAP. Of particular
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interest is the argument of Rose et al. (2014) that the not practically significant

intervention effects found for RAP on depressive symptoms may be due to the low

rate (10%) of elevated depressive symptomology at the start. This is a concern when

considering that two of the studies would have included no pupils with elevated

depressive symptomology. For those studies which included pupils with elevated

depressive symptoms, a potential confounding variable may have arisen where

pupils were encouraged to seek further support which was not reported.
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Conclusion and Recommendations

This systematic review considered six studies in order to evaluate the effectiveness

of the RAP intervention in reducing depressive symptoms of participants. The

majority of the studies were deemed to have a ‘medium’ weighting of evidence in

contribution to the review while one study had a ‘low’ weighting of evidence. Overall,

the included studies have provided mostly weak evidence in support of the research

question, as the majority of effect sizes are not practically significant, irrespective of

substantial sample sizes- drawn from 6,426 participants. An exception to this is the

‘medium’ weighted study Rivet-Duval et al. (2011), where medium effect sizes were

found for reducing depressive symptoms at post intervention.

A range of follow-up time points were measured, providing not practically significant

or small effect sizes which often diminished over time. This is concerning as it

suggests the programme provides a minimal beneficial effect in developing

participant resilience against future adversity. However, research has found that

stability of depressive symptoms is associated with greater impairment in functioning

and therefore even a small reduction of symptoms in the short-term could make an

important difference for those with more chronic symptoms (Dubois, Felner, Bartels,

& Silverman, 1995).

It should be noted that the real world application of this intervention in a range of

schools led to a number of methodological considerations as previously discussed.

While the studies were all sufficiently powered and used control groups a number of

limitations arose. Most of the studies used selective sampling and two (Harnett &

Dadds, 2004, Shochet et al., 2001) did not randomise participants, which hindered
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group equivalence and contributed to both studies receiving low weightings of

evidence B. This is in comparison to the other four studies, which used randomised

designs and received a medium or high weight of evidence B (Merry et al., 2004).

Furthermore, three of the six studies took place in private school settings, which

reduced the generalisability of the findings (Kratochwill, 2003).

Differences between studies in their inclusion of pupils with SEND or elevated

depressive symptoms presented ethical issues and the potential for confounding

variables. Equally, samples may have reached a ceiling effect for depressive

symptoms when those with elevated depressive symptoms had been excluded from

the results. Additionally, all studies solely used self-report measures and therefore

there was no triangulation of evidence. Lack of fidelity to the manual was shown by

the Stallard et al. (2013) paper which, despite providing ongoing supervision,

conducted the sessions within PSHE lessons and did not detail adaptations to the

manual. Furthermore, in the Harnett and Dadds (2004) study, teachers reported that

fidelity fell to 67.4% in later RAP sessions. Both studies received low ratings for

weight of evidence C resultantly.

A further version of the RAP intervention for teachers (RAP-T) was developed to

include a focus on teachers’ promotion of pupils’ school connectedness, which has

been found to be a key predictor of depression (Shochet et al., 2006). Future

research into this programme would be useful to assess if this could build upon the

mostly not practically significant and small effect sizes found for the RAP-A

intervention, potentially when run in conjunction with the RAP-A intervention.
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The reduction of depressive symptoms for adolescents is clearly a vitally important

area for intervention, particularly as the rate of mental health difficulties increases in

adolescence (Essau, 2004). Following findings that CAMHSs are providing a limited

service (Children’s Commissioner, 2016) and that schools are increasingly expected

to support mental health (Prime Minister’s Office, 2017), there is a great need for

school-based support which can promote the positive mental health of young people.

From the findings of this review, it would appear that the RAP intervention is

minimally effective in reducing depressive symptoms for adolescents, with

diminishing effect sizes over time.

If the RAP intervention were to be conducted within a school setting, it appears that

comprehensive training, ongoing supervision and fidelity are important components.

However, further research is needed into alternative interventions to establish the

most effective method for reducing depressive symptoms in adolescence.

Educational Psychologists could incorporate the cognitive behavioural and

interpersonal principles of the RAP intervention in systemic ways of working, in order

to build capacity within schools to meet the mental health needs of their pupils. A

potential way to achieve this could be to explore the effectiveness of RAP-T and the

influence of school connectedness in reducing pupils’ depressive symptoms.
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Appendix A

Articles excluded at full text screening

Excluded Studies at Full Text Exclusion Criteria
1 Gilmore, L., Campbell, M., & Shochet, I. (2016). Adapting

Evidence-Based Interventions for Students With
Developmental Disabilities. Journal of Psychologists &
Counsellors in Schools, 26(2).

4. Not an empirical
study, this article
was a review of
other studies.

2 Shochet, I. M., Saggers, B. R., Carrington, S. B., Orr, J. A.,
Wurfl, A. M., Duncan, B. M., & Smith, C. L. (2016). The
Cooperative Research Centre for Living with Autism (Autism
CRC) conceptual model to promote mental health for
adolescents with ASD. Clinical child and family psychology
review, 19(2), 94-116.

4. Not an empirical
study as it was
incomplete,
reporting a proof-
of-concept
predictive account.

3 de la Haye, L. (2011). Relationship of engagement and
outcome in a cognitive-behavioral initiative for depression
prevention with adolescent girls. Dissertation Abstracts
International: Section B: The Sciences and Engineering. US:
ProQuest Information & Learning.

8. As a thesis, this
was not a peer
reviewed journal
article.

4 Wolfe, V. V., Dozois, D. J., Fisman, S., & DePace, J. (2008).
Preventing depression among adolescent girls: Pathways
toward effective and sustainable programs. Cognitive and
Behavioral Practice, 15(1), 36-46.

4. Not an empirical
study as analyses
were incomplete.

5 Shochet, I. M., & Ham, D. (2004). Universal school-based
approaches to preventing adolescent depression: Past
findings and future directions of the Resourceful Adolescent
Program. International Journal of Mental Health Promotion,
6(3), 17-25.

4. Not an empirical
study, this article
was a review of
other studies.

6 Muris, P., Bogie, N., & Hoogsteder, A. (2001). Effects of an
early intervention group program for anxious and depressed
adolescents: A pilot study. Psychological Reports, 88(2),
481-482.

3. This study did
not have a control
group.

7 Pössel, P., Martin, N. C., Garber, J., & Hautzinger, M.
(2013). A randomized controlled trial of a cognitive-
behavioral program for the prevention of depression in
adolescents compared with nonspecific and no-intervention
control conditions. Journal of counseling psychology, 60(3),
432.

1. This study was
evaluating the
LARS and LISA
intervention, not
RAP.

8 Bieling, P. J., & Grant, D. A. (2007). Toward Bridging the
Science and Practice of Depression Prevention: What Can
We Learn From Cognitive Vulnerability?. Canadian
Psychology, 48(4), 240.

4. Not an empirical
study, this article
was a review of
other studies.
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9 Australian Early Intervention Network for Mental Health in
Young People, B. A. (1998). AusEinetter, 1998. AusEinetter.

4. Not an empirical
study, this was a
newsletter
reviewing other
studies.

10 Mendelson, T., & Tandon, S. D. (2016). Prevention of
depression in childhood and adolescence. Child and
adolescent psychiatric clinics of North America, 25(2), 201-
218.

4. Not an empirical
study, this article
was a review of
other studies.

11 Shochet, I. M., Montague, R., & Ham, D. (2002). The
resourceful adolescent program: A universal approach to the
prevention of depression in adolescents. International
perspectives on child and adolescent mental health, 2, 213-
235.

4. Not an empirical
study, this article
was a review citing
other studies.

12 Shochet, I. M., Wurfl, A., & Hoge, R. (2004). The resourceful
adolescent program, working with teenagers in Queensland,
Australia In S. Saxena & P. J. Garrison (Eds.), Mental Health

Promotion: Case Studies from Countries (pp.10-12). Geneva,
Switzerland: World Federation for Mental Health and the
World Health Organization.

4. Not an empirical
study, this article
was a review citing
other studies.
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Appendix B

‘Mapping the Field’ – Overview of Included Studies

Study Research
Design

Demographics of the
Sample

Intervention and Control
Groups

Outcome Measures and Key Findings

Rose et
al.
(2014)

 Group
based:
3 groups

 Cluster
randomised
control trial
(RCT)

Total Sample Size:210
Intervention Size:64
Control Group Size:80
Gender: 44% female,
56% male
Age: 9-14 years
Ethnicities: 64.8%
Caucasian, 17.1% Asian,
11.4% Asian, 3.3%
Middle Eastern
Site of implementation:
4 single sex private
schools in Australia, 2 of
high SES, 2 of middle
SES
Facilitators: graduate
students in doctoral-level
clinical training

 Group 1: RAP-placebo
(relaxation and group
discussions)

 Group 2: RAP-PIR (RAP
followed by Peer
Interpersonal
Relatedness Program)

 Group 3: Control
(assessment only)

 RAP delivered as per
manual – 11 sessions,
40-50 minutes

 T1-T2 compared RAP
delivered in group 1 and
2 with 3.

 T3 and T4 additionally
included a placebo PIR
and were not used in this
review.

 Used the RADS II and CDI

 Found no significant results between
RAP and depressive symptoms.

 The RAP-PIR group was effective in
reducing depressive symptoms.

 RAP-PIR group had a higher mean of
depressive symptoms initially, not
controlled.

 Although the study did not analyse
RAP independently, the control was
found to be just as good if not better
than RAP placebo.

Harnett
&
Dadds
(2004)

 Group
based: 2
groups

 Non
randomised

Total Sample Size: 212
Intervention Size:96
Control Group Size:116
Gender: 100% female
Age: 12-16 years
Ethnicities: Majority
Anglo Saxon, small

 Group 1: RAP at school
A

 Group 2: control group
(assessment only) at
school B

 The groups were not randomly
assigned or matched so were
significantly different for depressive
symptomology at pre intervention,
therefore the analysis was conducted
on post to follow up data with pre
intervention as covariates. This
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Study Research
Design

Demographics of the
Sample

Intervention and Control
Groups

Outcome Measures and Key Findings

percentage Asian and
Polynesian
Site of implementation:
2 girls’ private schools in
Australia, majority of
pupils middle to high SES
Facilitators: school staff

analysis found RAP does not
significantly decrease depressive
symptomology.

 Teachers’ perceptions of the
programme were also measured,
which suggested that fidelity to
manual decreased 30% over time.

Shochet
et al.
(2001)

 Group
based: 2
groups

 Non
randomised

Total Sample Size:242
Intervention Size:68
Control Group Size:118
Gender: 53.46% female,
46.54% male
Age: 9-14 years
Ethnicities: Majority
Anglo-Saxon
Site of implementation:
One secondary school in
Australia, low to middle
SES
Facilitators: range of
graduate psychology
students to clinicians

 Group 1: RAP-A
(adolescents) group in
year 9 in 1996

 Group 2: RAP-F (family)-
parents invited to 3
sessions as well as
pupils receiving RAP-A
in year 9 in 1996 (not
considered for this
review)

 Group 2: Adolescent
Watch (control group of
assessment only) in year
9 in 1997

 The participants were not randomised
into groups although did not
significantly differ at pre intervention
for depression. Due to implementation
over two different terms, the groups
did differ in age.

 RAP–A and RAP–F groups were
combined for clinical significance
analyses, which showed a reduction in
clinical levels of depression on the
CDI and BHS, but not the RADS.

Stallard
et al.
(2013)

 Group
based: 3
groups

 Cluster
randomised
control trial

Total Sample Size:5030
(28 year groups)
Intervention Size:1753
Control Group 1
Size:1604
Control Group 2 Size:
1673

 Group 1: Personal Social
and Health Education
(PSHE) as usual

 Group 2: PSHE with
attention control (with 2
additional facilitators)

 Group 3: RAP-UK in the

 Analysis of all pupils found no
significant difference on the SMFQ
between RAP and PSHE in reducing
depressive symptomology.

 For a proportion of high-risk pupils
(defined by high scores on SMFQ at
pre intervention), RAP was found to
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Study Research
Design

Demographics of the
Sample

Intervention and Control
Groups

Outcome Measures and Key Findings

Gender: 49.05% female,
50.95% male
Age: Average 13.9 –
14.1 years (Year 8-11)
Ethnicities: 85.5% white,
14.5 non-white
Site of implementation:
8 secondary schools in
the UK, 11.2% eligible for
free school meals
Facilitators: 39
psychology assistants

place of PSHE
 RAP-UK is an adaptation

which maintains the
content of RAP but has a
different structure and
delivery method of 9
sessions of 50-60
minutes

have a slightly harmful effect at 12
months when the imbalance in
participants at pre intervention was
controlled for.

 For the high-risk group, analysis of the
RCADS showed a reduction in
depressive symptomology at 12
months.

 A cost effective analysis determined
that PSHE is cheaper for preventing
depression than RAP and the PSHE
attention control.

 Average pupil ratings on a 10-point
scale indicated that they preferred
PSHE (5.06) to RAP (4.38) and
attention control PSHE (4.33). The
authors considered all PSHE groups
were viewed negatively.

 ‘Almost half’ of the facilitators reported
that they did not feel RAP would
improve mental health and that
around half of the pupils did not
engage with the intervention.

Rivet-
Duval et
al.
(2011)

 Group
Based: 2
groups

 Completely
randomised
design

Total Sample Size: 160
Intervention Size: 80
Control Group Size: 80
Gender: 50% male, 50%
female
Age: 12 – 16 years (Year
7 and year 9)

 Group 1: RAP
 Group 2: control (waitlist)
 Group 1 and 2 both ran

in each school, with year
7s in the girls’ school
and year 9 in both
schools in 2003 and year

 Found the RAP group RADS-2 scores
decreased at post but not at 6-month
follow-up.

 Increased positive self-esteem and
coping skills were found at post and
follow up. The authors suggest RAP
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Study Research
Design

Demographics of the
Sample

Intervention and Control
Groups

Outcome Measures and Key Findings

Ethnicities: 97.5%
Mauritian
Site of implementation:
Two single sex private
schools in Mauritius
Facilitators: 8 teachers
from each school

7s in the boys’ school in
2004.

 RAP followed the
manual and was
delivered in English

should be seen as promoting positive
mental health rather than preventing
negative mental health.

Merry et
al.
(2004)

 Group
based: 2
groups

 Completely
randomised
design

Total Sample Size:392
Intervention Size:192
Control Group Size:172
Gender: 52% female,
48% male
Age: 13-15 years
Ethnicities: 58.8%
Pakeha, 27.1% Maori,
14.1% other
Site of implementation:
2 schools in New
Zealand, one in a ‘middle
class’ area and the other
in a lower SES area
Facilitators: Teachers
from each school

 Group 1: RAP-Kiwi
 Group 2: Placebo (arts

and crafts with a ‘fun’
focus, without cognitive
elements of RAP)

 RAP-Kiwi is an
adaptation of the
language and cartoons
of the programme but
maintains the same
structure as RAP-A.

 The RAP-Kiwi group showed a
reduction in depressive symptoms on
the BDI-II and RADS at post-test,
using a one-tailed t-test. A clinical
benefit analysis showed a risk
reduction of 3% for depression.

 At follow-up to 18 months, the scores
were lower for the RAP-Kiwi group on
the RADS, but not the BDI-II.

 Depression scores of the placebo
group also fell at post-test.

 Evidence of pupils’ blinding to groups
as only 11% of pupils guessed
whether they were in the intervention
or control group correctly.
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Appendix C

Weight of Evidence Judgements for Included Studies

Gough’s (2007) Weight of Evidence Framework was used to critically review the
studies included in this review through methodological quality (WoE A),
methodological relevance (WoE B) and topic relevance (WoE C) which were
averaged to give an overall weighting (WoE D). The average weightings of WoE A,
B, C and D for each study can be found in Table 4 in the critical review section of the
main text.

Methodological Quality (WoE A)

Kratochwill’s (2003) coding protocol for group-based designs was used to assess
methodological quality (WoE A) following the coding manual excepting the excluded
sections, which can be found in appendix D.

The six key features of WoE A can be found in the tables below, each was rated with
a score of 0 (none), 1 (low), 2 (medium) or 3 (high), an average of which was taken
for each study to provide a WoE A. All criteria are taken from ratings in Kratochwill
(2003).

1. Measurement

Weighting Criteria

High
 Primary outcome measures have >=.85 reliability coefficients, and
 Data collected was by multi-method (at least two methods such as

self-report questionnaires or observations) and multi-source (at
least two sources such as parents and pupils), and

 Rationale provided for using measures.

Medium
 Primary outcome measures have >=.70 reliability coefficients, and
 Data collected either by multi-method or multi-source, and
 Validity not necessary.

Low
 Primary outcome measures have >=.50 reliability coefficients, and
 Data collected either by multi-method or multi-source, and
 Validity not necessary.

2. Comparison Group

Weighting Criteria

High

 Active comparison group implemented and,
a) Group equivalence reported (preferably through random

assignment control groups or statistical matching) and,
b) Counterbalanced change agents (either through balancing the

facilitators of the programme through conditions or through
statistical analysis to control for this) and,

c) Equivalent mortality (where there are no important differences
between those that remain or withdraw from study) and low
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attrition throughout time points (<20% attrition for post and <30%
attrition for follow-up)

Medium
 A “no intervention group” implemented and,
 Two of criteria a), b) or c) met and,
 If c) is not met, analysis shows no between group difference.

Low
 Comparison group and,
 One of criteria a), b) or c) met and,
 If c) is not met, analysis shows no between group difference.

3. Educational/Clinical Significance

Weighting Criteria

High
 Three of four criteria met either at post or follow up:

a) Positive change in diagnostic information (on diagnostic
measures)

b) Positive change in clinical improvement (on clinical
measures)

c) Positive subjective evaluation of behaviour change
d) Positive change in behaviour compared to norms

Medium  Two criteria of a) to d) met

Low  One criteria of a) to d) met

4. Implementation Fidelity

Weighting Criteria

High

 Acceptable fidelity (manual content and concepts followed,
frequency and duration of sessions maintained) and at least
two of:
a) Continuing supervision
b) Coded sessions
c) Recorded sessions
d) Manualised delivery of either written materials or formal

training
 Adaptation to intervention clearly described

Medium  Acceptable fidelity and at least one criteria of a) to c) met, as
well as d)

Low  Acceptable fidelity and at least one of a) to c) or d)

5. Site of Implementation

Weighting Criteria
High  State-funded school setting
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Medium  Private school setting

Low  Non-school setting

6. Follow up Assessment

Weighting Criteria

High
 More than one follow up time points, and
 Majority of sample available for follow up (greater than or equal

to 70%), and
 Similar measures used.

Medium
 One follow up assessment and,
 Moderate sample available for follow up (i.e. greater than or

equal to 30% and less than 69%), and
 Similar measures used.

Low  One or no follow up assessment and,
 Minority of sample available for follow up (i.e. less than 30%)

Methodological Relevance (WoE B)

Gough’s (2007) weight of evidence framework was used to determine the
methodological relevance (WoE B) of each study in evaluating the effectiveness of
the RAP intervention to reduce depressive symptomology. For the purposes of this
review, the studies will receive a higher rating if:

 Complete randomisation (to intervention or comparison groups) was
implemented and analysis established the groups were similar, which
removes the potential for selection bias (Barker, Pistrang, & Elliott, 2015).

 An active comparison group (a group which was also an intervention) was
used, as this is more likely to control for non-specific processes, which have
been found in previous research to account for up to 50% of the effects of
CBT programmes (Baskin, Tierney, Minami, & Wampold, 2003). The
comparison group should also be treated equally to the intervention group, in
terms of timings and assessment (Barker, Pistrang, & Elliott, 2016).

 Data was collected over several time points, as the reduction of depressive
symptoms will have more importance if it is found to be maintained over time.

The table below details the criteria, two of three of which need to be met for each
study to be rated with high (3), medium (2) or low (3) weighting for WoE B. Two of
the three criteria are required for each rating as they represent a minimum standard
for the methodological relevance, based upon requirements for randomisation, group
equivalence, comparison groups and multiple data time points in the Kratochwill
coding protocol (2003).
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Weighting Criteria

High
 Completely randomised design (participants are randomly

assigned to intervention or comparison groups) with group
equivalence established

 An active comparison group (a comparison group which is also
an intervention rather than a wait list) used

 Data collected over at least 3 time points

Medium
 Cluster (groups of participants are randomised to intervention or

comparison group) or block (participants are matched or blocked
on a characteristic and then randomised to group) randomisation
design

 A comparison group is used
 Data collected over at least 2 time points

Low
 No randomisation
 No comparison group is used
 Data collected over at least 2 time points

Topic Relevance (WoE C)

Gough’s (2007) framework was also used to assess the topic relevance (WoE C) of
the included studies, which rates the relevance of the topic of each study in
evaluating the effectiveness of the RAP intervention to reduce depressive
symptomology. The studies received a higher rating if:

 The manual for RAP was closely followed, in that the programme content,
concepts, frequency and duration of sessions were maintained. It is also
important that any adaptations were clearly described. The rationale is that
the manual standardises the intervention across its delivery. If the manual is
not followed, assessing the specific effects of the intervention is undermined
(Kratochwill, 2003).

 Any interventions received by participants simultaneously to the intervention
were clearly described. This is important for this review as some participants
were referred onto other services for further intervention due to elevated
depressive symptomology at pre intervention, which may cause a
confounding variable for the results of the RAP intervention.

 The demographics of the sample should be clearly described and
representative of wider populations, in order for the effectiveness of the RAP
intervention to be generalisable. In particular, where pupils have attended
mainstream schools this will be most applicable to the majority of schools
(Kratochwill, 2003).

The table below details the criteria, two of three of which needed to be met for the
study to be rated with high (3), medium (2) or low (3) weighting for WoE C. Measures
of Kratochwill (2003) have been extended to support this judgement, which provide
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higher ratings of evidence for studies which use manualised interventions, no
concurrent exposure to other interventions and use of mainstream school samples.

Weighting Criteria

High

 Fidelity checks showed the RAP manual was followed closely.
 Participants received no other interventions simultaneously to the

RAP intervention.
 The sample demographics were clearly described and were

representative of wider populations e.g. from a mainstream school
setting.

Medium

 Fidelity checks showed the RAP manual was followed adequately
and adaptations to the RAP manual were clearly explained.

 Any interventions participants simultaneously received to the RAP
intervention were clearly described.

 Sample demographics were clearly described, but were less
representative of wider populations e.g. participants attended a
private school.

Low

 The RAP manual was not followed closely and adaptations were
not clearly explained.

 Participants are likely to have simultaneous interventions to the
RAP intervention which were not clearly described.

 Sample demographics were not clearly described and participants
were less representative of wider populations.

Overall Weighting (WoE D)

The overall weight of evidence (WoE D) was developed by averaging the ratings for
WoE A, B and C. For a study to be rated as ‘High’ for WoE D, this required a score
of 2.5 and above. A rating of ‘Medium’ required a score of 1.5 to 2.4 and a rating of
‘Low’ required a score of equal to or less than 1.4.
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Appendix D

Excluded sections from the Kratochwill (2003) Coding Protocol for group-based
design.

Excluded Section Rationale
Qualitative research methods (B7 to B8) This review does not include qualitative

studies

Primary/Secondary Outcomes (C1 to D) The findings of the studies were
analysed through effect sizes in this

review.

Identifiable Components (E1 to E7) As above, the findings were analysed
through effect sizes.

Replication (G1 to G3) The included studies were not exact
replications of previous studies.

Site of Implementation: Non-school site
(H2 to H11)

The included studies were all school-
based interventions.

Participant Characteristics (A2 & A4) Already described in the mapping the
field table in Appendix B
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Appendix E

See below for an example of a completed Kratochwill (2003) coding protocol for a
Group-Based design used for the six studies included in the review.

Coding Protocol: Group-Based Design

Domain: School- and community-based intervention programs for social and behavioral problems

Academic intervention programs

Family and parent intervention programs

School-wide and classroom-based programs

Comprehensive and coordinated school health services

Name of Coder(s): Date:12/02/2017

Full Study Reference in APA format: Merry, S., McDowell, H., Wild, C. J., et al (2004).
A randomized placebo-controlled trial of a school-based depression prevention program.
Journal of the American Academy of Child and Adolescent Psychiatry, 43, 538-547.

Intervention Name (description from study): Resourceful Adolescent Program

Study ID Number (Unique Identifier): RW 14

Type of Publication: (Check one)

Book/Monograph

Journal article

Book chapter

Other (specify):

X

X
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I. General Characteristics

A. General Design Characteristics

A1. Random assignment designs (if random assignment design, select one of the following)

A1.1 Completely randomized design

A1.2 Randomized block design (between-subjects variation)

A1.3 Randomized block design (within-subjects variation)

A1.4 Randomized hierarchical design

A1.5 Cluster randomized design

A2. Nonrandomized designs (if nonrandom assignment design, select one of the
following)

A2.1 Nonrandomized design

A2.2 Nonrandomized block design (between-participants variation)

A2.3 Nonrandomized block design (within-participants variation)

A2.4 Nonrandomized hierarchical design

A2.5 Optional coding of Quasi-experimental designs (see Appendix C)

A3. Overall confidence of judgment on how participants were assigned (select one of the
following)

A3.1 Very low (little basis)

A3.2 Low (guess)

A3.3 Moderate (weak inference)

A3.4 High (strong inference)

A3.5 Very high (explicitly stated)

A3.6 N/A

A3.7 Unknown/unable to code

B. Statistical Treatment/Data Analysis (answer B1 through B6)

B1. Appropriate unit of analysis yes no

B2. Familywise error rate controlled yes no N/A

B3. Sufficiently large N yes no

Statistical Test: one tailed t test

_ level: .05

ES: Medium

N required: 64 per group (t-test)

X

X

X

X

X
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B4. Total size of sample (start of the study): 392N

B5. Intervention group sample size: 192N

B6. Control group sample size: 172N

For studies using qualitative research methods, code B7 and B8

B7. Coding

B7.1 Coding scheme linked to study’s theoretical-empirical basis (select one) yes no

B7.2 Procedures for ensuring consistency of coding are used (select one) yes no

Describe procedures: _________________________________

Describe process: ____________________________________________

C. Type of Program (select one)

C1. Universal prevention program

C2. Selective prevention program

C3. Targeted prevention program

C4. Intervention/Treatment

C5. Unknown

D. Stage of the Program (select one)

D1. Model/demonstration programs

D2. Early stage programs

D3. Established/institutionalized programs

D4. Unknown

E. Concurrent or Historical Intervention Exposure (select one)

E1. Current exposure

E2. Prior exposure

E3. Unknown

B7.3 Progression from abstract concepts to empirical exemplars is clearly articulated (select one)

B8. Interactive process followed (select
one) yes no

X

X

X
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II. Key Features for Coding Studies and Rating Level of Evidence/ Support

(3=Strong Evidence 2=Promising Evidence 1=Weak Evidence
0=No Evidence)

A. Measurement (answer A1 through A4)

A1. Use of outcome measures that produce reliable scores for the majority of primary
outcomes. The table for

Primary/Secondary Outcomes Statistically Significant allows for listing separate outcomes
and will facilitate

decision making regarding measurement (select one of the following)

A1.1 Yes

A1.2 No

A1.3 Unknown/unable to code

A2. Multi-method (select one of the following)

A2.1 Yes

A2.2 No

A2.3 N/A

A2.4 Unknown/unable to code

A3. Multi-source (select one of the following)

A3.1 Yes

A3.2 No

A3.3 N/A

A3.4 Unknown/unable to code

A4. Validity of measures reported (select one of the following)

A5.1 Yes validated with specific target group

A5.2 In part, validated for general population only

A5.3 No

A5.4 Unknown/unable to code

Rating for Measurement
(select 0, 1, 2, or 3): 3 2 1 0

B. Comparison Group

B1. Type of Comparison Group
(select one:)

X

X

X

X

X
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B1.1 Typical contact

B1.2 Typical contact (other) specify:

B1.3 Attention placebo

B1.4 Intervention elements placebo

B1.5 Alternative intervention

B1.6 PharmacotherapyB1.1

B1.7 No intervention

B1.8 Wait list/delayed intervention

B1.9 Minimal contact

B1.10 Unable to identify comparison group

Rating for Comparison Group
(select 0, 1, 2, or 3): 3 2 1 0

B2. Overall confidence rating in judgment of type of comparison group (select one of the following)

B2.1 Very low (little basis)

B2.2 Low (guess)

B2.3 Moderate (weak inference)

B2.4 High (strong inference)

B2.5 Very high (explicitly stated)

B2.6 Unknown/Unable to code

B3. Counterbalancing of Change Agents (answer B3.1 to B3.3)

B3.1 By change agent

B3.2 Statistical

B3.3. Other - None

B4. Group Equivalence Established (select one of the following)

B4.1 Random assignment

B4.2 Posthoc matched set

B4.3 Statistical matching

B4.4 Post hoc test for group equivalence – no significant differences between groups

B5. Equivalent Mortality (answer B5.1 through B5.3)

B5.1 Low Attrition (less than 20% for Post)

X

X

X

X

X

X
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B5.2 Low Attrition (less than 30% for follow-up)

B5.3 Intent to intervene analysis carried out

Findings “all analyses were on an ‘intent to treat’ basis” (p541)

C. Primary/Secondary Outcomes Are Statistically Significant

C1. Evidence of appropriate statistical analysis for primary outcomes (answer C1.1 through C1.3)

C1.1 Appropriate unit of analysis (rate from previous code)

C1.2 Familywise/experimenterwise error rate controlled when applicable (rate
from previous code)

C1.3 Sufficiently large N (rate from previous code)

C2. Percentage of primary outcomes that are significant (select one of the following)

C2 C2.1 Significant primary outcomes for at least 75% of the total primary
outcome measures

for each key construct

C2.4 Significant primary outcomes for between 50% and 74% of the total
primary outcome

measures for each key construct
C2.3 Significant primary outcomes for between 25% and 49% of the total

primary
outcome measures for any key construct

Rating for Primary Outcomes Statistically Significant (select 0, 1, 2, or 3): 3 2 1
0

C3. Evidence of appropriate statistical analysis for secondary outcomes (answer C3.1 through C3.3)
C3.1 Appropriate unit of analysis
C3.2 Familywise/experimenterwise error rate controlled when applicable (rate from previous code)
C3.3 Sufficiently large N (rate from previous code)

C4. Percentage of secondary outcomes that are significant (select one of the following)

C4.1
C4.2 Significant secondary outcomes for between 50% and 74% of the total secondary outcome

measures for each
key construct
C4.3 Significant secondary outcomes for between 25% and 49% of the total secondary outcome

measures for any key
construct
Rating for Secondary Outcomes Statistically Significant (select 0,
1, 2, or 3): 3 2 1 0

C5. Overall Summary of Questions Investigated

C5.1 Main effect analyses conducted (select one) yes no

C5.2 Moderator effect analyses conducted (select one) yes no

Specify results: _________________________________________________________

X

X
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C5.3. Mediator analyses conducted (select one) yes no

Specify results: _________________________________________________________

C. Primary/Secondary Outcomes Statistically Significant (only list p ≤ .05) 
(list primary outcomes first in alphabetical order, followed by secondary outcomes in alphabetical order)

Outcome Primary vs
Secondary

Who
Changed

What
Changed

Source Treat
ment
Info.

Outcome
Measure

Used

Reliability ES (1)

Outcome
1

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Outcome
2

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Outcome
3

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Outcome
4

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Null Findings/Negative Outcomes Associated with the Intervention (listed alphabetically by
outcome)

Outcome Primary vs
Secondary

Who
Changed

What
Changed

Source Treat
ment
Info.

Outcome
Measure

Used

Reliability ES (1)

Outcome
1

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Outcome
2

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Outcome
3

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown

Outcome
4

Primary
Secondary
Unknown

Child
Teacher
Parent
Ecology
Other
Unknown

Behaviour
Attitude
Knowledge
Other
Unknown

Self
Parent
Teacher
Observation
Test
Other
Unknown
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Type of Data Effect Size is Based On Confidence Rating in ES Computation

(check all that apply) (select one of the following)

Means and SDs Highly estimated (e.g., only have N p value)

t - value or F – value Moderate estimation (e.g., have complex but complete statistics)

Chi-square (df = 1) Some estimation (e.g., unconventional statistics that require

Frequencies or proportions (dichotomous) conversion)

Frequencies or proportions (polytomous) Slight estimation (e.g., use significance testing statistics rather

Other (specify): than descriptives)

Unknown No estimation (e.g., all descriptive data is present)

D. Educational/Clinical Significance
Outcome
Variable

Pretest Posttest Follow up

D1. Categorical
Diagnosis Data

Diagnostic
information
regarding inclusion
into the study
presented
Yes

Positive change in
diagnostic criteria
from pre to posttest

Yes

Positive change in
diagnostic criteria
from posttest to
follow up

Unknown
D2. Outcome
Assessed via
continuous
Variables

Positive change in
the percentage of
participants showing
clinical improvement
from pre to posttest

Yes

Positive change in
percentage of
participants showing
clinical improvement
from posttest to
follow up
Unknown

D3. Subjective
Evaluation:
The importance
of behaviour
change is
evaluated by
individuals in
direct contact
with participant

Importance of
behaviour change is
evaluated

Yes

Importance of
behaviour change
from pre to posttest
is evaluated
positively by
individuals in direct
contact with the
participant

No

Importance of
behaviour changed
from posttest to
follow up is
evaluated positively
by individuals in
direct contact with
the participant
Unknown

D4. Social
Comparison:
Behaviour of
participants at
pre, post, follow
up is compared
to normative data

Participant’s
behaviour is
compared to
normative data

No

Participant’s
behaviour has
improved from pre to
posttest when
compared to
normative data
Unknown

Participant’s
behaviour has
improved from
posttest to follow up
when compared to
normative data

Unknown

Rating for Educational/Clinical Significance (select 0, 1, 2, or 3): 3 2 1 0
X



Doctorate in Educational and Child Psychology Emma Watson

48

E. Identifiable Components (answer E1 through E7)

E1. Evidence for primary outcomes (rate from previous code): 3 2 1 0

E2. Design allows for analysis of identifiable components (select one) yes no

E3. Total number of components

E4. Number of components linked to primary outcomes: unknown

Additional criteria to code descriptively:

E5. Clear documentation of essential components (select one) yes no

E6. Procedures for adapting the intervention are described in detail (select
one) yes no

E7. Contextual features of the intervention are documented (select one) yes no

Rating for Identifiable Components (select 0, 1, 2, or 3): 3 2 1 0

F. Implementation Fidelity

F1. Evidence of Acceptable Adherence (answer F1.1 through F1.3)

F1.1 Ongoing supervision/consultation

F1.2 Coding intervention sessions/lessons or procedures

F1.3 Audio/video tape implementation (select F1.3.1 or F1.3.2):

F1.3.1 Entire intervention
F1.3.2 Part of intervention

F2. Manualization (select all that apply)

F2.1 Written material involving a detailed account of the exact procedures and
the sequence in

which they are to be used

F2.2 Formal training session that includes a detailed account of the
exact procedures and

the sequence in which they are to be used

F2.3 Written material involving an overview of broad principles and a description
of the intervention

phases

F2.4 Formal or informal training session involving an overview of broad
principles and a description

of the intervention phases

F3. Adaptation procedures are specified (select one) Yes no unknown

X

X

X

X

X

X

X

X
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Rating for Implementation Fidelity (select 0, 1, 2, or 3): 3 2 1 0

G. Replication (answer G1, G2, G3, and G4)

G1. Same Intervention

G2. Same Target Problem

G3. Independent evaluation

Rating for Replication (select 0, 1, 2, or 3): 3 2 1 0

H. Site of Implementation

H1. School (if school is the site, select one of the following options)

H1.1 Public

H1.2 Private

H1.3 Charter

H1.4 University Affiliated

H1.5 Alternative

H1.6 Not specified/unknown

H2. Non School Site (if it is a non school site, select one of the following options)

H2.1 Home

H2.2 University Clinic

H2.3 Summer Program

H2.4 Outpatient Hospital

H2.5 Partial inpatient/day Intervention Program

H2.6 Inpatient Hospital

H2.7 Private Practice

H2.8 Mental Health Center

H2.9 Residential Treatment Facility

H2.10 Other (specify):______________________________

H2.11 Unknown/insufficient information provided

Rating for Site of Implementation (select 0, 1, 2, or 3): 3 2 1 0

X

X

X
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I. Follow Up Assessment

Timing of follow up assessment: specify: 6 and 12 months

Number of participants included in the follow up assessment: 80%

Consistency of assessment method used: specify: consistent

Rating for Follow Up Assessment (select 0, 1, 2, or 3): 3 2 1 0

III. Other Descriptive or Supplemental Criteria to Consider

A. External Validity Indicators

A1. Sampling procedures described in detail yes no

Specify rationale for selection: two schools -year nine from one and year 10 from the
other in consultation with the school

Specify rationale for sample size: Power calculations based on previous studies

A1.1Inclusion/exclusion criteria specified yes no

A1.2 Inclusion/exclusion criteria similar to school practice yes no

A1.3 Specified criteria related to concern yes no

A2. Participant Characteristics Specified for Treatment and Control Group

Participant
s from
Group

Grade/
age

Gen
der

Ethnicity
or multi
ethnic

Race(s) Accultur
ation

Primary
Languag

e

SES Family
Struct

ure

Loca
le

Disa
bility

Functi
onal

Descri
ptors

Control
Group
Parent
Teacher
School
Other
Control
Group
Parent
Teacher
School
Other
Control
Group
Parent
Teacher
School
Other

A3. Details are provided regarding variables that:

A3.1 Have differential relevance for intended outcomes yes no

Specify:

A3.2 Have relevance to inclusion criteria yes no

X

X
X

X

X

X

X

X

X

X

X
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Specify:

A4. Receptivity/acceptance by target participant population (treatment group)

Participants from
Treatment Results General Rating

Group
(What person reported to

have gained from

participation in program)

Child/Student Participants reported benefiting overall

Parent/caregiver from the intervention

Teacher

School Participants reported not benefiting overall

Other from the intervention

Child/Student Participants reported benefiting overall

Parent/caregiver from the intervention

Teacher

School Participants reported not benefiting overall

Other from the intervention

Child/Student Participants reported benefiting overall

Parent/caregiver from the intervention

Teacher

School Participants reported not benefiting overall

Other from the intervention

A5. Generalization of Effects:

A5.1 Generalization over time

A5.1.1 Evidence is provided regarding the sustainability of outcomes after intervention
is terminated yes no

Specify: 6, 12, 18 months

A5.1.2 Procedures for maintaining outcomes are specified yes no

Specify:

A5.2 Generalization across settings

X

X
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A5.2.1 Evidence is provided regarding the extent to which outcomes are manifested in contexts

that are different from the intervention context yes no

Specify: ____________________________________

A5.2.2 Documentation of efforts to ensure application of intervention to other settings yes no

Specify:

Specify:

A5.3 Generalization across persons

Evidence is provided regarding the degree to which outcomes are manifested with participants who are different
than the original group of participants for with the intervention was evaluated

yes no

Specify: ____________________________________

B. Length of Intervention (select B1 or B2)

B1. Unknown/insufficient information provided

B2. Information provided (if information is provided, specify one of the following:)

B2.1 weeks: 11

B2.2 months

B2.3 years

B2.4 other

C. Intensity/dosage of Intervention (select C1 or C2)

C1. Unknown/insufficient information provided

C2. Information provided (if information is provided, specify both of the following:)

C2.1 length of intervention session:

C2.2 frequency of intervention session: once weekly for year 10, twice weekly for year 9

D. Dosage Response (select D1 or D2)

D1. Unknown/insufficient information provided

D2. Information provided (if information is provided, answer D2.1)

D2.1 Describe positive outcomes associated with higher dosage: __________________

A5.2.3 Impact on implementers or context is sustained yes no

X

X

X

X

X

X

X
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E. Program Implementer (select all that apply)

E1. Research Staff

E2. School Specialty Staff

E3. Teachers already in either school

E4. Educational Assistants

E5. Parents

E6. College Students

E7. Peers

E8. Other - psychologists

E9. Unknown/insufficient information provided

F. Characteristics of the Intervener

F1. Highly similar to target participants on key variables (e.g., race, gender, SES)

F2. Somewhat similar to target participants on key variables

F3. Different from target participants on key variables

Unknown

G. Intervention Style or Orientation (select all that apply)

G1. Behavioral

G2. Cognitive-behavioral

G3. Experiential

G4. Humanistic/interpersonal

G5. Psychodynamic/insight oriented

G6. other (specify):___________________

G7. Unknown/insufficient information provided

H.Cost Analysis Data (select G1 or G2)

H1. Unknown/insufficient information provided

H2. Information provided (if information is provided, answer H2.1)

H2.1 Estimated Cost of Implementation:

I. Training and Support Resources (select all that apply)

I1. Simple orientation given to change agents

X

X

X

X
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I2 Training workshops conducted

# of Workshops provided: 2.5
Average length of training: 1 day

Who conducted training (select all that apply)

I2.1 Project Director

I2.2 Graduate/project assistants

I2.3 Other (please specify): research team

I2.3 Unknown

I3. Ongoing technical support

I4. Program materials obtained

I5. Special Facilities

I6. Other (specify):

J. Feasibility

J1. Level of difficulty in training intervention agents (select one of the following)

J1.1 High

J1.2 Moderate

J1.3 Low

J1.4 Unknown

J2. Cost to train intervention agents (specify if known): ______________________

J3. Rating of cost to train intervention agents (select one of the following)

J3.1 High

J3.2 Moderate

J3.3 Low

J3.4 Unknown

X

X

X

X

X
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Summary of Evidence for Group-Based Design Studies

Indicator

Overall Evidence Rating

NNR = No numerical rating

Or

0-3

Description of Evidence

Strong (S)
Promising (P)

Weak (W)
No/limited evidence (N)

or

Descriptive ratings (D)
General Characteristics

General Design Characteristics NNR
Statistical Treatment NNR
Type of Program NNR
Stage of Program NNR
Concurrent/Historical Intervention
Exposure

NNR

Key Features
Measurement 1 P
Comparison Group 2 P
Primary/Secondary Outcomes are
Statistically Significant
Educational/clinical significance 2 P
Identifiable Components
Implementation Fidelity 3 S
Replication
Site of Implementation 3 P
Follow Up Assessment
Conducted

2 S


