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Résumé 

Objectifs : Évaluer la faisabilité, l’acceptabilité et l’impact potentiel d’un programme de groupe 

novateur, d’une durée de cinq semaines, en activation comportementale visant à prévenir la 

dépression chez les adolescents à risque.  Méthodologie : Une étude pilote comportant un devis 

pré-post à été menée dans une école secondaire auprès d’un groupe d’adolescents (N = 9) présentant 

des symptômes dépressifs. Le test non-paramétrique de Wilcoxon Signed Rank a été réalisé pour 

déterminer l’impact potentiel du programme sur les symptômes dépressifs, l’incidence de 

diagnostics de dépression et les changements au niveau du comportement depuis le pré-test 

jusqu’au post-test. Résultats : La faisabilité et l’acceptabilité ont été établis selon la participation 

active, le faible taux d’abandon et la collecte de commentaires positifs colligés.  Quant à l’impact 

potentiel du programme, des différences pré-post significatives ont été détectées suggérant une 

amélioration potentielle chez les participants qui présentaient initialement des symptômes 

dépressifs sous-cliniques. Le niveau de satisfaction pour les activités plaisantes est demeuré élevé, 

malgré une participation moindre aux activités plaisantes. Finalement, les participants ont fait état 

d’une diminution globale de leurs atteintes fonctionnelles.  Un essai contrôlé avec un échantillon 

de plus grande taille est recommandé pour vérifier les résultats. Conclusions : Le programme de 

groupe en activation comportementale pour prévenir la dépression chez les adolescents à risque 

peut s’offrir dans un milieux scolaire, semble être apprécié, faisable et acceptable. Des études 

d’efficacité sont nécessaires pour évaluer l’impact clinique de l’activation comportementale en tant 

que programme de prévention de la dépression chez les adolescents. 

Mots-clés : activation comportementale, prévention, dépression, adolescence, programme de 

groupe 
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Abstract 

Aim: To assess the feasibility, acceptability and potential impact of a novel 5-week group 

Behavioral Activation (BA) prevention program for at-risk adolescents.  Method: A pilot study 

was conducted, using a pre-post design, for one group of adolescents (N = 9) presenting with 

depressive symptoms in a high school.  The nonparametric Wilcoxon signed-rank test was 

conducted to determine the potential impact of the program on depressive symptomatology, the 

incidence of depressive diagnoses and behavior change from pretest to posttest.  Results: 

Feasibility and acceptability were established by the active participation, low drop-out rate, and 

positive comments collected.  As for the potential impact of the program, significant pre-post test 

differences were detected suggesting that participants initially presenting with overall subclinical 

depressive symptoms improved.  Enjoyment of activities remained high despite a reduction in the 

participation of pleasant activities.  Finally, the participants evinced an overall decreased 

impairment in their functioning. A larger controlled trial is warranted to confirm these results. 

Conclusions: The proposed group behavioral activation prevention program for adolescents at risk 

of depression can be offered within a school setting, appears appreciated, feasible and acceptable. 

Efficacy studies are needed to determine to the clinical significance of BA as a prevention program 

for adolescent depression. 

Key words: behavioral activation, prevention, depression, adolescence, group program  
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Introduction 
Depression is a serious mental health disorder affecting adolescents and is the leading cause 

of incapacity among 15 to 44-year old’s in the world today (World Health Organization [WHO], 

2014; Cheung & Dewa, 2006).  In Canada, 15 to 24-years-old have the highest prevalence rates of 

depression of any age group, with a 12-month prevalence of 7% for 12 to 19 years olds (Statistics 

Canada, 2017) and a lifetime prevalence of 11.3% (Pearson, Janz, & Ali, 2013).  Adolescents are 

at high risk of experiencing additional episodes in the future, as adolescent-onset depression tends 

to be recurrent (Avenevoli, Knight, Kessler, & Merikangas, 2008; Garber, Webb, & Horowitz, 

2009).   

Adolescent depression is associated with a number of adverse effects on social development 

and functioning (Werner-Seidler, Perry, Calear, Newby, & Christensen, 2017), including 

substantial impairments in interpersonal, academic, family, physical and psychosocial functioning 

(Jaycox et al., 2009).  For example, there is an increased risk of substance abuse, comorbid 

psychiatric conditions, high-risk sexual behaviors, poor academic and occupational attainment and 

achievement, poor peer relationships and social difficulties, physical health problems, lowered life 

satisfaction, greater adversity, and increased self-harm and suicidal risk (Avenevoli et al., 2008; 

Gladstone & Beardslee, 2009; Horowitz & Garber, 2006; Birmaher et al., 1996; Lewinsohn, Rohde, 

Seeley, Klein, & Gotlib, 2003).  Adolescent depression is also the primary risk factor for suicide, 

the second leading cause of death among 15 to 24-year olds (Statistics Canada, 2017).  

Only 12% of 15-24-year-olds in Canada who suffer from mood disorders consult formal 

mental health services (Statistics Canada, 2014).  Barriers such as stigma, cost of services, and lack 

of trained professionals complexify service seeking behaviors and provision (Singhal, Manjula, & 

Sagar, 2015). Although the aforementioned pertains to diagnosed major depressive disorder, many 

adolescents present with depressive symptoms that do not meet the diagnostic criteria as per the 

Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric 

Association, 2013) and are, thus, considered to be subthreshold depressive symptoms. 

Subthreshold depressive symptoms are highly common in adolescents, with point prevalence rates 

estimated between 2.2% (community sample) and 4.9% (clinical sample) and 12-month prevalence 

rates in community samples estimated between 1% and 9.3%, as per a systematic review (Bertha& 

Balàzs, 2013).  Adolescents who experience subthreshold depressive symptoms are not only at 
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high risk of developing a depressive disorder in the future but they also present with significant 

functional impairments (Bertha & Balàzs, 2013).  Preventative interventions, focusing on 

adolescents with subthreshold depressive symptoms, are needed. 

Since the mid-1990s, multiple programs have been developed with the aim of reducing 

depressive symptoms and preventing the incidence of depressive disorders in adolescents, as well 

as associated negative consequences on psychosocial functioning.  These programs can be divided 

into three types: universal, selective, and indicated prevention programs, the latter two often cited 

under targeted prevention programs (Springer & Phillips, 2006).  Universal prevention programs 

are administered to an identified population regardless of risk levels (Springer & Phillips, 2006). 

Targeted prevention programs are specifically administered to at-risk groups and are divided into 

two categories: (a) selective prevention programs are directed at individuals who present with one 

or more risk factors for the presence of a depressive episode (e.g., family history, genetics, etc.), 

and; (b) indicated prevention programs are directed at individuals who present with the first signs 

of depression, and who are at high-risk of experiencing a depressive episode in the near future 

(Springer & Phillips, 2006; Hetrick et al., 2016; Horowitz & Garber, 2006; Muñoz, Cuijpers, Smit, 

Barrera, & Leykin, 2010).  

Evidence from recent meta-analyses and systematic reviews regarding prevention programs 

for adolescent depression demonstrate that these programs primarily reduce depressive symptoms 

and, in some cases, depressive episodes (Hetrick et al., 2015; 2016).  In a recent meta-analysis of 

83 studies, Hetrick et al. (2016) found that universal prevention programs for adolescent depression 

had statistically significant small effects on self-reported depressive symptoms, yet no statistically 

significant effect on depressive diagnoses.  Targeted prevention programs yielded statistically 

significant small to moderate effects on self-reported depressive symptoms and statistically 

significant small effects on depressive diagnoses (Hetrick et al., 2016).  Thus, Hetrick et al. (2016) 

concluded that targeted prevention programs for depression using a proper attention placebo 

control comparison group show more promise than universal prevention programs.  Similarly, 

Cohen’s (2014) meta-analysis of 82 studies of school-based prevention programs for adolescent 

depression also found that targeted prevention programs yielded overall larger relative effect sizes, 

about four times more, than universal prevention programs. 
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Although most prevention programs for adolescent depression have used cognitive 

behavioral therapy (CBT) strategies (Singhal et al., 2015; Hetrick et al., 2016; Werner-Seidler et 

al., 2017), recent results in depression research suggest that a subcomponent, behavioral activation 

(BA), is an effective treatment in and of itself for depression in adults (Ekers, et al., 2014; Dimidjian 

et al., 2006).  BA interventions focus on behavioral changes via increasing engagement in adaptive 

activities to counter depressive symptoms, while also decreasing engagement in activities that 

maintain or increase depression (Dimidjian, Barrera, Martell, Muñoz, & Lewinsohn, 2011). 

Current BA models include a number of behavioral strategies such as activity scheduling, activity 

monitoring to track mood related to activities, and structuring activities (e.g., in terms of activity 

selection, ranking, and hierarchy); values, mastery, pleasure and goals in activity selection and 

scheduling; problem-solving; identifying and addressing internal and external barriers to activity 

engagement and completion; social skills training; relaxation skills development, and; 

interventions specifically targeting avoidance (Kanter et al., 2010; Dimidjian et al., 2011). To date, 

there is data emerging on the efficacy of BA programs for the treatment of adolescent depression 

(Tindall et al., 2017; McCauley, Schloredt, Gudmundsen, Martell, & Dimidjian, 2016; Pass, 

Lejuez, & Reynolds, 2018), with similar outcome results for BA and CBT programs.  Takagaki et 

al., (2018) implemented a targeted 5-week BA program for entry-level university students with 

subthreshold depression (compared to a control group that received no intervention) and found a 

significant between-group difference on the Beck Depression Inventory (2nd ed.; BDI-II; Beck, 

Steer, & Brown, 1996) at posttreatment (Takagaki et al., 2018).  To our knowledge, no targeted 

(i.e., selective or indicated) BA prevention program for adolescents with subthreshold depression 

exists. 

The purpose of this pilot study was to investigate the feasibility, accessibility and potential 

impact of a novel 5-session group BA indicated prevention program for adolescents at risk of 

depression in a public Canadian high school setting.   

Method 

Design and Procedure  
The present pilot study used a pre-post design. This project was approved by the University 

of Montreal’s research and ethics’ board,  as well as by the Lester B. Pearson School Board’s ethics 

committee, in Montreal, Canada.  Recruitment included tours of four Grade 11 classrooms whereby 
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the project was presented and a parental consent with adolescent assent form (with the researcher’s 

contact information) (see Appendix A) was distributed to those who expressed an interest in 

participating.  The adolescents were informed that screening and participation would be offered on 

a first come, first-serve basis. After written parental consent and adolescent assent was obtained, 

adolescents were screened by a trained psychology doctoral research assistant, in a private office, 

to determine whether they met the eligibility criteria for participation in the study.  

Those meeting inclusion and exclusion criteria, detailed in the next section, answered 

pretest questionnaires and participated in semi-structured diagnostic interviews prior to receiving 

the 5-session group BA prevention program.  Immediately following their participation in the 

program, the same measures were administered again with the addition of a brief semi-structured 

qualitative post-group questionnaire and a brief BA feedback questionnaire (Pass et al., 2018).  

Participants received a small compensation for their time answering the assessments, but not for 

their participation in the 5-session group BA prevention program. 

Participants  
Inclusion criteria consisted of participants being 14 to 18 years old; the presence of 

depressive symptomatology (as per the Center for Epidemiological Studies – Depression Scale 

(CES-D; Radloff, 1977)) with a CES-D score > 20 (Stice, Rohde, Gau, & Ochner, 2004); an interest 

in participating in the study; being currently enrolled in the participating high school, and; not 

currently receiving mental health services.  Exclusion criteria consisted of the participants having 

a previously known diagnosis of major depression, a primary neurodevelopmental disorder (e.g., 

autism spectrum disorder), a language disorder, conduct disorder, substance use disorder, 

oppositional defiant disorder and/or the use of medication for a mood disorder within the past two 

weeks.  Nine participants in total were screened and met the eligibility criteria to qualify for the 

baseline pretest questionnaires and semi-structured diagnostic interview, which they completed.  

Results of the pretest evaluation indicated that two participants (22%) presented with clinical 

depression.  Of note, although the study aimed to recruit participants presenting with subclinical 

depression exclusively, we did include the two participants presenting with clinical depression at 

pretest in the context of this pilot study.  Of these two participants, only one completed the posttest 

evaluation (see Table 1 for participant characteristics). The seven other participants all presented 

with subclinical depressive symptoms at pretest.  
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Measures  

Feasibility 
Feasibility was determined using a participation grid that was completed by the group 

facilitator and that kept track of presence (0 = absent, 1 = partial presence (e.g., was not present 

for the entire session), 2 = complete presence), participation (0 = none, 1 = minimal (only when 

asked), 2 = a lot), and homework completion (0 = no homework completed, 1 = homework partially 

completed, 2 = homework completed). 

Acceptability 
Post-BA group feedback questionnaire. The Brief BA feedback questionnaire (Pass et 

al., 2018) was used to determine acceptability at the end of the 5-session group BA prevention 

program. It is a self-report measure with three forced choice questions about whether participants 

liked the BA approach (1 = really liked it to 5 = really disliked it), whether the participants found 

the BA approach useful (1 = a lot to 5 = not at all), and whether they would recommend the BA 

approach to a friend (1 = absolutely to 5 = absolutely not) (Pass et al., 2018).  Two open-ended 

questions asking the participants to describe what they liked the most and what they liked the least 

about the BA approach were also asked (Pass et al., 2018).   

Post-BA group semi-structured qualitative interview.  Given that this was a pilot study 

of a novel prevention program, a semi-structured qualitative interview was conducted post-group 

with eight open-ended questions pertaining to the participants general appreciation of the program; 

what they liked most and what they liked the least about the program; if they felt the program was 

suited to their needs; what changes they felt resulted from the program (if any); if they saw changes 

in how they act and feel at home, at school, or with peers; whether they experienced any negative 

changes, and; any suggestions to improve the program. 

Potential impact of the program 
Depressive symptoms and diagnoses. In addition to inclusion criteria, the Center for 

Epidemiological Study – Depression Scale (CES-D; Radloff, 1977) was used to evaluate the 

exploratory clinical impact of the prevention program.  The CES-D is a one page, 20-item self-

report measure of depressive symptoms, during the past week, with a maximum total score of 60, 

with higher scores indicating more depressive symptomatology (Radloff, 1977).  The CES-D has 
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good psychometric properties with satisfactory internal consistency (α = .85) and moderate test-

retest reliability (r = .45 – .70) (Radloff, 1977; Chabrol, Montavany, Chouicha & Duconge, 2002).  

Sixteen items assessing major depressive symptoms during the past month and based on the 

Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; American Psychiatric 

Association, 1994) were adapted by Stice et al. (2004) from the depression module of the Kiddie 

Schedule for Affective Disorders and Schizophrenia, Present and Lifetime  (KSADS-PL; Kaufman, 

Birmaher, Brent, Rao, & Ryan, 1996) a semi-structured interview administered by trained 

psychology doctoral research assistants.  The KSADS-PL (Kaufman et al., 1996) is generally 

answered by parents and adolescents, but we only collected data from the adolescent, consistent 

with author studies (Stice et al., 2004). Total scores range from 13-52, with higher scores indicating 

a depressive diagnosis.   Symptoms are rated via a four-point response format (1 = not at all to 4 = 

severe symptoms), with ratings of 3 and 4 suggesting diagnostic levels. The depression module has 

shown good test-retest reliability (k = .63 – 1.00), interrater reliability for depression diagnosis (k 

= .73 – 1.00), internal consistency (⍺ = .68 – .84) and predictive validity for the symptom composite 

(Stice et al., 2010). 

Behavior change. The Behavioral Activation for Depression Scale (BADS; Kanter, 

Mulich, Busch, Berlin, & Martell, 2007) was one measure used to evaluate behavior change via 

behavioral activation. The BADS is a 25-item self-report questionnaire that assesses activation, 

avoidance/rumination, work/school impairment, and social impairment using a six-point response 

format (0 = not at all, 2 = a little, 4 = a lot, 6 = completely) with total scores ranging between 0 

and 150.  A higher total score is indicative of more activation and less avoidance (Kanter et al., 

2007).  Higher scores on avoidance/rumination, work/school impairment and social impairment 

are consistent with the subscale title (Kanter et al., 2007).  The internal consistency of the BADS 

is acceptable (α = 0.79) (Kanter et al., 2007).  We also explored potential behavior change in terms 

of pleasant activities people may have enjoyed during the past 30 days using the Pleasant Events 

Scale (PES; MacPhillamy & Lewinsohn, 1982). The PES consists of 320-items of specific pleasant 

activities people may have done in the past 30 days via a 3-point response format (0 =  this has not 

happened in the past 30 days, 1 = this has happened a few times (1 to 6) in the past 30 days, 2 = 

this has happened often (7 or more) in the past 30 days).  Furthermore, the PES consists of 320-

items on how pleasant the activity was (0 = the event is not pleasant for me, 1 = this event may be 

pleasant for me, 2 = this event is very pleasant for me).  Test-retest reliability was adequate at one-
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month (k = .69 – .88), at 2-months (k = .49 – .79) and at 3 months (k = .50 – .72) (MacPhillamy & 

Lewinsohn, 1982). 

The BA prevention program  
The 5-session group BA prevention program for adolescent depression was developed by 

the authors of this study and faciliated by the first author (see Table 2).  The program includes 

components that are consistently used across BA models: brief explanation of the behavior-mood 

model of depression providing examples of when we do activities based on how we feel vs doing 

planned activities regardless of how we feel. The first four sessions were dedicated to teaching a 

specific BA activity and a strategy each week. The BA activities presented, one each week, were: 

engaging in pleasant activities (Week 1), mastery-based activities (Week 2), and value-based 

activities split into personal value-based activities (Week 3) and relationship value-based activities 

(Week 4).  The strategies presented, one each week, were: planning activities (Week 1), problem-

solving (Week 2), involving supportive people (Week 3) and rewards (Week 4).  We also briefly 

touched upon barriers to completing activities and identifying triggers that can affect participating 

in planned activities, with coping suggestions provided. In-between session work was assigned at 

the end of each session. During the final session (Week 5), relapse prevention and summary tables 

of the entire program were presented and reviewed. 

Results 

Analysis 
Descriptive statistics regarding participant characteristics, feasibility, acceptability, and 

exploratory clinical outcomes (i.e., potential impact) can be seen in Table 1, Table 3 and Table 4. 

Pretest to posttest data were all compared using a non-parametric Wilcoxon signed-ranks test given 

that assumptions for parametric testing (i.e., paired t-tests) were violated (Field, 2013).  A p < .05 

significance level was used.  Because of the exploratory nature of this study, statistical power was 

not calculated to assess specific outcomes. The Pearson’s correlation coefficient r was used to 

calculate effect sizes (.10 = small, .30 = medium, .50 = large) (Kazdin, 2016; Field, 2013).  Of 

note, for the data analyses of the KSADS-PL (Kaufman et al., 1996), we removed the participant 

who presented with clinical depression at pretest but did not complete the posttest evaluations.  
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Feasibility 
On average, the participants attended 3.4 sessions (SD = 1.01) out of five, with 5/9 

participants (56%) attending four or more sessions.  All participants actively participated in all the 

sessions (M = 1.69, SD = 0.37), with regular homework completion (M = 0.99, SD = 0.56). Of note, 

the fourth and fifth sessions took place via videoconference after a three-week pause due to the 

pandemic and resultant government-directed school closures and lockdown. Throughout the course 

of the program, different participants missed the group sessions at different times (most were 

declared sick). Only for the last two sessions, three participants withdrew from the group citing 

new responsibilities as a result of the pandemic.  Six out of nine (66.7%) participants completed 

the posttest evaluations.   

Acceptability 
As per the Brief BA feedback questionnaire (Pass et al., 2018), where a maximum score of 

1 indicates a positive response, the participants reported, on average, that they liked the BA 

approach (M = 1.5, SD = 0.6), that they found it useful (M = 1.3, SD = 0.5) and that they would 

recommend it to a friend (M = 1.3, SD = 0.5).  In response to the open-ended question regarding 

what was liked the most about the prevention program, participants indicated that: the group aspect 

facilitated emotional expression; they felt safe to express emotions; they related to peers in the 

group; they gained a greater understanding of depression and strategies to cope; their feelings were 

validated; they realized they were already engaging in BA, and; they reported benefits to 

participating in value-based activities.  In response to what they liked the least about the program, 

participants indicated: the timing of the group (during school hours); planning out activities 

because of difficulties with follow-through; filling out the questionnaires; not enough one-on-one 

time with the group facilitator; the sessions were not long enough, and; for some, crying in front 

of peers.  Furthermore, six out of nine participants reported that they were happy that the program 

was going to continue, via videoconference, during the pandemic. 

 As per the semi-structured qualitative post-group interviews at posttest, the summarized 

answers are in Table 4 and participants provided information on the changes they noticed from 

participating in the program:  

“I go to the gym more […] go on walks with my mom […] spend quality time with family” 

(Participant 2 [P2]);  
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“the value-based activities had the biggest effect on my everyday life […] because I realize the 

effect it has on me […]” (P3);  

“I’m more conscientious about things I’m doing now due to the activities that aimed to make us 

feel better [and] I’m finding things that make me happy more than before” (P4);  

“I adopted a healthy routine (i.e., get up early, go to gym […])” (P5);  

“it’s easier to organize daily activities now (i.e., school and for fun)” (P7), and;  

“I feel like I actually have something I can do now to make it better” (P9).   

Furthermore, the participants provided input on how to improve the program:  

“start [the] program earlier in the year and make it longer than five sessions” (P2);  

“more one on one time with the facilitator” (P3);  

“[…] no suggestions […] it was fun” (P4);  

“have better questionnaires […] [that are] shorter and more specific” (P5);  

“I would have liked longer sessions […] to discuss what was presented in the group” (P7), and;  

“for me, it definitely helped […] [but] I’m not sure it would help people who think about death or 

who have more severe depression” (P9). 

Potential outcomes 

Depression diagnosis and symptoms  
Table 3 presents pretest and posttest results for the potential outcome measures. No 

significant difference was found for the one-week retrospective depressive symptomatology from 

pretest to posttest, as per the CES-D (Radloff, 1977),  Z = -3.18, p = .750, meaning there was no 

increase or decrease.  However, there was a significant difference in the KSADS-PL (Kaufman et 

al., 1996) from pretest (Mdn = 27.00) to posttest (Mdn = 21.50) indicating overall improvement in 

subclinical depression scores (i.e., no participants presented with clinical depression at posttest), Z 

= -2.21, p = .027, r = - .61 (large effect size).  As described in the analysis section, the participant 

who was removed from the KSADS-PL (Kaufman et al., 1996) data analysis did not change results  

obtained (i.e., data analyses were run with their pretest data and without, to compare, and the 
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significant difference remained).  The one participant who presented with clinical depression at 

pretest and completed the posttest evaluation, was no longer clinically depressed at posttest.  

Therefore, the four-week retrospective subclinical depressive symptoms diminished as per the 

KSADS-PL (Kaufman et al., 1996), but the one-week restrospective depressive symptoms, as per 

the CES-D (Radloff, 1977), did not, although they did not worsen. 

Behavioral change  
There was no significant difference in the total BADS (Kanter et al., 2007) score from 

pretest to posttest, Z = -0.73, p = .463, meaning that behavioral activation did not increase or 

decrease.  As for BADS (Kanter et al., 2007) subscales, only a significant difference (i.e., 

improvement) from pretest (Mdn = 15) to posttest (Mdn = 11.5) was found for the subscale 

work/school impairment, Z = -2.20, p = .028, r = - .61 (large effect size).  

Furthermore, there was a significant difference from pretest (Mdn = 0.72) to posttest (Mdn 

= 0.61) in how often participants were engaging in pleasant activities as per the PES (MacPhillamy 

& Lewinsohn, 1982), indicating that participants were doing fewer pleasant activities at post-test, 

Z = - 2.20, p = .028, r = - .61 (large effect size).   There was no significant difference in how 

enjoyable the participants experienced pleasant activities from pretest to posttest, Z = - 0.94, p = 

.345.  There was a significant difference in the cross-product, (i.e., how often x how pleasant), from 

pretest (Mdn = 0.91) to posttest (Mdn = 0.85) , Z = - 2.21, p = .028, r = - .61 (large effect size).  

The cross-product score, at posttest, indicates that the participants were not engaging in the kinds 

of activities they would potentially enjoy (MacPhillamy & Lewinsohn, 1982). 

Discussion 
The aim of this pilot study was to determine the feasibility, acceptability and potential 

impact of a novel 5-session group BA prevention program for adolescents at-risk of depression in 

a Canadian public high school setting.  The recruitment, participation and retention of participants, 

even with the government-directed school closures and lockdown due to the pandemic, 

demonstrate feasibility and acceptability.  The homework completion rates are lower than what 

participants reported doing in between sessions because they did their own BA activities and did 

not document all of them.  This could indicate the importance of having a discussion with the 

participants about the homework and coding of it based on what they are actually doing, not only 
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what they wrote, especially considering that the six participants who completed the posttest 

measures all indicated that they were doing BA activities outside of sessions.  Furthermore, the 

predominantly positive feedback from the participants, the fact that six out of nine participants 

wanted to continue the groups via videoconferencing while they were at home due to the 

government directives regarding school closures and lockdown due to the pandemic, and the 

completion of posttest measures in this context indicate that the program was acceptable to the 

participants. 

The uncontrolled study design does not allow for the possibility of determining the impact 

of the prevention program on any of the potential outcome measures. Furthermore, the pandemic 

added extra noise, limiting the opportunity for outdoor pleasant activities and activities with others, 

for instance.  The results regarding depressive symptoms over the past week (CES-D; Radloff, 

1977) appear to indicate that, overall, participants continued to have depressive symptoms.  Of 

note, at posttest and due to the pandemic, the participants had been informed, the week posttest 

evaluations were completed, that they were not going to have a grad or prom, and were reportedly 

disappointed about this.  Furhermore, seven out of nine participants found out that their Europe trip 

was cancelled the week the posttest evaluation was completed, which could explain why there was 

no significant difference in depressive symptoms over the past week (i.e., as per the CES-D; 

Radloff, 1977). However, participants who had presented with subclinical depressive symptoms 

over the past month at pretest, as per the KSADS-PL (Kaufman et al., 1996), no longer presented 

with subclinical depressive symptoms at posttest, which is statistically significant.  Rather, it seems 

that participants had noted overall improvement over the past month, as assessed at posttest. 

Furthermore, the participant who did present with clinical depression at pretest did not present with 

clinical depression at posttest, rather she presented with sublinical depressive symptoms. These 

results are interesting given that an aim the 5-session group BA prevention program program was 

to prevent depressive disorders in at-risk adolescents. Furthermore, six out of nine participants 

(66.7%) mentioned family conflicts with their parents as a source of their depressive mood (see 

Table 2) and, as per Costello (2002, p. 533), “there is a considerable familial component to unipolar 

depression” and a number of parent and family factors are linked to the risk of depression in youth 

(Sander & McCarty, 2006).  Interestingly, depressive symptoms did not worsen although the 

participants had all been confined with their parents for three weeks at the time posttest measures 

were completed and subclinical depressive symptoms improved significantly since pretest.  In sum, 
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although one-week retrospective depressive symptoms remained stable (as per CES-D; Radloff, 

1977), four-week retrospective subclinical depressive symptoms decreased (as per KSADS-PL; 

Kaufman et al., 1996), even with difficult consequences stemming from the pandemic.  These 

findings lend support for future studies to investigate this program.   

With regards to behavioral change, the improvement in work/school impairment may be 

because the participants were home due to the government directed school closures and lockdown 

in response to the pandemic at the time the posttest measures were completed by the participants, 

therefore such impairments were not a perceived issue at the time.  Furthermore, the decrease in 

how often participants engaged in pleasant activities is possibly linked to the pandemic and the 

government advising people to stay home, as there was no significant decrease in the pleasure they 

experienced from engaging in the pleasant activities. In fact, the significant difference found in the 

cross-product (i.e., how often they did the activities X how pleasurable they experienced them), 

suggests less engagement in potentially pleasurable activities.   This result can indicate that they 

still perceive pleasant activities as quite enjoyable, even though they were not engaging in them at 

the time of posttest.  

In sum, this pilot study demonstrates feasibility and acceptability and appears to engage 

adolescents. It is, however, necessary to evaluate it with a larger sample and with control 

conditions to determine its efficacy as an adolescent depression prevention program. 
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Table 1  

Participant characteristics 

Characteristics  M (SD) or n (%) 

Sex  
Female 
Male 

Age range (years) 
Mean age in years (SD) 

Ethnicity 
Caucasian 
Other 

Clinical depression at pretest 
Subclinical depressive symptoms at pretest 

Medication (ADHD) 
Self-reported history of peer bullying 
Self-reported conflict with parents 
Active suicidal ideation 

 
6 (67%) 
3 (33%) 

16-17 
16.44 (0.53) 

 
6 (67%) 
3 (33%) 

2 (22.2%) 
7 (77.8%) 

1 (11.1%) 
4(44%) 
6 (67%) 

0% 
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Table 2  

BA prevention program: Session titles and content 

Session title   Content  

Session 1: Let’s plan to have fun!  Intro to BA and pleasant activities, planning 
activities in advance, barriers, homework 

Session 2: Doing what I’m good at!  Homework review + recap, mastery-based 
activities, problem-solving, homework 

Session 3: I know what matters to me!  Homework review + recap, personal value-
based activities, involving supportive people, 
homework 

Session 4: I know what matters to me in 
relationships 

 Homework review + recap, relationship value-
based activities, rewards, homework 

Session 5: Moving on, moving 
forward…just keep moving! 

 Homework review + recap, summary of four 
sessions, triggers, relapse prevention 
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Table 3 

Means and standard deviations on outcome variables at pretest and posttest 

Measure 
Pretest (N = 9) Posttest (N = 6) 

M SD M SD 

CES-D 29.56 9.79 27.50 13.50 
KSADS-PL 28.38 5.73 21.83 4.96 

BADS (total) 
   Activation subscale 

Avoidance/Rumination subscale 
Work/school impairment subscale 

Social impairment subscale 

71.33 
22.33 

24.56 
17.67 

6.78 

9.59 
4.56 

13.12 
6.54 

4.65 

65.50 
17.17 

24.33 
11.50 

12.50 

24.92 
7.19 

14.71 
7.50 

8.98 
PES (total) 

   How often? 
How pleasant? 

0.90 

0.71 
1.09 

0.12 

0.13 
0.09 

0.87 

0.59 
1.15 

0.13 

0.09 
0.20 
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Table 4 

Participant likes and dislikes of BA prevention program 

Likes of BA program Dislikes of BA program 

Organizing activities to do outside of sessionsa 

Doing activities outside of sessionsa 

Group formatb 

Group facilitator was understanding, easy to talk toc 

Felt safe in the groupd 

Sessions did not allow enough time for exchangee 

Sessions too short for discussione 

More than five sessions would be bettere 

Missed a favourite classe 

A questionnaire was too long, had irrelevant itemse  

Note. Total respondents, N = 6. 
an = 6. bn = 5. cn = 4. dn = 3. en = 1. 
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Appendix A. Information and Consent Form 

 

 

Project: Behavioural Activation to prevent depression in at-risk adolescents: a pilot feasibility and acceptability study   
Researcher: Tania Lecomte, PhD 
Student researcher: Stephanie Belanger   
 

Information and Consent Form 
  25/09/2019 

 

This project was approved by the  Comité d’éthique de la recherche en éducation et en psychologie de l’Université de 
Montréal. 
Projet no CEREP-19-049-P  Page 1 sur 6 

 
 
 

INFORMATION AND CONSENT FORM 
 

  
Project title:   Behavioural Activation to prevent depression in at-risk 

 adolescents: a pilot feasibility and acceptability study 
 
Researcher:   Tania Lecomte, PhD, full professeur, Département de psychologie, 

Université de Montréal 

 
Student researcher:  Stephanie Belanger, doctoral candidate, Département de 

psychologie, Université de Montréal 

 
Hello! This document was brought home to be given to you by your adolescent and it was also 

emailed to you.  Your adolescent is invited to participate in a research project, with your consent 

first and then their assent. Before accepting, take the time to read and understand this document. 

It presents the participant conditions. Please do not hesitate to ask any questions! 

 

Please note: In this document, “they”, “them” and “their”, refer to your adolescent 

 

*** Note that you can, at any moment, withdraw your child from this project by 
contacting the research team. **** 

 

 

A) INFORMATION FOR PARTICIPANTS 
 

 
1. Research objectives 

 

The aim of this project is to evaluate the feasibility, acceptability, and preliminary effects of a novel 5-
week group Behavioural Activation (BA) prevention program (1hr/week) to improve the well-being 

of adolescents at risk of depression in a high school setting.  Behavioural Activation involves the use of 

behavioural strategies to decrease depressive symptoms and the onset of depressive diagnoses by 

increasing adaptive activity involvement based on engaging in activities that are pleasant, that involve 

a sense a mastery, and that are of value. The evaluation of feasibility will assess whether adolescents 

come to the sessions and participate and whether they use the strategies outside of sessions; the 

evaluation of acceptability will assess whether they were satisfied with the program, what they 

liked/disliked, was it useful and would they recommend it to a friend. The evaluation of preliminary 

effects will assess whether the program decreases depressive symptoms and the onset of a depressive 

disorder and whether it improves overall functioning in the adolescents.   
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This project was approved by the  Comité d’éthique de la recherche en éducation et en psychologie de l’Université de 
Montréal. 
Projet no CEREP-19-049-P  Page 2 sur 6 

2. Participating in the research 

 
The following describes a two-step process of your adolescent’s participation in the research project. 

 

Step One 
 
The students will have to meet specific inclusion and exclusion criteria to be considered for this study:  

 
Inclusion criteria (i.e., “must-have” criteria) 
1) Having elevated depressive symptoms;  

2) Being between 14 and 18 years of age.  

 

Exclusion criteria (i.e., “must not have” criteria) 
1) Do not meet the criteria for clinical depression;  

2) Have not received a diagnosis nor are taking medication for one of the following conditions:   conduct 

disorder, neurodevelopmental disorder, language disorder, substance use disorder, or oppositional 

defiant disorder.  

 

These criteria will be assessed by a screening procedure conducted jointly with school professionals. 

Inclusion criteria regarding depressive symptoms will be evaluated via a brief 20 item questionnaire 

administered to your adolescent and they will have to be between 14 and 18 years old. Exclusion 

criteria will be evaluated in students who meet the inclusion criteria during a meeting with a member 

of the research team. If your adolescent meets the inclusion and exclusion criteria, they will be given 

two options: 1) they will be invited to participate in this research project OR 2) they will be asked if 

they would like to seek alternative mental health services, thereby not participating in this research 

project. If your adolescent wishes to participate in the project, they will proceed to Step Two. 

 

Step Two 
 
Your adolescent’s participation in the research involves:  

 

Part A  
 

They will complete research assessment at three times:  

 

Time 1: pre-intervention (before the Behavioural Activation program starts) (1hr),  

Time 2: post-intervention (right after completion of the Behavioural Activation program, 1.5hrs – extra 

time because of a qualitative interview), and  

Time 3: 3-months post-intervention (3-months after the Behavioural Activation program  

 (1hr)). 

 

The three assessment times will each involve filling out questionnaires (150 items in total) and doing a 

45-minute clinical interview with a research assistant.   
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Suicidal risk: Your adolescent will also be screened for suicidal thoughts at all three assessment times 
and, if they present with active suicidal thoughts, you and the identified school personnel will be 
notified immediately and measures to ensure the safety of your adolescent will be put into place 
immediately. 
 
Part B 
 
Taking part in the Behavioral Activation (BA) prevention program that is under evaluation: 
- 5 weekly group sessions of 1hr/week at school, conducted by a trained doctoral psychology 

student;   
- Structure and format of the Behavioural Activation (BA) sessions:  Each of the first four sessions 

introduces a healthy behaviour and a strategy. 
• Session 1: Healthy behaviour – doing fun activities; Strategy – planning in advance 
• Session 2: Healthy behaviour – doing an activity based on your adolescent’s skills and 

strengths; Strategy – problem-solving 
• Session 3: Health behaviour – doing an activity based on your personal values; Strategy – 

involving others in your activities (e.g., close friends/family); 
• Session 4: Healthy Behaviour – doing an activity based on your relationship values (i.e., 

relationships with others (e.g., family, friends); Strategy – rewarding oneself for engaging in 
healthy behaviours 

• Session 5: Recap and consolidation of learned healthy behaviours and strategies, relapse 
prevention 

  
3. Potential risks and disadvantages 

 
One of the potential disadvantages/risks to your adolescent is that the 5-week Behavioural Activation 
prevention program may take place during lunch one day/week and/or after school so that they do 
not miss class time. 
 
A second potential disadvantage/risk is that they may feel uncomfortable participating in the group 
format of Behavioural Activation prevention program.  Should this be the case, your adolescent will be 
encouraged to speak with the research team at any time and we will determine the best course of 
action to support their needs. They can leave the sessions at any time and they can refuse to answer 
any questions that make them uncomfortable.  If depressive symptoms increase at any time during the 
program, the research team will encourage your adolescent to seek services and will involve any and 
all necessary partners and authorities as indicated.   
 
Finally, a third potential disadvantage/risk is the possibility of stigmatisation if your adolescent divulges 
their involvement in the research.  Stigma refers to the feeling of shame or discredit from others.  To 
avoid this risk, we will work with the school to make sure that your adolescent’s participation in this 
research is not disclosed publicly.  The research team, in consultation with the school personnel, will 
speak with your adolescent in the group about what to say to peers if they are asked about their 
involvement in the research.   
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4. Potential benefits and advantages 
 

This research aims to determine whether the research program is feasible, acceptable and the 

preliminary effects of a 5-week group Behavioural Activation program that is showing promise to help 

adolescents feel better if they have been having depressive symptoms.  As such, participating in this 

program may improve your adolescents’ well-being, decrease their depressive symptoms and decrease 

the onset of a major depressive disorder. However, we cannot guarantee these benefits before we 

obtain research results.    

 

5. Confidentiality  
 

Personal information that your adolescent provides will remain confidential.  Under no circumstances 

will this information be revealed to anybody. Furthermore, your adolescent will be attributed a code 

to preserve their privacy and only the research team (i.e., the principal researcher, co-researchers, and 

research assistants who are associated with this project) will have access to their personal information 

and their code.  Your adolescent’s information will be conserved in a secure location (i.e., locked filing 

cabinet, password protected/encrypted file on computer, coded with a key kept separate) for seven 

years, as per Université de Montréal guidelines. Only the data that does not identify them will be 

conserved after the research is completed. 

 

However, there are limits to confidentiality.  Should your adolescent divulge a situation (1) where their 

safety, security or development are compromised and/or (2) where there is a risk of imminent harm 

to themselves or others, the research team would need to disclose this information to the proper 

authorities (i.e., the school, yourselves and/or the Department of Youth Protection (DYP) and/or 911). 

You would also be immediately informed by the research team. Also, if we find at any time during this 

project that your adolescent has symptoms that reach the level of clinical depression, we will share 

this information with school staff and you, the parents.  

 

6.  Compensation 
 
Your adolescent may receive financial compensation for their participation once they are deemed 

eligible to participate in the 5-week group Behavioural Activation prevention program.  They will 

receive $15 for completing the questionnaires before the 5-week group Behavioural Activation 

prevention program commences and $15 for completing the questionnaires and doing a brief 

qualitative semi-structured interview after they finish the 5-week group Behavioural Activation 

prevention program.  

 

7. Right to withdraw from the research 
 
Participation in this research project is completely voluntary and you and your adolescent can 
refuse to participate in this study at any and all times by contacting the research team. 

Your adolescent also has the right to refuse to participate in this study at any and all times. They may 

decline to answer any questions, and; they may withdraw from the study at any time and for any 

reason without justification or consequence to them or you.  Whether they choose to participate or 
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not will not result in any loss or benefit to which they are otherwise entitled (e.g., a referral to 

appropriate services).  Should you withdraw your consent for your adolescent to participate in the 

research, or should your adolescent withdraw from the study, their data will be destroyed.  Once the 

research is complete all information in the study concerning you and your adolescent can be destroyed, 

at your request and/or at your adolescent’s request.  However, once the publication process for the 

research is underway, it will no long be possible to destroy or retract the analyses and results of your 

data. 
 

For all information related to this project, or to withdraw from this project, please communicate with 

Stephanie Belanger at the following e-mail address: stephanie.belanger.8@umontreal.ca.  

 

For all concerns regarding your rights, your adolescent’s rights or the researchers responsibilities 

concerning your participation in this project, please contact the Comité d’éthique de la recherche en 
éducation et en psychologie by e-mail at cerep@umontreal.ca or by phone at 514 343-6111 extension 

1896 or consult our website at http://recherche.umontreal.ca/participants. 

 

All complaints related to your participation or your adolescent’s participation in this research can be 

addressed to the ombudsman at  

l’Université de Montréal by calling 514 343-2100 or communicating by email at 

ombudsman@umontreal.ca (the ombudsman accepts collect calls). 
B) CONSENT 

 
Parent declaration 

• I understand that I can take my time and reflect before I give my consent or not for my 

adolescent to participate in this research 

• I can pose questions to the research team and obtain satisfactory answers 

• I understand, by consenting to my adolescent’s participation in this research project, that I do 

not renounce my rights, nor do I release the researchers of their responsibilities 

• I have reviewed the present information in this document, and I consent to my adolescent’s 

participation in the research project 

 

Signature of parent: ___________________________________      Date: ____________________ 

 

Family name: ______________________________   First name: ___________________________ 

 
For the adolescent: 
 

• I have reviewed the present information in this document, and, with my parent’s consent, I 

assent to participating in the research project 

 

Signature of adolescent: _______________________________ Date: ____________________ 

 

Family name: ________________________________ First name: ___________________________ 
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Researcher’s commitment 
I explained the conditions of participating in the research project to the participants.  I answered their 
questions to the best of my ability, and I ensured my understanding of the participants comments and 
questions.  I commit, with the research team, to respect what was consented upon in the present 
information and consent form. 

 
Researcher’s signature: ________________________________ Date: _____________________ 
(or researcher’s representative) 
 
Family name: _______________________________ First name: ____________________________ 
 
You can contact the research assistants (please email Stephanie Belanger : 
stephanie.belanger.8@umontreal.ca) to answer any and all questions you may have about the 
research so that you can liberally provide your informed consent and your adolescent can provide their 
informed assent. Their participation in the research described above consists of obtaining your signed 
consent and their assent.   
 


