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 Some of the most common psychological disorders 
in children and adolescents are internalizing dis-
orders such as depression and anxiety. Research 
on the development of depression and anxiety 
suggests that internalizing disorders can be 
reduced, even prevented, by promoting more 
accurate cognitive styles, problem-solving skills, 
and supportive family relationships. Several 
cognitive–behavioral interventions have shown 
promise in treating and preventing depression 
and anxiety. We review the Penn Resiliency 
Program (PRP) as an example of such an interven-
tion. We suggest that most of the skills covered in 
the PRP and similar preventive interventions are 
not speci fi c to depression or anxiety and can 
be useful for increasing young people’s resil-
iency more generally. Interventions that teach 
and reinforce these skills can help children 
to navigate a variety of dif fi cult situations 
they are likely to encounter during adolescence 
and adulthood. 

   Depression in Children and 
Adolescents 

 At any point in time, approximately 2–3% of 
children and 6–9% of adolescents have a major 
depressive disorder (Cohen et al.,  1993 ; Lewinsohn, 
Hops, Roberts, & Seeley,  1993  ) . Approximately 
one in  fi ve adolescents will have had a major 
depressive episode by the end of high school 
(Lewinsohn et al.). Anxiety disorders, which often 
precede and co-occur with depression, are found in 
10–21% of children and adolescents (Kashani & 
Orvaschel,  1990 ; Romano, Tremblay, Vitaro, 
Zoccolillo, & Pagani,  2001  ) . It is notable that 
rates of depression increase as children enter 
adolescence (Hankin, Abramson, Mof fi tt, Silva, 
& McGee,  1998  ) , indicating that the transition to 
adolescence is a particularly vulnerable develop-
mental period for depression. In addition, several 
studies indicate that rates of depression and anxiety 
have increased dramatically over the past 50 years 
(Klerman et al.,  1985 ; Twenge,  2000  ) , so that 
young people today are much more likely to suf-
fer from depression and anxiety than their parents 
or grandparents were. 

 This chapter focuses on unipolar depression, 1  
one of the most common types of internalizing 
disorders, because our research program focuses 
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   1   We will not focus on bipolar disorder, or manic-depression, 
which is relatively rare in children and which appears 
to be more heavily biologically based (Hammen & 
Rudolph,  2003  ) .  
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primarily on the prevention of this disorder and 
its symptoms. We will also discuss anxiety symp-
toms since there is considerable co-occurrence of 
depression and anxiety among children and most 
of the cognitive–behavioral risk and resilience 
factors and interventions discussed here in the 
context of depression also apply to anxiety disor-
ders and symptoms (Kendall,  1994  ) . 

 Unipolar depression, also known as major 
depression, is characterized by intense sadness or 
irritability, disrupted concentration, sleep, eating, 
and energy levels, and feelings of hopelessness 
and suicidal thoughts. Major depression in youth 
is not simply a phase of development; rather, it is 
a serious psychological problem that shows sta-
bility over time and can signi fi cantly interfere 
with children’s ability to function. Depressed 
youth have a lowered ability to function in daily 
life, with 85–87% of adolescents with depressive 
disorders rated as having “major” impairments in 
functioning (Whitaker et al.,  1990  ) . Moreover, a 
signi fi cant portion of children with major depres-
sion continue to show depression in adulthood. 
For example, Harrington et al. found that 60% of 
children treated for major depression had at least 
one bout of major depression in adulthood 
(Harrington, Fudge, Rutter, Pickles, & Hill, 
 1990  ) . Depression is not only burdensome to the 
individual but it is also very costly for society. In 
the United States, the yearly expenditure for 
major depressive disorder is about $43 billion, 
including loss of productivity, premature death, 
and cost of treatment (Hirschfeld et al.,  1997  ) . 

 The problems associated with depression 
extend beyond those meeting diagnostic criteria 
for a depressive disorder. Many children and ado-
lescents have elevated, but subclinical, levels of 
internalizing symptoms. For example, 10–15% 
of middle school children may report moderate to 
severe levels of depressive symptoms (Nolen-
Hoeksema, Girgus, & Seligman,  1986  ) . Research 
suggests that children with high levels of depressive 
symptoms experience the same kinds of dif fi culties 
as do children with depressive disorders (Gotlib, 
Lewinsohn, & Seeley,  1995  ) . Children and adoles-
cents who suffer from high levels of depressive 
symptoms or depressive disorders are more likely 
to have academic and interpersonal dif fi culties. 

They are more likely to smoke cigarettes, use 
other substances, and attempt suicide (Covey, 
Glassman, & Stetner,  1998 ; Garrison, Addy, 
Jackson, McKeown, & Waller,  1991  ) . Despite the 
often severe concomitants of depression, it is 
underdetected and undertreated in adolescence—
only about 20–25% of adolescents who are clini-
cally depressed receive adequate treatment 
(Hirschfeld et al.,  1997  ) . Given the seriousness of 
depression and the number of children and ado-
lescents who experience it, the identi fi cation, 
treatment, and prevention of depression in youth 
have become important areas for research.  

   Cognitive–Behavioral Models of the 
Development of Depression 

 Developmental psychopathologists theorize that 
depression is caused by a complex interaction of 
biological, cognitive, emotional, and interper-
sonal risk factors (Sroufe & Rutter,  1984  ) . The 
focus of this chapter is mainly on cognitive and 
behavioral factors involved in the development of 
depression, although we acknowledge the impor-
tance of other systems and the interactions of 
those systems with cognitive and behavioral systems. 
For example, the interpersonal risk of  fi ghting 
with a parent can interact with a child’s negative 
cognitive style (“It was all my fault. I am a bad 
kid.”) and the presence of a biological risk factor 
such as shyness or an anxious temperament to 
produce depression. 

 The Learned Helplessness Model was one of 
the  fi rst cognitive–behavioral models of depres-
sion (Seligman,  1975  ) . Seligman observed that 
individuals who were exposed to uncontrollable 
negative events often overgeneralized from this 
experience and became passive in other situations 
that were in fact controllable. These individuals 
exhibited apathy, decreased appetite, despair, and 
other symptoms of clinical depression. The expe-
rience of uncontrollable negative events seemed 
to produce expectations of helplessness. That is, 
the individuals believed they could not control 
future negative events in their lives. Seligman 
also observed that some individuals seemed resis-
tant to helplessness. These individuals remained 
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persistent and hopeful even when exposed to 
uncontrollable negative events. Further cogni-
tive–behavioral theories were developed to 
explain these individual differences. 

 More recent cognitive–behavioral theories 
generally posit that a tendency to view one’s self, 
the world, and the future in overly negative ways, 
combined with a lack of behavioral coping skills, 
puts one at risk for depression and anxiety (Beck, 
 1976  ) . Conversely, a realistic thinking style and 
positive coping skills promote resilience and may 
buffer children from internalizing problems. The 
Reformulated Learned Helplessness (RLH) 
model was introduced to explain why some peo-
ple exhibit helplessness and depression in the 
face of adversity while others are more resilient. 
According to this theory, over time, people 
develop cognitive styles for explaining the events 
in their lives. Individuals who develop a pessi-
mistic explanatory style attribute negative events 
to internal, stable, and global factors and positive 
events to external, unstable, and speci fi c factors 
(Abramson, Seligman, & Teasdale,  1978  ) . More 
recently, the hopelessness    theory of depression 
posits that pessimistic explanatory style is one of 
three cognitive styles that can lead to depression. 
The others are the tendency to view the self as 
 fl awed and de fi cient following negative events 
and the tendency to catastrophize the conse-
quences of negative events (Abela,  2001 ; 
Abramson, Metalsky, & Alloy,  1989  ) . Taking the 
Reformulated Learned Helplessness and 
Hopelessness theories together, an adolescent 
with a hopeless cognitive style who fails a math 
test might think to him- or herself ‘Math is impos-
sible,’ ‘I’m stupid,’ or ‘I’m never going to do 
well.’ Following a success, this adolescent might 
think ‘that was lucky’ or ‘the test was easy.’ This 
pattern of thoughts leads to helplessness (the stu-
dent expects failure to continue and believes that 
there is nothing he or she can do to improve per-
formance). When this kind of interpretive style is 
used to explain multiple events over time, it can 
lead to a more generalized sense of helplessness, 
which, in turn, leads to passivity, hopelessness, 
and despair. Numerous studies have linked a pes-
simistic or hopeless interpretive style to depres-
sion in adults and children (for reviews, see Abela 

& Hankin,  2008 ; Gladstone & Kaslow,  1995 ; 
Robins & Hayes,  1995 ; Sweeny, Anderson, & 
Bailey,  1986  ) .” 

 Other interpretive styles and problem-solving 
de fi cits have also been implicated in the develop-
ment of depression. For example, Quiggle, 
Garber, Panak, and Dodge  (  1992  )  found that 
depressed children show a hostile attributional 
bias; that is, they tend to see actions of others as 
hostile, even when the action is actually ambigu-
ous. This may help to explain the overlap between 
depression and conduct disorder that is often seen 
during adolescence (Rhode, Lewisohn, & Seeley, 
 1991  ) . In addition to dif fi culties with interpreting 
social cues, depressed children may also lack 
behavioral skills for coping with social situations 
and regulating emotions (for review, see Kaslow, 
Brown, & Mee,  1994  ) . For example, Altmann 
and Gotlib  (  1988  )  found that depressed fourth- 
and  fi fth-grade children spent more time alone 
and had higher numbers of negative interactions 
with peers in their school playground than their 
nondepressed classmates. Longitudinal research 
indicates that reliance on maladaptive coping 
strategies increases risk for depression. For 
example, children and adolescents with rumina-
tive response styles (who dwell on negative emo-
tions and negative experiences) are at increased 
risk for depression (Abela, Aydin, & Auerbach, 
 2007 ; Abela & Hankin,  2011  ) . In contrast, chil-
dren and adolescents who engage in problem-
solving or adaptive coping are at lower risk for 
depression (Abela et al.,  2007 ; Auerbach, Abela, 
Zhu, & Yao,  2010     ) . 

 Developmentally, cognitive–behavioral fac-
tors associated with depression appear to become 
more important as children mature and become 
more cognitively sophisticated. In early child-
hood, occurrences of depression are relatively 
rare and tend to be reactions to overwhelming 
life events, such as the loss of    a caregiver or a 
prolonged period with inadequate caregiving 
(e.g., Bemporad,  1994 ; Spitz,  1946  ) . As children 
mature, depression occurs at higher rates and 
increasingly involves cognitive interpretations of 
events (Garber & Flynn,  1998 ; Garber, Quiggle, & 
Shanley,  1990  ) . By middle childhood, pessimis-
tic explanatory styles can be reliably measured 
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and are related to symptoms of depression 
(e.g., Blumberg & Izard,  1985 ; Nolen-Hoeksema, 
Girgus, & Seligman,  1992  ) . The increases in 
abstract thinking, self-consciousness, and thinking 
about future possibilities that occur in adolescence 
can intensify pessimistic explanatory styles, help-
less expectations, and, in turn, depressive symp-
toms. Socially and biologically, adolescents face 
a number of transitions, including physical 
changes associated with puberty, changes in peer 
and family relationships, and changes in school 
structure from elementary school to middle school 
(Eccles & Midgley,  1990 ; Petersen & Hamburg, 
 1986  ) . These events are often quite stressful and 
require adolescents to utilize resilient coping and 
problem-solving strategies. Children who enter 
adolescence without solid problem-solving skills 
can be at increased risk for depression.  

   Cognitive–Behavioral Therapies 
for Depression in Children and 
Adolescents 

 Cognitive–behavioral therapies for depression 
and anxiety target cognitive styles and problem-
solving skills. Clients are taught to identify their 
negative interpretations, to consider the evidence 
for and against these interpretations, and to gen-
erate alternative interpretations that are more 
realistic. Additionally, clients are often taught 
speci fi c coping and problem-solving skills, 
including relaxation and assertiveness techniques 
(e.g., Beck, Rush, Shaw, & Emery,  1979  ) . 

 Several studies have demonstrated the ef fi cacy 
of cognitive–behavioral therapies in treating 
depression in adults (e.g., Elkin et al.,  1989  ) . 
More recent research indicates that cognitive–
behavioral therapies can be effective for treating 
depression in children and adolescents (for 
reviews, see Weisz, McCarty, & Valeri,  2006  ) . 
For example, Lewisohn and colleagues developed 
a cognitive–behavioral group treatment for 
depressed adolescents, which focuses on decreas-
ing automatic negative thoughts, increasing 
engagement in positive activities, and enhancing 
behavioral coping skills and interpersonal skills 
(Lewinsohn, Clarke, Hops, & Andrews,  1990 ; 

Lewinsohn, Clarke, Rohde, Hops, & Seeley, 
 1996  ) . Lewinsohn et al. tested this program both 
with and without a complementary parent training 
program and found that both forms of the program 
decreased depression signi fi cantly more than a 
wait-list control. Similar cognitive–behavioral 
therapies have also been successful in treating 
anxiety disorders in children (e.g., Flannery-
Schroeder & Kendall,  2000 ; Kendall,  1994 ; 
Muris, Meesters, & van Melick,  2002  ) .  

   Cognitive–Behavioral Prevention 
of Depression 

 There is growing evidence that cognitive–behav-
ioral techniques can be effective in preventing 
depression as well as treating it. For example, 
adults treated with cognitive–behavioral therapy 
are less likely to experience a recurrence of 
depression than adults treated with medication 
(Shea et al.,  1990  ) . Additionally, several cogni-
tive–behavioral interventions have shown promise 
in preventing depressive symptoms or depressive 
disorder in adults and children (see Cjuipers, van 
Straten, Smit, Mihalopoulos, & Beekman,  2008 ; 
Horowitz & Garber,  2006 ; Stice, Shaw, Bohon, 
Marti, & Rohde,  2009  ) . The intervention with the 
best results to date was developed by Clarke et al. 
 (  1995  ) . Clarke et al. evaluated their prevention 
program with 13–18-year-olds with high but sub-
clinical levels of depressive symptoms. 
Adolescents who participated in this intervention 
were signi fi cantly less likely to develop depres-
sive disorders than controls (Clarke et al.,  1995, 
  2001 ; Garber et al.,  2009  ) .  

   The Penn Resiliency Program 

 Our research group has developed a cognitive–
behavioral intervention, the PRP, for younger 
adolescents. PRP has 12 90-min intervention ses-
sions designed to be delivered by school coun-
selors and teachers who are trained and supervised 
in intervention delivery. The techniques we used 
have been adapted from adult cognitive–behavioral 
therapy (Beck,  1976 ; Beck et al.,  1979 ; Ellis,  1962  )  
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and are incorporated in many other intervention 
programs. Our emphasis is on helping the stu-
dents to use the skill set to improve their problem 
solving and to enhance their ability to navigate 
the daily stressors of life, as well as to bounce 
back from major setbacks such as parental loss or 
divorce. In this section, we describe several tech-
niques included in PRP that may be especially 
important for building and promoting resilience 
and preventing anxiety and depression. 

 Based on our work, and the resilience literature 
more broadly, we have identi fi ed seven key intrap-
ersonal factors or abilities that appear to increase 
overall resilience (see Reivich & Shatte,  2002  for 
full description of these factors). We will show 
how the skills of PRP impact each of these abili-
ties (see Table  12.1 ). Brie fl y, the seven abilities 
are: (1) emotion regulation—being able to iden-
tify, label, and express emotions and control emo-
tions when it is appropriate to do so; (2) impulse 
control—the ability to identify impulses and resist 
impulses that are counterproductive for the situation 
at hand or for long-term goal attainment; (3) causal 
analysis—being able to identify multiple and accu-
rate causes of problems; (4) realistic optimism—
thinking as optimistically as possible within the 
bounds of reality; (5) self-ef fi cacy—being con fi dent 
in one’s ability to identify and implement coping 
and problem-solving skills that are well suited to the 
situation; (6) empathy—being able to accurately 
identify and connect with the emotional states in 
others; (7) reaching out—being comfortable and 
willing to connect with others in order to deepen 

one’s relationships and gain support through 
dif fi cult times.  

 PRP builds on the ABC model developed by 
Ellis  (  1962  ) , which suggests that different people 
feel and respond differently to the same event 
because of idiosyncratic beliefs about those 
events. In Ellis’s model,  A  stands for activating 
event. The As are not the direct cause of the con-
sequences (Cs, emotions and behaviors) that we 
experience. Rather, according to Ellis, it is our 
thoughts and beliefs about the event (our Bs) that 
mediate the effects of events on our behavior and 
feelings. We teach adolescents in our program 
how to identify the link between their thoughts 
and feelings/behaviors, and in this process they 
come to understand that their belief systems may 
not be wholly accurate. Practicing ABC is par-
ticularly important for children and adolescents 
who are struggling with anxiety and depression 
issues because it serves as the  fi rst step toward 
changing the beliefs that are fueling their mal-
adaptive emotional reactions. More generally, the 
ABC model helps to build emotion awareness, a 
central component of emotion regulation, because 
through the use of this skill, adolescents practice 
identifying their emotional reactions, differenti-
ating among emotions, and assessing the inten-
sity of the emotion they feel. In addition, we 
believe this skill helps promote empathy by help-
ing adolescents learn how to anticipate, identify, 
and label the emotions that others experience in a 
variety of common stressors and adversities. 

 We  fi rst teach students the ABC model with 
three-panel cartoons. In some instances, they are 
presented with an adversity and the emotional 
con sequences, and they must  fi ll in a thought 
bubble with a belief that  fi ts the logic of ABC. In 
others, they are provided the adversity and the char-
acter’s beliefs and they must identify the emotional 
reaction that the belief would likely generate. For 
example, in one cartoon, the  fi rst frame depicts a 
student being yelled at by a coach. The third 
frame has an illustration of the student feeling 
extremely sad. The adolescents are asked to iden-
tify what the boy is feeling and then to suggest 
what the boy might be saying to himself that is 
causing him to feel that emotion (e.g., “I’m never 
going to be good enough” or “I stink at sports,” etc.). 

   Table 12.1    Summary of PRP skills and the resilience 
abilities targeted   

 PRP skill  Resilience ability targeted 

 ABC  Emotion regulation and 
empathy 

 Explanatory style  Realistic optimism and 
casual analysis 

 Self-disputing  Self-ef fi cacy 
 Putting it in perspective  Realistic optimism and 

self-ef fi cacy 
 Goal setting  Impulse control 
 Assertiveness and 
negotiation 

 Reaching out 

 Decision making  Self-ef fi cacy, impulse 
control, empathy 
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Once the students are able to accurately link Bs 
and Cs in the cartoon worksheets, the students 
practice identifying their own self-talk in current 
problem situations and the emotions and behav-
iors generated by that self-talk. We have found 
that it is helpful to the adolescents to liken their 
Bs to an internal radio station (one that plays 
nothing but you, you, you 24/7) and we help them 
to turn the volume of this radio station up so that 
it is loud enough for them to hear what it is they 
are saying to themselves, particularly during 
times of adversity or stress. In so doing, the 
adolescents become more aware of their beliefs 
as well as the effect their beliefs have on their 
mood and behavior. We emphasize that negative 
emotions are not “bad”—that instead, they are a 
healthy part of life and serve an important function 
from an evolutionary perspective. We also make 
clear that the goal is not to eradicate all negative 
emotion from one’s life. Rather, we guide the 
students in thinking about whether they tend to 
overexperience certain emotions and to identify 
the patterns in their thinking that might be leading 
them to experience one emotion much more 
frequently than others. 

 The ABC skill represents a glimpse into one’s 
thoughts or beliefs during a particular activating 
event. Although this is useful, it is also important 
for the adolescents to begin to notice patterns in 
how they think about the events in their lives. It has 
been well documented that our automatic thoughts 
are in fl uenced by our styles (or schemas) of pro-
cessing information, which, to some degree, pre-
determine our responses to any given event. Our 
goal is to help the adolescents detect patterns in 
their thinking and emotions that may be counter-
productive for them. As one seventh-grade boy put 
it, “I never really thought about how much of the 
time I feel embarrassed. I guess I kind of thought 
all kids feel embarrassed all the time. Now I’m 
starting to see that maybe I don’t have to feel this 
way so much; that maybe I’m worrying too much 
about what other kids are thinking of me—when 
they probably aren’t even thinking about me!” 

 One example of a style or schema is explanatory 
style, our habitual and re fl exive way of explaining 
the events in our lives (Abramson et al.,  1978  ) . 

We teach adolescents to identify their explanatory 
style (using the terms “me versus not me,” 
“always versus not always,” “everything versus 
not everything”) and, most important, to question 
the accuracy of their beliefs. Although pessimistic 
explanations tend to lead to helplessness, depres-
sion, and anxiety, our goal is to teach the students 
how to think accurately about the causes and 
implications of the problems they face, not to 
swap a pessimistic style for an optimistic one. 
This reattribution training speci fi cally targets 
realistic optimism and causal analysis. Our aim is 
to help students to think more  fl exibly about the 
multiple and varied causes of problems, instead 
of merely replacing negative thoughts with 
“happy thoughts.” In fact, some of the adoles-
cents we have worked with have had explanatory 
styles that were too optimistic. These adolescents 
believed that others were always to blame for 
their problems, and that they had complete control 
to change any aspect of a situation they did not 
like. We helped these students to understand how 
this very optimistic view might actually be hin-
dering their resilience and problem solving rather 
than bolstering it. 

 We call this skill of generating more accurate 
beliefs “self-disputing.” Adolescents are guided 
in using the three dimensions of explanatory style 
for generating other ways of understanding the 
causes of the event. In essence, we help them to 
“think outside the box” that their explanatory 
style puts them in. For example, if they tend to be 
overly internal, they are encouraged to generate 
plausible explanations about how other people or 
circumstances contributed to the problem. 
Similarly, if their explanations indicate that they 
believe the causes of the problem are wholly 
unchangeable, they are encouraged to think about 
other explanations that focus on more change-
able, controllable, and temporary causal factors. 
We have found that using the knowledge of one’s 
explanatory style in the process of generating 
alternatives is quite important. When students are 
not aware of their tendency to explain the causes 
of events in a set pattern, the alternatives they 
generate tend to fall within their pattern rather 
than become more inclusive. So, an adolescent 
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who tends to be highly external can generate four 
alternatives to the belief “I fought with my parents 
because they are too strict,” but the alternatives 
are each as external as that initial belief (for 
example, “They’re old-fashioned,” “They don’t 
understand me,” “They’re control-freaks,” etc.). 
There are several problems with this, none the least 
of which is that this process serves to reinforce 
the adolescent’s style rather than broaden it. 

 After the students have generated alternative 
beliefs, they are taught how to use evidence to 
determine which beliefs are most accurate and to 
identify potential solutions that their new, richer 
understanding of the situation affords them. We 
have found self-disputing is a powerful tool for 
overcoming the negative beliefs that often fuel 
hopelessness and depression, and we believe that 
the process of self-disputing increases adoles-
cents’ self-ef fi cacy because they have learned a 
skill that enables them to more effectively solve 
problems. As we often tell the participants in our 
program, you cannot solve a problem until you 
know what caused it. 

 PRP also teaches a skill called “putting it in 
perspective,” which can be used when beliefs are 
about the implications of an activating event, or 
what we call “what next” beliefs. At this point in 
the program, we begin to focus on beliefs about 
the future rather than beliefs about the causes of 
problems. Like self-disputing, putting it in per-
spective helps students to view the future with 
greater realistic optimism, and it also increases 
their self-ef fi cacy for dealing with anticipated 
negative events. We have found this skill to be 
particularly helpful for children and adolescents 
who are at risk for depression and anxiety 
because, as ABC predicts, catastrophizing is 
often the consequence of unrealistic beliefs about 
the likelihood of horrible things happening in the 
future. For adolescents prone to anxiety, small 
problems are seen as insurmountable and dreaded 
outcomes are feared. 

 Putting it in perspective encourages adoles-
cents to identify and list their worst-case thoughts 
about the implications of adversity. By getting 
these thoughts out of their heads and onto a piece 
of paper, the adolescents begin to have distance 

from their beliefs and are better able to start to 
consider the likelihood of the feared events. 
These thoughts tend to come in chains of ever 
increasing severity; for example, imagine a stu-
dent who does not get asked to a school dance. 
“If I don’t get asked to the dance then everyone 
will talk behind my back. If they’re all talking 
about me, then I’ll become the joke of the school 
and everyone will make fun of me. If that hap-
pens I’ll have to switch schools because I’ll never 
be able to put it behind me. But if I switch schools, 
then I’ll be the new kid and the outcast at that 
school too!” The causal link between not getting 
asked to a dance and becoming a social outcast 
across schools is extremely weak, but the connec-
tion from link to link seems more plausible, par-
ticularly for the anxious adolescent. 

 To stop the process of catastrophizing, we 
guide children out of their dreaded fantasy by 
teaching them to estimate the probability of each 
link given that only the initial adversity (not being 
asked to the dance) has occurred. Participants are 
then taught to generate equally improbable best-
case scenarios (for example, “Everyone will real-
ize that the mailman made a mistake and failed to 
deliver an engraved invitation to the dance from 
the most popular boy”). This step is important 
because the very silliness of the best-case sce-
nario helps to jolt the adolescent out of his or her 
catastrophic thinking and tends to lower anxiety 
and increase positive affect. The next step is to 
use worst-case and best-case scenarios as anchors 
to arrive at most-likely outcomes. Once the most-
likely outcomes have been identi fi ed, the adoles-
cents are taught to develop a plan for dealing with 
them. The skill of putting it in perspective not 
only reduces adolescents’ anxiety, but it also 
helps them to develop strategies for dealing with 
the real-world outcomes of the problems they 
face—and thus, increases optimism and self-
ef fi cacy. In PRP we also teach goal setting, a skill 
that is important for all adolescents and particu-
larly valuable for those who feel pessimistic or 
hopeless about their futures. Adolescents who 
learn to set obtainable goals and to develop plans 
for reaching their goals have developed a 
valuable system for combating the impulsiveness 
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that can undercut resilience. In PRP, we teach 
realistic goal setting and the “one step at a time” 
technique for making large projects more man-
ageable by breaking the project into doable steps. 
We also help adolescents to identify beliefs that 
can fuel procrastination or impulsiveness and 
derail them from their plan, and we apply the 
skill of self-disputing to test the accuracy and 
usefulness of these beliefs. 

 PRP also includes assertiveness and negotia-
tion training. We have found that these skills, par-
ticularly assertiveness, help adolescents to feel 
more hopeful about approaching others with their 
concerns, needs, or requests. From a resilience 
perspective, assertiveness helps to foster reaching 
out by helping adolescents to connect with others 
in ways that will maximize the likelihood that 
their needs will be heard by others. Because 
depression-prone adolescents often underesti-
mate the likelihood that a situation can be 
improved, they tend to respond to interpersonal 
problems with passivity. In PRP, we  fi rst apply 
the skills of self-disputing and putting it in per-
spective to beliefs that fuel passivity such as: 
“She won’t listen to me anyway,” or “If I ask her 
to stop she’ll think I’m a nag.” Other adolescents 
often have beliefs that fuel aggressiveness, such 
as: “The only way to get respect is to come on 
strong,” or “If I don’t  fi ght for what I want, no 
one will listen to me.” Regardless of whether the 
adolescent is relying on passive or aggressive 
interaction styles, our goal is to help the adoles-
cent evaluate how well the strategy is working 
and to challenge the beliefs that may be fueling 
counterproductive behaviors. In addition, we 
make explicit that speaking up and asking for 
help is a valuable coping strategy that is helpful 
when dealing with adversities and trauma. 

 After the adolescents have challenged the 
beliefs that fuel nonassertive behaviors, we teach 
them a four-step approach to assertiveness. This 
skill is particularly challenging for adolescents—
especially those feeling hopeless—so we include 
assertiveness practice in many of the sessions. 
We have found that many adolescents are initially 
reluctant to practice assertiveness, but that with 
practice, they  fi nd assertiveness to be one of the 
most useful and potent skills they have learned in 

the program. Given their initial reluctance, it is 
important to continue to identify their beliefs 
about trying the skill and to help them to use the 
basic cognitive skills of the program to challenge 
any pessimistic beliefs. 

 We also teach decision making and creative 
problem solving as part of the PRP skill. Both 
skills work to increase students’ self-ef fi cacy, 
optimism, impulse control, and empathy. As with 
assertiveness and “one step at a time,” our goal is 
 fi rst to identify beliefs that might be pushing the 
adolescent toward counterproductive and nonre-
silient decisions or solutions. Once students are 
able to evaluate the accuracy and usefulness of 
these beliefs, we then provide them with deci-
sion-making and problem-solving models. In 
both decision making and creative problem solv-
ing, we emphasize the importance of slowing the 
process to make sure they are not responding 
impulsively. We guide them in identifying their 
goals, gathering thorough information about the 
situation, and then work with them to generate a 
series of possible routes to achieve the goal. We 
also help them to consider the plusses and 
minuses associated with each potential decision, 
both from a time perspective (short term versus 
long term) and a self–other perspective (How will 
this affect me? How will this affect the other peo-
ple in the situation?). By focusing on how their 
decisions and solution strategies can affect oth-
ers, we help them to build empathy for the other 
people involved in the situation. As the students 
start to see real-world differences in their ability 
to handle dif fi cult, complex situations we hear 
them share stories about increased con fi dence, 
greater hope for the future, and a sense of feeling 
more in control of their actions.  

   Penn Resiliency Program Findings 

 In our initial studies of PRP, we evaluated PRP as 
a depression prevention program among students 
who reported higher than average symptoms of 
depression, family con fl ict, or both. Students who 
participated in the intervention were compared 
with a matched control group. Our  fi ndings indi-
cated that the intervention improved explanatory 
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styles and that this effect lasted 3 years following 
the intervention. The intervention group also 
reported lower levels of depressive symptoms 
through 2 years of follow-up, and the group 
members were less likely than controls to report 
moderate to severe levels of depressive symp-
toms (Gillham & Reivich,  1999 ; Gillham, 
Reivich, Jaycox, & Sehgman,  1995  ) . Yu and 
Seligman  (  2002  )  replicated these  fi ndings through 
6 months of follow-up with a sample of Chinese 
school children. Roberts, Kane, Thompson, 
Bishop, and Hart  (  2003  )  attempted to replicate 
these  fi ndings with 11–13-year-olds in rural 
Australia who reported elevated depressive symp-
toms. In this study, PRP signi fi cantly reduced 
anxiety symptoms but not depressive symptoms 
relative to a standard health curriculum. We are 
continuing to evaluate PRP as an intervention for 
high-risk participants. However, we have also 
begun to evaluate PRP as a universal interven-
tion, an intervention that is offered to all students 
regardless of risk level. We believe that the cogni-
tive and problem-solving skills covered in PRP 
are important for increasing resilience more gen-
erally and are bene fi cial to most children. In sup-
port of this, a recent meta-analytic review of PRP 
studies found signi fi cant bene fi ts of PRP when 
tested with both high risk and universal samples 
(Brunwasser, Gillham, & Kim,  2009  ) . In addi-
tion, in some studies, we have found that PRP 
prevents depressive symptoms in children with 
low levels of symptoms (as well as in children 
with high levels of symptoms) (Gillham et al., 
 1995  ) , although  fi ndings have not always been 
consistent   . For example, Cardemil, Reivich, and 
Seligman  (  2002  )  evaluated the PRP as a universal 
program for inner-city students. In an inner-city 
Latino sample, PRP participants reported 
signi fi cantly fewer symptoms than controls fol-
lowing the intervention. However, in an inner-
city African American sample, depressive 
symptoms fell dramatically in both the interven-
tion and control group, and the difference between 
the groups was not signi fi cant. Pattison and Lynd-
Stevenson  (  2001  )  evaluated PRP as a universal 
intervention with children in rural Australia. 
They found that PRP did not signi fi cantly reduce 
depression or anxiety relative to a control group. 

However, this study followed a very small sample, 
which may have limited the researchers’ ability to 
 fi nd effects. Our research group is currently con-
ducting further evaluations of PRP that focus on 
ways to boost the intervention’s effectiveness.  

   Including Parents in Resilience 
Training 

 One of the ways we are enhancing the PRP is by 
including parents in the intervention. Depression 
in youth can be best prevented by interventions 
that include parents. Children of depressed par-
ents are at greatly increased risk for depression 
themselves (Downey & Coyne,  1990  ) . The link 
between parental and child depression appears to 
be due to several factors that tend to co-occur or 
result from parental depression, but also can 
occur in parents who are not depressed. Parents 
who are depressed have been found to have fewer 
positive interactions with their children (Field, 
 1984  ) . Depressed parents are also more likely to 
display and model negative interpretive styles 
and passive or maladaptive coping skills. When 
parents give pessimistic explanations for events 
in their own lives, children can adopt these same 
types of interpretive patterns when confronting 
problems of their own. They might expect that 
negative events will be long lasting and dif fi cult 
or impossible to overcome. When parents give 
pessimistic explanations for child-related events 
(for example, “You failed the test because you’re 
lazy”), children can internalize these explana-
tions and interpret future adversity through a 
similar lens. Garber and Flynn  (  2001  )  found that 
children’s explanatory styles are correlated with 
parents’ explanatory styles, particularly parents’ 
explanatory styles for child-related events. 

 The Penn Resiliency Program for Parents 
(PRP-P) was designed with two major goals in 
mind: (1) to increase the parents’ overall resil-
ience by teaching them the core skills of PRP 
(adapted for adults), and (2) to teach parents how 
to model the skills effectively for their children 
and to coach their children in the skills taught in 
PRP. PRP-P meets for six 90-min sessions, facili-
tated at the schools by school guidance counselors, 
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social workers, and psychologists who have been 
certi fi ed through a 30-h training with senior 
members of our research team. 

 The sessions are comprised of two components. 
The  fi rst, and central, component focuses on teach-
ing the parents how to use the skills in their own 
lives. Parents discuss adversities ranging from pro-
fessional issues to marital issues to speci fi c chal-
lenges confronted by parents with children at risk 
for depression. The second component addresses 
how to model/coach the skills with their own chil-
dren. Our emphasis here is on helping parents to 
notice “teachable moments” and to help them 
become comfortable sharing their own practicing 
of the skills in ways that are both appropriate and 
nonintrusive for their adolescents. 

 The  fi rst  fi ve sessions of PRP-P are devoted to 
the core cognitive resilience skills: ABC (the link 
between thoughts and feelings/behaviors); self-
disputing (challenging inaccurate beliefs), put-
ting it in perspective (challenging catastrophic 
beliefs), real-time resilience (disputing counter-
productive beliefs in real time), and assertiveness. 
The  fi nal session is devoted to reviewing the skill 
set, reinforcing ways to effectively promote the 
skills in the context of the family, and identifying 
upcoming stressors and the skills that could be 
used to deal with these stressors. 

 We conducted a small pilot study of the com-
bined parent and adolescent PRP intervention. 
Forty-four middle school students and their par-
ents were randomly assigned to the combined 
intervention or a control condition. Students who 
were assigned to the intervention condition par-
ticipated in the PRP for adolescents; their parents 
participated in the PRP for parents. Results indi-
cated that the combined intervention prevented 
depression and anxiety symptoms through the 
1-year follow-up. Findings were particularly 
strong for anxiety; controls were almost  fi ve times 
more likely than intervention participants to report 
moderate to severe levels of anxiety (Gillham 
et al.,  2006  ) . Although promising, these  fi ndings 
should be interpreted with caution since this was a 
pilot study with a very small sample. We are cur-
rently conducting a large-scale evaluation of the 
PRP for parents as an added component to PRP. 

 Surprisingly, only a few other programs have 
attempted to prevent depression or anxiety by 

including parenting components. Results of other 
programs have also been positive. Beardslee et al. 
 (  1997  )  developed an intervention for families in 
which one or both parents suffered from unipolar 
or bipolar depression. The major goal of the 
intervention was to educate parents about the 
effects of depression, to improve family commu-
nication, and to increase children’s understand-
ing of parental depression so they would be less 
likely to blame themselves for parental symptoms 
and behavior. Beardslee et al. found that partici-
pants in the family intervention reported improved 
communication relative to participants in a lec-
ture intervention condition. Children in the fam-
ily intervention reported greater understanding of 
parental depression and greater global function-
ing. Children in the family intervention were less 
likely than those in the lecture intervention to 
develop depressive disorders, although this dif-
ference was not statistically signi fi cant. Dadds 
et al.  (  1997  )  found that a cognitive–behavioral 
school-based intervention that included a parent 
component was effective in preventing anxiety in 
children and adolescents. Recently, Compas et al. 
found that their    cognitive–behavioral family-
based prevention program signi fi cantly reduced 
depression and anxiety symptoms in children and 
adolescents (Compas et al.,  2009  ) .  

   Discussion, Limits, and Future 
Directions 

   Making Interventions More Powerful 

 Research on the psychological interventions that 
treat and prevent depression and anxiety has 
identi fi ed several promising interventions. 
However, intervention success rates are often far 
from ideal. Although effective for many partici-
pants, a sizable minority of participants in cogni-
tive–behavioral therapy do not improve 
signi fi cantly. For example, in a large study on 
therapy for depression, 65% of depressed adults 
who were treated with cognitive–behavioral ther-
apy showed a full improvement in symptoms, but 
35% continued to show fairly high levels of 
depression even after completing the intervention 
(Elkin et al.,  1989  ) . Similarly, some participants 
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in prevention programs develop clinical depres-
sion or anxiety, despite efforts in the program to 
promote resilience. Future research should focus 
on strengthening interventions and making them 
effective for more people. 

 One way to strengthen the effects of interven-
tions is to incorporate other parts of the adoles-
cent’s world as targets of interventions. 
Historically, psychological treatments have 
focused on the individual child or adolescent. 
However, children’s lives are imbedded within 
family, school, peer, and neighborhood systems 
(Bronfenbrenner,  1986  ) . Thus, it is important to 
understand how resiliency is built within family 
systems and larger communities. In the PRP inter-
vention, initial  fi ndings suggest that providing an 
intervention for parents in addition to the adoles-
cent groups can be an effective way to increase 
effectiveness of the intervention. In addition, 
efforts could be made to incorporate interventions 
into the larger community through neighborhood 
programs or schoolwide programs that work to 
create more positive relationships and more hope-
fulness for communities as a whole.  

   Universal Versus Targeted 
Interventions 

 One of the debates within the prevention litera-
ture concerns the feasibility and effectiveness of 
targeted versus universal interventions. Targeted 
interventions, like Clarke et al.’s  (  1995  )  preven-
tion program and our initial evaluations of PRP 
discussed earlier, are provided to at-risk partici-
pants, such as participants with elevated levels of 
symptoms. In contrast, universal interventions 
are administered broadly to the entire population 
regardless of risk. In general, effects for the aver-
age participant are larger in targeted interventions 
than universal interventions. This is because tar-
geted intervention participants are more likely to 
develop the disorder or problem and there is thus 
greater room for change in each individual. 
However, universal interventions that have small 
effects for the average participant can have large 
effects for society (Offord,  1996  ) . 

 Over the past decade, we have come to believe 
that cognitive–behavioral interventions, like the 
PRP, can have important applications as universal 
interventions. The shift in our thinking is re fl ected 
in the change to the name of the program, from 
the Penn Prevention Program to the PRP. All 
children and adolescents encounter challenges 
and stressful events in their lives. Most of the 
skills covered in PRP and other programs are 
useful for responding to these day-to-day chal-
lenges, as well as more serious events that chil-
dren encounter. These cognitive–behavioral skills 
(e.g., thinking realistically about problems, per-
spective taking, considering a variety of solutions 
to a problem, considering consequences when 
making decisions) overlap with competences that 
are discussed in the resilience literature (e.g., 
Brooks & Goldstein,  2002  ) . Some of these skills 
are also taught in problem-solving programs and 
interventions designed to reduce or prevent 
aggression, substance abuse, and other maladap-
tive behaviors (Caplan et al.,  1992  ) . Interventions 
that incorporate these skills should be relevant to 
most students and could have effects on a variety 
of positive and negative outcomes. We believe 
that the development and evaluation of such 
broad-based interventions will equip children to 
respond resiliently to the challenges they will no 
doubt encounter in their future.       
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