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ABSTRACT 

Research indicates that a relationship exists between 

depression and impaired cognitive functioning. When 

depression is treated, improvements occur in cognitive 

functioning, both for children and adults. A great many 

children with LD evidence coexisting symptoms of depression, 

yet research is non-existent regarding the treatment of 

depression in special education populations and possible 

improvements in academic functioning. This study utilized a 

multiple-probe design to identify the effects of a 

cognitive-behavioral intervention on academic variables in 

four adolescent participants identified as learning disabled 

and depressed. Homework completion and on-task behaviors 

were the two dependent measures as well as pre- and post

data on the levels of depressive symptomology and self

concept. The results showed that decreasing the symptoms of 

depression in the participants resulted in increased 

homework completion and on-task behaviors in the classroom 

which were maintained for two weeks post-intervention. 

Future research is needed to evaluate the long term 

maintenance and generalizability of the effects of this 

procedure. 



CHAPTER 1 

INTRODUCTION 
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Learning disabilities, defined under federal l'aw 101-

476, remain an illusive disorder. Researchers and educators 

find it difficult to identify students under a single 

definition when these individuals comprise a heterogeneous 

population. Learning disabilities is a widely recognized and 

accepted condition but is not a single condition. One 

overarching characteristic of individuals with learning 

disabilities is that they experience extreme difficulties in 

learning academic and other skills despite their mental 

ability to learn (Lerner, 1993). 

There is some speculation that depression and learning 

disabilities are related. Recent research has begun to focus 

on the interaction of socio/emotional factors and learning 

indicating that academic gains occur when adequate attention 

is given to socio/emotional factors (Cartledge & Milburn, 

1978). Conflicting literature (Glosser & Koppell, 1987) 

exists on the phenomenon of depression and its effect on 

learning, more specifically whether depression may be a 

symptom or a cause of learning disabilities. In this study, 

the focus will be on the coexistence of learning 

disabilities and depression, not on which disorder is 

antecedent. The coexistence of both disorders is such that 

any attempts to determine the primary disorder can be 



difficult if not impossible to identify (Maag & Behrens, 

1989). 
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A learning disability is only one aspect of a child's 

development and many other secondary problems and disorders 

may arise (i.e., conduct disorders, affective disorders, 

behavioral problems) (Brunt, 1979). Regardless of this 

finding, many educators rely solely on the use of tests of 

cognitive functioning (e.g., intelligence tests) and 

achievement to determine whether a learning disability 

exists and to match the curricula to the child's needs. This 

is done without taking into account and assessing the 

child's level of motivation, adaptation or affective level 

of functioning, which are equally important determinants of 

intellectual competence (Scarr, 1981). 

Although federal rules and regulations requires the 

demonstration of an ability-achievement discrepancy for a 

diagnosis of LD, considerable doubt exists about 'school 

personnel's ability to accurately and reliably discriminate 

between students with learning disabilities and slow 

learning students (Epp, McGue, & Ysseldyke, 1982). This 

research may help validate the concept that the child's 

affective state as well as cognitive handicaps should be 

taken into account before diagnosing and creating an 

educational plan for a child manifesting academic learning 

deficiencies. Many depressed students with learning and 

behavioral problems fail to receive special education 
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services until their condition is identified by outside 

agencies (Maag & Rutherford, 1987) and children referred and 

classified as learning disabled (LD) may in fact be 

demonstrating depressive symptomology (Colbert, Newman, Ney, 

& Young, 1982). 

Further evidence indicates that educators frequently 

ignore affective disorders (specifically depression) in 

students even though 21% of LD and severely emotionally 

disturbed students may experience moderate-severe depressive 

symptomatology (Maag & Behrens, 1989; Maag & Rutherford, 

1987). Unfortunately, little research has focused upon 

depressed special education populations receiving services 

in public schools (Maag & Rutherford, 1987). 

Data derived from clinical populations reveal that 

children having a primary perceptual handicap may also have 

a secondary functional handicap of a socio-emotional type 

(Burnt, 1979). Regardless of the reasons for oversights and 

misdiagnoses, the data clearly show that LD children exhibit 

and manifest depressive symptomatology (staton, Wilson, & 

Brumbach, 1981) and learning disabilities clearly 

contributes to the development of depression (Colbert et 

al., 1982). 

The dysphoric mood in depressed children differentially 

affects children's performance on a wide range of cognitive 

tasks as well as their psychological development (Kaslow, 

Tanenbaum, Abramson, Peterson, & Seligman, 1983). As a 
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result children's academic performance declines (Hall & 

Haws, 1989), they exhibit social cognitive deficits (Kaslow 

& Wamboldt,1985), they have diminished ability to 

concentrate (Hodges & Plow, 1990) and decreased energy and 

attention available for learning tasks, resulting in 

learning retardation (Colbert et al., 1982). All the above 

factors can describe a child with learning disabilities and 

cognitive impairments. Those same factors lead to a child's 

repeated experiences of failure, humiliation, anxiety and 

few experiences of achievement that earn them recognition 

and praise in the school settings like many of their peers 

(Hall & Haws,. 1989). These repeated experiences lead to a 

sense of learned helplessness (Seligman & Peterson, 1986) 

and feelings of low self-esteem (Hodges & Plow, 1990). 

Rather than exerting additional effort, these children tend 

to withdraw, avoid, and isolate themselves instead of taking 

risks and exerting energy on something they feel is both 

useless and hopeless, namely school tasks (Miezitis, 1992). 

Problems of an internalizing nature often characterize 

children experiencing learning problems (Hall & Haws, 1989). 

Because of the repeated failures, children develop 

maladaptive coping mechanisms that can further exacerbate 

the problem of depression and cognitive deficit. They begin 

to lose interest or pleasure in social and academic 

activities. According to Beck's theory of depression, 

children begin to view the world, according to a negative 
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triad: negative view of self, negative view of the world and 

negative view of the future (Kendal, Stark, & Adam, 1990). 

Their cognitive functioning begins to be characterized by 

more negative self evaluations and distorted patterns of 

thinking (Robins & Hinkley, 1989). Seligman's theory of 

learned helplessness suggests that depression occurs when an 

individual attributes aversive events to internal, stable or 

global causes, coming to believe that they are helpless 

(Robins & Hinkley, 1989). 

Children's lack of social and verbal interactions 

within the classroom prevents them from challenging their 

own thoughts of self-depreciation. The failures in coping 

with school demands contribute further to the child's 

formation of themselves as an unworthy and incompetent 

member of the larger group (Miezitis, 1992). Healthy chil

dren, when confronted with stressful or challenging tasks, 

can seek out and make use of external sources of support 

through peers who allow children to make more objective 

self-evaluations and explore potential ways of coping. 

Vulnerable children tend to withdraw, avoiding further 

incidence of failure and humiliation and as a result rely on 

negative internal factors rather than reaching out to 

external sources for support (Miezitis, 1992). Their ability 

to cope and adapt to stressful events becomes rigid, further 

constricting their sense of self or opportunity to posi

tively or adaptive1y solve problem (Cohen, 1986). By 



becoming rigid, withdrawn and isolated the child feels a 

greater sense of control over the environment creating a 

more maladaptive coping style (Cohen, 1986). 

15 

There is a high incidence of the co-occurrence of 

depression and learning disabilities in children. One way 

of improving the academic performance of LD children may be 

to alleviate the depressive symptoms. Thus, the purpose of 

this study is to investigate the effects of an 

individualized cognitive-behavioral intervention program 

designed to decrease depressive symptomatology in children. 

If there is a functional relationship between depression and 

learning disability, it is assumed that the alleviation of 

depression will result in an improvement in student's 

academic performance. 

statement of Purpose 

There is a high incidence of the co-occurrance of 

depression and learning disabilities in children. One way of 

improving the academic performance of LD children may be to 

alleviate the depressive symptoms. Thus, the purpose of 

this study is to investigate the effects of an 

individualized cognitive-behavioral intervention program 

designed to decrease depressive symptomatology. If there is 

a functional relationship between depression and learning 

disability, it is assumed that the alleviation of 

depression, will result in an improvement in students 

academic performance. 
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Significance of the Study 

There is growing evidence that between 5% and 10% of 

the normal school population is depressed and that 

percentage is even higher among adolescents, particularly 

females (Beck & Beck, 1975; Reynolds, 1987). Adolescent 

females report experiencing severe depressive symptomatology 

three times more often than adolescent males (Maag & 

Behrens, 1989). Within the elementary schools alone, the 

incidence of primary depression reported occurs in 1 1/2% to 

2% of the children (Maag & Behrens, 1989). 

Emotional problems in general have been reported in as 

many as 76% of LD children (Livingston, 1985). with regards 

to depressive disorders, problems and confusion in 

establishing base rates, as well as in determining the scope 

and impact of depression, contribute to the variability in 

the prevalence data reported on depressed students receiving 

special education (Maag & Behrens, 1989). Depression 

inventories contribute to the problem because they are not 

sensitive to the transient aspect of depression therefore 

the reporting of depression in any population can be 

misleading and underestimated (Maag & Rutherford, 1987). 

Investigations with LD children suggests that as many 

as 25% to 50% show signs of depression (Miezitis, 1992; Maag 

& Rutherford, 1987). Other reports indicate that between 14% 

and 54% of that same population manifest severe depressive 

symptomatology (Miezitis, 1992; Maag & Behrens, 1989; 
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stevenson & Romney, 1984). Depression may also be observed 

among immigrant and non-English monolingual children who 

have experienced difficulty in adjusting to a new 

environment and culture (Miezitis, 1992). Children who have 

experienced abuse, parental discord, separation, or 

mental/physical illness of the caregiver are also greatly at 

risk for affective disorders (Miezitis, 1992: Bowlby, 1973). 

Relationships between academic under achievement and 

depression have been well established (Maag & Rutherford, 

1987: Colbert et al., 1982: Sacco & Graves, 1984: Lefkowitz 

& Tesiny, 1985). Lasko (1986) demonstrated that a negative 

correlation exists between the two disorders and further 

studies reveal that the resolution or successful drug 

therapy treatment of major depressive disorders is 

associated with improvement in school performance (staton, 

Wilson, & Brumbach, 1981). These studies have been carried 

out with clinical and regular education populations. 

Depression is increasingly being recognized as a 

serious problem which contributes to poor social and 

academic functioning in our schools and society. For 

children the disease can mask itself in a number of ways. A 

child may feel depressed yet appear lazy, inattentive, and 

unmotivated to those around them, most specifically parents 

and teachers. Children cannot develop and thrive in an 

academic setting when they are crippled by feelings of 

hopelessness and meaninglessness (Miezitis, 1992). 
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Traditionally, the domain of a school psychologist's 

work did not include issues outside of the educational 

jurisdiction. In light of the existing data, the co

occurrence and reciprocal affects between academic and 

depression cannot be ignored or minimized. Depression has a 

constrictive power yet research with learning disabled 

children and adolescents is non-existent with regards to the 

amelioration of depressive symptoms and the positive 

academic effect that could result. Additional research 

investigating the role of depression, in children with LD 

academic functioning is indicated (Spotto, 1987). 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

This chapter is a review of the literature including 

issues related to depression in children and adolescents. 

Specifically, this chapter presents recent work in the areas 

of the development and diagnosis of depression, current 

theoretical models of childhood and adolescent depression 

related to schools and learning, psycho-social contributions 

to depression in LD populations, cognitive, and learning 

deficits associated with depression and interventions in the 

treatment of depressive disorders. 

The Development and Diagnosis of Depression 

Classification and Diagnosis 

For many years clinicians used the diagnosis of 

depression exclusively within adult populations. In the last 

15 years the increasing emergence of research and diagnostic 

criteria clearly indicate that childhood depression exists, 

at higher prevalence rates than once thought. Although many 

advances have been made, much of the psychological research, 

with respect to child psychopathology, resulted in 

assumptive leaps made by simply extrapolating downwards from 

adult diagnostic criteria to children (Kazdin, 1990). When 

working with children, the need exists for more child

specific criteria because the manner in which symptoms 

cluster constituting a depressive syndrome and the severity 
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of the disorder varies as a function of development 

(Achenbach, 1982). As a result the clinical picture of 

depression varies markedly across age and developmental 

levels. The need exists for descriptive rather than 

etiological data in the diagnostic process. For the 

classification and identification of depression in academic 

settings to be useful the diagnostic criteria must include 

the affects and manifestations of depression on academic 

functioning and learning (Kazdin, 1990). 

Research aiming to provide more concise and clear 

symptomatology of depression in children began only a little 

over two decades ago. In the late 1970's Weinberg built on 

W.A. Feighner's work, an earlier theorist who developed 

diagnostic criteria for more general use in psychiatric 

research with adults (Kazdin, 1990). He developed the 

"Weinberg criteria", providing the first standard way of 

diagnosing depression in children. These criteria required 

the presence of dysphoric mood and self-deprecatory 

ideation, as well as two of the following symptoms: 
--

aggressive behavior, sleep disturbance, change in attitude 

toward school, change in school performance, diminished 

socialization, somatic complaints, loss of usual energy, and 

unusual change in appetite or weight (Kazdin, 1990). 

Although these criteria are somewhat broad they provided the 

catalyst and model used in the Research Diagnostic Criteria 

(ROC): depressed mood, anhedonia, fatigue, concentration 
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problems, agitation, retardation, insomnia, hypersomnia, 

anorexia, weight loss, increased appetite, weight gain, and 

suicidal ideation (Spitzer & Robins, 1972). These 

classification systems were the first to provide criteria 

looking at the manifes.tations of clinical symptoms of 

depression in children, addressing possible school effects 

and validating the existence of depression in younger 

populations. 

The DSM-III-R remains the most widely used 

classification system today with depressive disorders 

falling under the diagnostic category of Mood Disorders. 

There are two depressive disorders: Major Depression, in 

which there is one or more major depressive episodes~ and 

dysthymia, in which there is a history of depressed mood 

more days than not for at least two years and in which, 

during the first two years of the disturbance, the condition 

did not meet the criteria for a major depressive episode. 

Further differentiation can be made, specifying whether the 

episode classifies as melancholic (a severe form not 

particularly responsive to somatic therapy), chronic 

(current episode has lasted two consecutive years without a 

period of two months or longer in which there have been no 

depressive symptoms) or seasonal (a regular cyclic 

relationship between the onset of the mood episodes and a 

particular 60 day period of the year). 



The symptomatic criteria used to make a diagnosis in 

the DSM-III-R are the following: 
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1. Depressed mood (in children and adolescents can be 

an irritable mood), a person usually describing 

feeling depressed, hopeless, sad, discouraged 

"down in the dumps". A person may deny feeling 

depressed but presence of a depressed mood can be 

inferred from observation of the person. 

2. Markedly diminished interest or pleasure in all, 

or almost all, activities most of day. 

3. significant weight loss or gain when not dieting, 

or decrease or increase in (children, consider 

failure to make expected gains). 

4. Insomnia or hypersomnia. 

5. Psychomotor agitation or retardation. 

6. Fatigue or loss of energy. 

7. Feelings of worthlessness or excessive or 

inappropriate guilt. 

8. Diminished ability to think or concentrate, or 

indecisiveness. 

9. Recurrent thoughts of death or suicidal ideation. 

Commonly associated features included tearfulness, anxiety, 

brooding or obsessive rumination, excessive concern with 

physical health, panic attacks, and phobias. Important to 

note is that the severity, frequency, duration, and number 

of symptoms needed to be present vary according to the type 



of diagnosis made under depressive disorders (American 

Psychological Corporation, 1987). 
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Although the DSM-III-R is the most widely used 

classification system, including age specific features, the 

symptomatic picture and the level of impairment included in 

the manual do not include academic related effects. For 

educators and school personnel this makes the manual less 

effectual and less relevant in academia. Therefore, for 

school use it may be beneficial to use both the "Weinberg 

criteria" and the RDC in conjunction with the DSM-III-R, in 

the identification process, considering that they cite 

specific school related symptoms. Regardless of the 

classification system used, agreement exists around the 

description of depression as a deficit in affect regulation 

at any age and in any situation. 

Developmental Perspectives of Depression 

The most common developmental view of depression is 

that of "masked symptomatology" accounting for the wide 

variance in clinical pictures between adult, child and 

adolescent depression (Cytryn & McKnew, 1974). 

Masked symptomatology refers to the fact that 

depression in both children and adolescents may 

occur in disguised form depending on the child's 

chronological age, intelligence, level of ego 

development, superego functioning and ability to 

tolerate discomfort when a trauma triggers 



depression. Depressive symptoms also vary as a 

function of gender and severity, although gender 

differences do not emerge until adolescents 

(Miezitis, 1992). 
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The concept of masked depression relies heavily on 

inferential data making clinicians hesitant to use the term. 

Despite a clinician's hesitance it is important to recognize 

that when children reach school age, the manifestations 

change as a result of changes in their environment and 

social interactions. The difficulty for educators in 

diagnosing and differentiating depression from academic 

disorders may be a result of this phenomena of "masking", 

making it more relevant to school use. 

Depressed preschoolers manifest mood disturbances 

(irritability, excessive crying), vegetative disturbances 

(insomnia, loss of appetite), and behavioral disturbances 

(absence of normal play, hyperactivity, temper tantrums). In 

elementary age children, (approximately 5-8 years of age) 

depressive feelings mask themselves through behavior 

problems such as tantrums, school phobias, disobedience, 

enuresis and susceptibility to accidents. Important to note 

at this age is that children are able to feel sadness but 

unable to tolerate these prolonged feelings (Kas10w & 

Wamboldt, 1991). 

Prepubertal age children (ages 9-12) show greater 

depressive appearances and act out their depression through 
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behaviors such as truancy, running away from home, 

complaints of boredom, restlessness or fatigue, bodily 

preoccupation, poor school performance, destructive 

behavior, and delinquency. Shyness, withdrawal, clinging 

behavior, and heightened activity can also be observed in 

young and adolescent children. As late adolescence 

approaches, depressive episodes become easily 

distinguishable, and masking behaviors decrease. The 

symptoms appear more classical, including confused self 

identity, feelings of sadness, guilt, unworthiness, 

unloveableness, low self-esteem, helplessness, hopelessness, 

hostility, resentment, depersonalization, isolation, self 

accusation, self-depreciation, nihilistic delusions, and 

self-destructive urges. Older adolescents may resort to 

alcohol and drug use, sexual promiscuity, or hypochondriasis 

which are considered masking equivalents (Miezitis, 1992). 

According to Piaget, the dividing point for children 

and adolescents is 11-12 years when the boundary between 

concrete and formal operational thinking is bridged. 

Physical and emotional changes also characterize this time 

in development. Adolescents show greater anhedonia, 

hopelessness, hypersomnia, weight change (anorexia), and 

lethality of suicide attempts (Mitchel, MCCauley, Burke, & 

Moss, 1988). 

When studying developmental issues related to 

depression, both interpersonal and intrapersonal factors 



26 

must be addressed, as well as environmental issues. Each 

plays a significant role in the development and maintenance 

of depression, in children as well as adults, and must be 

addressed. For children, the school setting provides an 

excellent arena in which to identify, assess, intervene and 

possibly prevent further psychological disturbances or 

decompensation. More relevant to this study, school settings 

may aid in the prevention of possible educational problems 

that could occur and manifest themselves as a result of 

depression in childhood. For prevention to occur a revision 

of the current classification systems need to occur, 

validating the effects of depression on academic functioning 

and providing relevant and observable criteria for educators 

and school personnel. 

Theories of Depression Relevant to 

Schools and Learning 

Behavioral, cognitive and social learning theories 

provide models of the development of depression in children 

and adolescence. They also have functional utility, 

providing information that allows for interventions to occur 

that are directly relevant within the educational arena as 

opposed to strictly clinical settings. 

Behavioral theory analyzes overt behaviors, focusing on 

learning and environmental consequences and contingencies. 

Depression and its symptoms result from problems of 

interacting with the environment and changes in 



reinforcement. Behaviorist disagree on the type of 

reinforcement changes that cause depression (Ollendick & 

Hersen, 1989). 
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Lewinson (1974), a behavioral theorist, proposed that 

depression results from the loss or reduction of 

reinforcement. A persons behavior does not produce enough 

positive reinforcement from others or produces punishment 

and aversive consequences leading to the individual's 

becoming passive, withdrawing from interactions and showing 

both affective and cognitive symptoms of depression 

(Lewinson, 1974). A related model suggests that 

reinforcements may be lacking due to a social skills 

deficit. A deficit of this kind results in reduced or 

limited reinforcement from the environment, leading to a 

persons failure to meet interpersonal demands and/or suffer 

from anxiety and lack of reinforcement (Ollendick & Hersen, 

1989). For children experiencing learning difficulties the 

educational system is part of the repetitive and aversive 

situation that can sometimes lead to or exacerbate 

depression (Digdin & Got1ib, 1986). 

The cognitive model emphasizes perceptual and 

attributiona1 belief systems that underlie depressive 

symptoms, (Kazdin, 1990). Aaron Beck, founder of the 

cognitive approach to depression, recognizes the influence 

of a sense of loss in early childhood experiences, a 

psychoanalytic position. He postulates that in response to a 
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loss or rejection, cognition plays a major role, in that, 

illogical and distorted thinking cause a person to view the 

world, themselves and the future in a negative fashion 

(formally known as the "cognitive triad of depression"). 

Cognitive distortions, therefore, result in the affective, 

motivational, behavioral, and physiological symptoms seen in 

depressives. Reality becomes distorted and depressed 

individuals overgeneralize, minimize the positive and make 

absolute judgements. This negative triad creates a negative 

feedback system where the more negatively one thinks, the 

more unhappiness one feels, and the worse one feels the more 

negatively one thinks about the self, the world and the 

future (McMullin, 1986). 

With regards to children, developmental issues need 

consideration. The negative triad assumes three things: one 

has the ability to use abstract thinking, the ability to 

interpret new events and the ability to think beyond the 

present. Based on this, Piaget believes children under seven 

cannot form negative triads (Opper & Ginsburg, 1988). 

Information Processing theorist disagree maintaining that 

young children are capable of adult cognitive skills 

although they are less efficient in their use (Miezitis, 

1992). Common in children are negative attitudes about self, 

feelings of alienation and powerlessness, and a negative 

perception of future educational and occupational 

opportunities (Rosenberg, Schooler, & Schonberg, 1989). 
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social Learning theory includes many different 

developmental models for depression. The most researched and 

well documented will be reviewed for this study. Self

control model of depression focuses on the individuals 

deficiencies in dealing with stress (Kazdin, 1990). The 

model assumes that depression can be characterized as a 

series of specific deficits in self management behavior and 

that depressed individuals operate from an external locus of 

control (Rehm & Naus, 1987). Persons with these deficits 

tend to focus on negative events with limited positive self

reinforcement (Kazdin, 1990). Research in academic settings 

reveal that depressed children exhibit the following 

deficits: negative self-evaluation, lowered expectations for 

performance, more stringent criteria for failure (but not 

success), and a preference for punishment over reward 

(Kaslow & Wamboldt, 1991). Children experiencing 

difficulties in school begin to feel powerless and a lack of 

control (Rosenberg et al., 1989). 

The learned helplessness model, developed by Seligman 

(1986), proposes that depression results from peoples 

repeated experience that their responses do not influence 

events in their lives, leading to passivity and social 

impairment, which stem from their negative expectations and 

inability to control the environment (Kazdin, 1990). 

Seligman later reformulated his theory to include causal 

attributions, attributing negative outcomes to internal 
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factors. This leads to lowered self-esteem and the 

generalization of deficits across different situations. This 

model incorporates both Learning theory and social cognitive 

theory. Research in this area pays little attention to the 

developmental patterns of attribution in children with 

regards to depression. Guttentag and Longfellow summarize 

the literature regarding children's attributions with a 

developmental perspective by stating: 

In sum, the work suggests that before the age of 6 

or 7, children have a notion of a psychological 

motivational force, but the concept is global and 

undifferentiated, applied indiscriminately to the 

animate and the inanimate world. At the age of 6 

or 7, they begin to distinguish between the 

possible causes for physical and social phenomena. 

• • • The youngest children studied (5 and 6 year 

old) had only a partial scheme of causal 

attributions. • . . By the time children are 9 

years old, they can clearly coordinate information 

on possible causes in an interrelated way because 

of their ability to decenter (Cited in Digdon & 

Gotlib, 1986, pp. 451-491). 

A specific correlate of depression, found in school-age 

children, relates to attributional style stemming from 

Seligman's work on learned helplessness. It is postulated 

that depressed individuals tend to attribute failure to 
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internal, stable and global causes, whereas non-depressives 

attribute failure to more external, unstable and specific 

causes. This style has also been found in depressed non

clinic school age children as well as clinical school age 

populations (Kaslow & Wamboldt, 1991). In LD children 

feelings of learned helplessness undermines their motivation 

to achieve. They feel that they will fail no matter how much 

they study or how hard they try and teachers also give these 

messages regarding expectations (Shaugnessy & scott, 1986). 

All three theories provide an understanding of the 

development of depression and have particular relevance when 

dealing with the learning disabled populations. Their 

repeated experiences of failure and limited experiences of 

success or mastery of academic tasks sets the stage for 

these children's feelings of helplessness, lack of control, 

failure and lowered self-esteem. 

Psycho-social contributions to Depression 

Cognitive deficits, as experienced by learning disabled 

children, can directly and adversely affect psycho-social 

processes, creating difficulties in the mastery of 

developmental tasks at all stages (Cohen, 1986; Long, 1988). 

Psychological reactions to being learning disabled can 

easily become a further source of scholastic failure and 

poor adjustment (Cohen, 1986). Failures, frustrations, 

criticisms, rejection and sometimes ridicule contribute to 

these secondary emotional problems (Long, 1988). 
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Failure in particular has a highly toxic influence on 

personality, exaggerating underlying vulnerabilities (Gever, 

1988) and wreaking havoc in all area's of a child's life. As 

their difficulties continue, LD children experience a more 

than usual dose of stress and frustration and their 

confidence begins to wane. Most children, having difficulty 

learning, experience an overdose of failure which leads to 

poor self-esteem and self-loathing, common features of 

depression (Shaugnessy, 1986). 

A unique self-representation that characterizes LD 

youngsters is a consistent and core aspect of being 

painfully damaged, inadequate, stupid, and vulnerable. The 

LD child gets caught in the context of failure and shame 

which becomes incorporated as a major part of their self 

definition (Gever, 1988). In adolescents, self efficacy was 

found to negatively correlate with high levels of 

depression, with academic self efficacy showing the highest 

correlation with depression (Ehrenberg, Cox, & Koopman, 

1991). An adolescents primary concern is establishing a 

strong worthwhile identity and issues of status and 

competence, particularly in school, are important (Rosenber 

et al., 1989). 

According to the self-worth theory, the student's sense 

of personal worth and value is closely tied to his or her 

performance in the classroom. Because of the value placed on 

success and the tendency to use failure as an indicator of 
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inability and incompetence, students react at an affective 

level when they receive feedback about their course 

performance. They form causal attributions to explain their 

performance and then experience further affect and 

expectancy changes dependent on the nature of these 

attributions. For LD students their negative attributional 

style and irrational beliefs become internally focused 

towards and at the self, leading to depressive symptoms 

consistent with the cognitive theory of depression (Forsyth 

& McMillan, 1981). Evidence also suggests that educators may 

respond more negatively to depressed students than their 

non-depressed peers enhancing and providing further evidence 

for their feelings of low self-esteem, inadequacy, and 

helplessness (Maag & Forness, 1991). Therefore, the affect

attribution link in educational settings is clearly evident 

in LD populations. 

Self-esteem is a fundamental human motive, a universal 

desire among human beings to protect and enhance their 

feelings of self-regard. It involves many forms of cognitive 

processing: social comparison, self attribution, and 

reflected appraisals (Rosenberg et al., 1989). Cognitive 

processing develops and is effected by the self system, our 

relationships and interactions with the environment, and 

affective states. In LD children this is of particular 

importance because of their repeated experiences of failure, 

negative self-evaluations, negative appraisals of their 



competence and feelings of rejection (Rutter, 1987). 

Learning disabled children exist where the balance of 

success to failure has been tilted in a negative direction 

(Gever, 1988). 
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Depressed LD children, in contrast to non-depressed LD 

children, showed themselves to have less self-esteem, to be 

more reserved, detached, critical, aloof, more affected by 

feelings, emotionally labile, more undisciplined and 

careless of social rules, and more prone to feelings of 

guilt, apprehension, and worry (stevenson & Romney, 1984). 

Personality traits characterizing depressed LD children are 

high anxiety and low ego strength, pointing to a neurotic 

disposition. These traits can lead to difficulties adjusting 

to social situations which interfere with learning in the 

classroom and accentuate academic problems (stevenson & 

Romeny, 1984). 

Depression in schools can be viewed from an interactive 

perspective. Leaving home and adapting to school life 

presents a major challenge to most children. They enter 

school and meet new situations with anticipation or dread, 

depending on a child's past experiences, level of readiness, 

and sense of competence. In school the child meets with a 

wide range of academic and behavioral tasks and 

expectations. For some children these tasks may be 

realistic, for others they may be overly demanding or 

lacking in stimulation. The child learns to either meet 
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these demands and experience success or fall short and 

experience failure. The social support system can provide a 

buffer for the child by providing a supportive environment, 

enhancing their adaptive coping mechanisms and providing 

remediations or accommodations for the child. 

It is clear that satisfactory academic experiences are 

an essential component to one's emotional well being 

(Miezitis, 1992). Creating an arena for success and mastery 

can circumvent further damage to ones sense of self worth 

and prevent further decompensation, academically and 

emotionally. 

Since children and adolescents spend a large part of 

each day in an educational setting it would not be hard to 

imagine the stress that is felt by a child who feels "less 

than" or unable to succeed, regardless of the amount of 

effort expended on an task. As a result many LD children 

eventually drop out of school or become juvenile delinquents 

(Lerner, 1993). 

Cognitive/Learning Deficits Associated with Depression 

It is clear that many symptoms of depression, decreased 

concentration, unusual loss of energy and extreme fatigue, 

directly relate to learning difficulties and poor school 

performance (Walker, 1988). Colbert (1982) found that 71% of 

regular education children, diagnosed as depressed, were 

significantly underachieving one year or more below grade 

level in one or more academic areas. Depression 
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differentially effect a child's performance on a wide range 

of cognitive tasks (Hall & Haws, 1989) and the possibility 

exists that much potentially sub clinical brain dysfunction, 

which has become manifest because of major depressive 

illness, is mistaken for irreversible "learning disability" 

(staton, Brumbach, & Wilson, 1981). 

Many researcher have substantiated an inverse 

relationship of depression to cognitive functioning 

(Brumbac, 1990~ Lefkowitz & Tesiny, 1985~ Kaslow et al., 

1983~ staton et al., 1981), yet no causal relationships can 

be inferred from correlational data. Depression can 

aggravate learning disabilities by exacerbating the 

underlying cortical dysfunction (stevenson & Romney, 1984) 

and a common underlying central nervous system dysfunction 

may explain the possible linkage between depression and 

learning disabilities (Mokros, Poznanski, & Merrick, 1989). 

One area of research and theoretical speculation 

surrounds the issue of cerebral specialization and the 

relationship to learning disabilities and depression. 

Each hemisphere, right or left, involves different 

processing demands and cognitive styles, yet there is a 

strong crossover of information. This makes it difficult to 

isolate the functioning of one hemisphere especially when 

assessing learning (Kaufman, 1979). 

Clinical literature indicates that right hemispheric 

cerebral dysfunction occurs during episodes of affective 
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illness and abnormal electroencephalogram spectral energy 

distributions have been found in the right temporal region 

during depression (Flor-Henry, 1976). Studies with learning 

disabled populations indicate that lateralized cerebral 

dysfunction is sometimes associated with specific clusters 

of cognitive deficits that impair learning (Maag & 

Rutherford, 1987). A dichotic listening test given to 

depressed patients evidenced impaired right hemispheric 

functioning (Yozawitz, Bruder, Sutton, Sharp, Gurland, 

Fleiss, & Costa, 1979). 

Specific biological causes of learning disabilities are 

poorly understood yet direct associations between certain 

neuropsychological-cognitive impairments underlying academic 

disorders and particular emotional- behavioral 

characteristics have been found (Glosser & Kappell, 1987). 

Right hemispheric learning disabilities are viewed as being 

etiologically related to childhood endogenous depression and 

left hemispheric learning disabilities may be worsened by 

depression (Maag & Rutherford, 1987). Neuropsychologist are 

on the cutting edge of research in the area of learning 

disabilities (Brumbach, 1990). 

Several areas of impaired cognitive function have been 

studied in depressed populations. Memory, attentional 

processes, and response latency are three specific areas of 

concern and all negatively effect or deter learning, in all 

children, depressed or not. Again, much of the research 



focuses on the effects of depression in adult populations 

yet it remains relevant to all who experience depressive 

symptomatology, young or old. 
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A significant number of depressed children and adults 

complain of memory impairments and diminished ability to 

think and concentrate, all functions necessary for learning 

to occur (Miezitis, 1992). Krames (1985) found that 

ruminating thoughts of depressed patients act as 

distracters, interfering with performance on cognitive tasks 

and reducing cognitive efficiency. Depressed patients also 

report having deficits in "effortful" but not effortless 

cognitive functions. Significant impairments have been found 

in depressed compared to non depressed groups on "effort 

demanding II tasks requiring sustained attention, 

concentration and larger amounts of cognitive capacity 

(Tancer et al., 1990). Further evidence is found in 

depressed subjects slower performance on perceptual motor 

tasks also characterized as effort demanding and affected by 

reduced attentional resources (Deijen, 1993). 

Memory tasks require a great deal of cognitive effort, 

attention and concentration. Current memory theorists think 

of memory as a process as well as a structure, varying along 

a continuum based on the amount of effort required for their 

implementation. Memory processes play a role in the analysis 

of depression since affect is an important quality in the 

encoding and retrieval of information and in the processing 



involved in short term and long term memory (Rehm & Naus, 

1987). 
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On item recognition tasks depressed patients evidenced 

decreased short term memory but normal long term memory 

function (sternberg & Jarvik, 1976). A comparison of tasks 

measuring recognition memory and delayed and immediate 

recall revealed impairments in all three areas for depressed 

subjects (Brand, 1992). Impairments not only occur in active 

retrieval from memory but also when encoding information 

into memory, which may be related to problems of attention 

(Brand, 1992). Decreased ability to attend to incoming data 

for depressed subjects impairs one's initial encoding of 

data, leading to marked impairments when attempting to 

recall the poorly encoded data (Sweeney, 1989). watts (1987) 

compared depressed patients to a non-depressed control 

group, testing their abilities on free recall, cued recall 

and recognition memory. He found depressives performed 

better on recognition than free recall tasks however cued 

recall performance was no better than free recall. Of the 

three types of memory tasks, recognition requires the least 

effort followed by cued recall and free recall (Ellis & 

Hunt, 1983). 

Depressed subjects in general show slower reaction 

times (Hill, 1989), especially on memory tasks, spatial 

memory tasks and learning (O'Brien, 1993). 



40 

One study revealed that depressed patients were 

significantly slower to respond than controls, with a 

pattern that suggested slowed information processing 

centrally, rather that simple sensory motor slowing 

(O'Brien, 1993). Depressed children show deficits in 

responding (longer latencies) and less correct responses on 

a block design tasks, an anagram task, and on a matching 

familiar figures test (Kaslow, Tanenbaum, Abramson, 

Peterson, & Seligman, 1983: Scwartz et al., 1982). Despite 

the slower reaction times and longer response latencies 

depressed subject were found to be able to finish timed 

tasks yet numerous errors were made as a result (Staton, 

Wilson, & Brumbach, 1981). 

Numerous studies have found depressive symptomatology 

to be negatively related to performance in specific areas of 

school learning. Tesiny, Lefowitz, and Gordon (1980) 

reported moderate but significant correlation's of -.23 and 

-.27 between depression and standardized reading and math 

scores of non-handicapped children. Reynolds and coats 

(1982) found moderate but significant correlation's of -.24 

& -.26 between grade point average and depression in regular 

education adolescents. 

The first study to report on cognitive characteristics 

of children who meet the DSM-III diagnosis for depression 

used the Wechsler Intelligence Scale for Children-Revised 

(WISC-R) and the achievement battery of the Woodcock 
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Johnson-Revised (WJ-R). The findings indicated that 

depressed children manifested under-achievement in math and 

in general knowledge (Hodges & Plow, 1990). Standardized 

math and reading scores obtained from school records 

confirmed the math deficiency and also revealed deficiencies 

in reading scores (Hodges & Plow, 1990). Preexisting reading 

and arithmetic difficulties are common among children with 

major depressive disorder (Maag & Rutherford, 1989). In 

depressed adults, low performance IQs were noted despite 

normal full scale IQs on the Wechsler Adult Intelligence 

Scale, (WAIS). Also found were lower WAIS scores on block 

design and object assembly subtests (Flor-Henry, 1979). 

The mean scores on the Children Depression Inventory 

(COl) significantly correlated with performance on some 

items of the WISC-R, specifically block design, coding and 

digit span (Kaslow, Rehm, & Siegel, 1984). All three are 

subtest making up the Performance scale and are effected by 

disturbed psychomotor function, impaired concentrating 

ability, and reduced motivation, all symptoms associated 

with major depressive episodes (Staton et al., 1981). 

Research of adult depression has indicated that 

symptoms accompanying dysphoric mood and contributing to the 

definition of a depressive syndrome, such as cognitive 

impairment, abate once there is improvement in mood (Mokros 

et al., 1989). More recent research, with depressed 

children, reveals that after anti-depressant drug therapy, 
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there are marked increases in cognitive functioning. The 

following results were found: improved performance, verbal 

and full scale IQ scores (obtained using the WISC-R); 

improvement on WISC-R similarities, block design and coding 

subtest scores; improved response latencies; improvement on 

tests reflecting reasoning, judgment, visual perception and 

vi suo-motor co-ordination; improvement of right hemispheric 

and frontal lobe functioning (staton et al., 1981). Once 

again, research focusing on the treatment of depression and 

its positive effect on academic performance remains barren 

with special education populations. The negative effects of 

depression on cognition and cognitive functioning are 

clearly indicated in the literature. Assessing for affective 

levels of functioning should be a requirement before placing 

a child in a special education program or before creating an 

Individual Education Plan which focuses only on academic 

remediation and excluding possible socio-emotional factors 

that may undermine any remediation attempts. The focus of 

this research project, using a single subject design which 

focuses on the individual, will be to present clear, 

observable and measurable data that children diagnosed as 

learning disabled, who also evidence clinical depression, 

will improve in different area's of academic performance 

once the depression abates. 

The wide variations in types of learning disabilities, 

the lack of differentiation between learning difficulties 
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and actual neurological deficit, rendering a child learning 

disabled, all are factors that contribute to the variability 

in the above findings related to cognitive impairment, brain 

functioning, and academic assessments. Instruments to assess 

depression, in children and adults, are widely available and 

are accompanied by a great deal of empirical validation. 

Assessing the effects of depression on learning may be an 

impossible task. Knowing that depression effects cognitive 

and personality functioning, it appears imperative that each 

child be routinely assessed for affective levels of 

functioning. Educators must be made aware of the disorder 

before creating an individual education plan, focusing only 

on academic remediation and excluding possible socio

emotional factors that may undermine any attempts made at 

remediation. 

Interventions in the Treatment of 

Depressive Disorders 

The negative effect of depression on cognition and 

cognitive functioning is clearly indicated in the literature 

(Terr & Gallagher, 1991; Brumbach, 1990; Lefkowitz & Tesiny, 

1985; Beck, Rush, Shaw, & Emery, 1979). Much of the data on 

impaired cognitive functioning and depression come from 

adult and regular education populations. Recently research 

has begun to focus on depression in special education 

students. Findings indicate that there is no difference 

between depressed handicapped stUdents and depressed non-
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handicapped students. In fact, handicapped students appear 

to exhibit characteristic patterns of depression similar to 

those of their non-handicapped peers (Maag & Behrens, 1989). 

with regards to the treatment of depression in special 

education populations, especially the learning disabled, 

scant empirical data exists on the treatment and possible 

improvement in and amelioration.of poor academic 

achievement, learning difficulties and associated behaviors 

(staton et al., 1981). Several school-based cognitive

behavioral intervention techniques have been successfully 

used with depressed non-handicapped students (Clark, Hops, 

Lewinsohn, Andrews, Seeley, & Williams, 1992; Clark, 1990; 

Dobson, 1989; Maag & Behrens, 1989). Therefore, implementing 

similar modes of treatment should prove equally effective 

with handicapped students, namely LD populations. 

cognitive-behavioral treatments are well established as 

effective interventions for unipolar depression among adults 

and adolescents (Clarke et al., 1992; Clark, 1990; Dobson, 

1989; Rehm, et al., 1987; McNamara & Horan, 1986; Beck et 

al., 1979). This approach to treatment is derived from the 

two specific conceptualizations regarding the etiology of 

depression (see cognitive and behavioral theories of 

depression in Chapter 2). Most successful therapeutic 

programs for depression are complex packages including both 

the cognitive and behavioral elements (McNamara & Hogan, 

1986). Bits and pieces of each program have been researched 



and a 65-85% recovery rate has been shown in patients who 

are diagnosed with depression and treated with combined 

cognitive and behavioral forms of therapy (Clarke et al., 

1992). 
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Therapies that include both a cognitive and behavioral 

component have been proven effective because of several 

features: 

1. Both therapies offer subjects a new way of 

thinking about their depression; 

2. Both programs are highly structured, including 

specific steps, assignments, exercises and 

feedback; 

3. Both programs demand individuals to perform 

certain behaviors between sessions (Rehm, Kaslow, 

& Rabin, 1987). 

cognitive theorists posit that careful and subtle 

attacks on the irrational ideas, underlying logic, and over 

generalizations produces changes which lead to the 

modification of their distorted thought processes about 

one's self, one's experiences and one's future. This type of 

treatment leads to the client's learning to recognize 

distortions that are present, challenge and correct them 

which ultimately results in feeling a sense of mastery and 

control over their situations (Clark et al., 1992; Teri & 

Gallagher, 1991; McNamara & Hogan, 1986). 
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Behaviorists posit that depression is a behavior that 

is learned and maintained through a series of positive and 

negative reinforcements contingencies. Therefore, depression 

can be reduced or eliminated by altering the contingencies 

that maintain depressive behaviors. One then introduces new 

contingencies to stimulate and maintain non depressive 

behaviors (Clark et al., 1992; Rehm, Kaslow, & Rabin, 1987; 

McNamara & Hogan, 1986). 

Both theories suggest a cycle of depression that, once 

interrupted, can lead to remission and recovery. Using a 

cognitive and behavioral program allows for the modification 

of overt behaviors (behavioral theory) and cognition's or 

negative thought processes (cognitive theory), both of which 

are instrumental in causing and ultimately alleviating 

depressive symptomatology. This research study extends the 

logic and efficacy of existing data, on the cognitive

behavioral treatment paradigm, to special education 

populations. 

Summary 

Various factors ~ave been presented relating to 

depression and academic performance in both regular and 

special education populations. Recently, researchers have 

begun to look at depression in special education 

populations, specifically learning disabled students. 

Prevalence rates indicate that depression exists in schools 

and at higher rates than once thought, especially in special 
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education populations. Recent research has begun to focus on 

the interaction of depression and learning disabilities, yet 

because of the heterogeneity of learning disabilities and 

the poor identification process for depression in our school 

systems, the data remain sparse and reflect inconsistencies 

regarding the interaction of the two conditions and their 

effects on learning. 

The classification and diagnosis of depression has 

predominantly been addressed by the clinical fields of 

psychology. Established criteria that relate to school and 

academic functioning are lacking. The clinical picture of 

depression varies with a child's age and developmental 

level, causing further problems in the identification 

process. What may look like conduct and attentional 

problems, may really be manifestations of depressive 

symptomatology in a child. 

Many of the theories of depression, relevant to schools 

and learning, fall under the categories of social learning 

and cognitive-behavioral domains. These theories are 

especially relevant to LD populations repeatedly 

experiencing failure and frustration in the classrooms on a 

daily basis, despite all of their efforts to succeed. Also 

affected are the psycho-social processes. Self-esteem and 

self-worth begin to deteriorate, and vulnerabilities such as 

tendencies to withdraw or aggress, cognitive distortions, 

emotional over sensitivity, and negative attributions lead 



to less effective coping and adaptive behaviors. Learning 

disabled children begin to feel hopeless and helpless and 

are therefore at greater risk for depression than regular 

education populations. 
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cognitive' and learning deficits related to depression 

have been well documented in clinical populations. Problems 

with memory, attentional processes, and latency are all 

areas affected by depression. Depression has been found to 

correlate negatively with different academic areas (e.g., 

math, reading, grade point average). It has also been found 

that after treating depression improvement and amelioration 

of poor academic achievement and learning occurred. As of 

yet no replications of this study have been done with the 

special education populations, more specifically, learning 

disabled populations. 
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METHODS 
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The study employed a single subject method of inquiry. 

This method generally involves a blending of direct client 

services and experimentation while seeking to establish a 

functional relationship between behaviors. The design 

extends the logic of experimentation normally applied to 

between group investigations to investigations of a single 

case (Kazdin, 1982). This creates a link between research 

and practice in that data collection occurs over time used 

in the production of further knowledge with regards to the 

study of human behavior (Bergan & Kratochwill, 1990). The 

focus of single subject methods of inquiry are the 

clinically significant effects, clearly evident in the 

subjects' life, versus statistically significant changes 

based on statistical evaluation which impart little 

information about the individual (Kazdin, 1982). 

A multiple probe design across individuals was chosen 

as the specific design. In this design, comparisons are made 

between and within a data series. A multiple probe design 

across individuals involves assessment across individuals 

and at the same time minimizes the effect of history 

confounding on experimental validity (Tawney & Gast, 1984). 

In this design, baseline data are collected simultaneously 

across individuals. An intervention was introduced first for 
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across individuals. An intervention was introduced first for 

only one individual. Subsequently, the intervention was 

introduced to the second and third individuals (Bergan & 

Kratochwill, 1990). For the purpose of experimental control 

and greater experimental validity, baseline data were 

collected on each individual at each phase of the 

intervention. The second individual did not receive the 

intervention until a change was seen in the behavior of the 

first individual. 

This project utilized a cognitive-behavioral 

intervention to treat depression based on volumous research 

data accumulated on the effectiveness of this treatment 

(Hops, Lewinsohn, Andrews, Steeley, & Williams, 1992; 

Dobson, 1989; Weinrach, 1988; Bowers, 1987; Hogg & 

Deffenbacher, 1987; Rehm, Kaslow, & Rabin, 1987; McNamara & 

Horan, 1986; Beck, 1979). The cognitive-behavioral treatment 

program, outlined and implemented in this study, was 

developed by several researchers at the University of Oregon 

(Hops et al., 1992). It has focused on adolescent treatment 

programs for depression that are primarily used within a 

school setting. The program format offers curriculum-based 

instruction with modules addressing specific skill deficits. 

Two studies have examined the efficacy of this 

treatment program. The first (Clarke, 1985) indicated 

that from intake to post-treatment, the mean Beck Depression 

Inventory score, of the treated, clinically depressed 
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adolescents, dropped from 15.0 to 4.1 (p<.OOl). The second 

outcome study (Lewinsohn, Clarke, Hops, Andrews, & Williams, 

1990) demonstrated, through a mUltivariate analysis, 

significant pre- to post- treatment changes in all dependent 

variables across treatment conditions. See Appendix B for an 

outline of each of the ten weekly sessions. 

Participants 

The participants involved were identified through a 

teacher referral process. Three high school LD teachers, 

from a southwestern rural Arizona school district, referred 

a total of eight students of which only four met both the 

observable criteria as well as the criteria established for 

the clinical assessment devices validating the existence of 

the depression pre-intervention and the alleviation of 

depression post-intervention. The clinical assessment 

served as a form of procedural validity, removing the 

subjectivity that might have occurred if only the teacher's 

observation criterion were met. Of the eight students 

referred by the teachers, only four met all of the criteria 

necessary to participate in this study. 

All four of the participants, two female and two males, 

were between the ages of 16 and 18. Participant 3 was a 

second generation Hispanic girl and the three remaining 

participants were Anglo-American. All four of the 

participants were born and raised in the united States with 

English as the primary language. None of the students were 



bilingual and all were similar in socio-economic status, 

falling in the lower middle class category. 

The following are the observable criteria used by the 

teachers to identify students for the study: 

1. A sense of depressed affect (sadness, 

unhappiness). 
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2. Depressed relational functioning (i.e., a high 

degree of withdrawal from social interaction or 

negative interactions with peers and/or teacher). 

3. A special concern on the part of the teacher that 

this depressed functioning may be handicapping the 

child's enjoyment of normal satisfaction in the 

classroom. 

These criteria were derived from Sandler and Joffe's (1965) 

work, retrospectively examining case records of depressed 

children in therapy. The criteria derived are appropriate 

for observational purposes and emphasize the most common 

affective signs of depression. 

Once identified, the children were given the following 

assessments: 

1. The Children's Depression Inventory (CDI), a self

report scale, derived from the Beck Depression 

Inventory Kovacs, 1983). Twenty-seven items 

reflect affective, cognitive, and behavioral 

symptomology such as sadness, self-blame, 

insomnia, loss of appetite, interpersonal 
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rated as 0- adaptive response, 1- moderate 

depression, and 2- severe depression. A raw score 

of 19 or greater is considered indicative of 

significant levels of depression. For non

depressed populations the reported mean is 4.3 and 

the standard deviation is 3.7. For depressed 

populations the reported mean is 14.9 and the 

standard deviation is 7.0. The COl has excellent 

internal consistency reliability ranging from .83 

to .94 (coefficient alpha), discriminant validity 

at 78%, and test-retest reliability at .84. 

(Kovacs, 1983; Miezitis, Friedman, Butler, & 

Blanchard, (1978). 

The standardization sample was divided to form two 

age groups: younger children, ages 7-12, and older 

children, ages 13-17. separate norms were 

developed for boys and girls and both gender were 

equally represented in the normative sample. 

Individual data on race or ethnicity were not 

available. Based on total demographics for the 

school districts sample, it was estimated that 77% 

of the children were white and 23% were African

American, American Indian or Hispanic in origin 

(Kovacs, 1983). 
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2. Piers-Harris Children's Self-Concept Scale, a 

self-report questionnaire, assesses self-concepts 

related to physical attributes, social 

relationships, intellectual status, and school 

status. Items are answered yes or no, scored one 

or zero, with raw scores transformed to a 

percentile representing high or low self-concepts 

according to normative data. For non-depressed 

population the reported mean is 3.3 and the 

standard deviation is 2.0. For depressed 

populations the reported mean is 6.8 and the 

standard deviation is 2.5. Internal Consistency 

coefficients are reported between .78 to .93, 

test-retest reliability of .72 and discriminant 

validity of .83 (Piers, & Harris, 1969). 

The original standardization sample consisted of 

1,183 school children from a public school system 

in a small town in Pennsylvania. The children 

ranged in grades 4 through 12 and no consistent 

sex or grade differences were found. The original 

norms were developed in 1960 and have limited 

generalizability to other populations. Additional 

research was completed over the years which 

included an accumulated sample of 3,692 normal 

school children. The results indicate that the 

original norms underestimate problems in self-



concept and the mean score can be substantially 

higher for different populations (Piers, 1984). 

Both measurement devices were chosen based on their 
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strong psychometric properties and empirical data validating 

the use of all three instruments for assessing depression in 

children and adolescents. 

A section of the Children's Depression Rating Scale for 

Classroom (CDRC) (a structured teacher interview) was 

completed by the referring teachers. This questionnaire was 

given pre- and post-intervention to assess the teachers 

perception and observations relating to the child's 

classroom functioning. Eight questions were asked which used 

the teacher's knowledge of the participant's level of 

intellectual inhibition. The questions focused on specific 

classroom behaviors, such as work completion, organization, 

frustration, tolerance, memory, and concentration. Each 

question could be answered using a 4-point scale, with 4 

indicating a behavior occurring very often, 3 often, 2 

sometimes, 1 rarely and 0 never (Morris, 1978). 

Complete clinical and educational histories were 

obtained, by reviewing the student's cumulative file and 

through a clinical interview. All of the assessment 

instruments given provided additional information on the 

etiology of the depression and used in conjunction with the 

outlined treatment program. 



Procedures 

After the teacher referral and identification process 

occurred parent permission was requested. Upon receiving 

permission, a meeting was set for a clinical interview and 

assessment session. The criterion for participation in the 

research was a score of 19 or above on the Children's 

Depression Inventory. If students did not meet this 

criterion, they were referred to the high school counselor 

for further assistance. 
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After the students were initially identified as 

depressed baseline data were collected for 1 1/2 weeks for 

off-task behavior and 3 weeks for homework completion. All 

four students were assessed and treatment began after 

sufficient baseline data were gathered. This application 

format allowed appropriate time for baseline data 

collection, consistent with the multiple probe design across 

individuals. Three students received the treatment program 

at different points in time, thus increasing internal 

validity and controlling for history and maturation. The 4th 

student was initially identified to receive the intervention 

but refused to attend any of the treatment sessions. He 

therefore served as a control for the intervention as data 

continued to be obtained throughout the study and the 

results served as a partial control in this study. 

The three students received the cognitive-behavioral 

intervention (see Appendix B) for ten weeks. The 
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intervention'sessions occurred once a week for one hour. The 

intervention was conducted individually with each student, 

with the researcher. Intervention sessions took place in a 

designated office within the school, ensuring privacy and 

confidentiality. Each session covered specific topics and 

allowed for open discussion after the presentation of 

materials. Although each session provides a standardized 

course format, modifications were made to customize and 

address the specific needs of each adolescent. The 

modifications and variations are documented in the student 

profile section. 

Data Collection 

Two variables, homework completion and off-task 

behaviors, were chosen to represent areas identified as 

direct contributors to learning failure and clear 

manifestations of depressive symptomatology. Homework 

completion and off-task behaviors are both manifestations of 

learning difficulties and depression (Miezitis, 1992). More 

specifically, the inability to complete homework in and out 

of the classroom is a clear symptom of a child's difficulty 

working at minimal productivity, marked variability in 

performance output and low frustration tolerance. Off-task 

behaviors are a clear symptom of a depressed child's 

inability to concentrate, daydreaming, poor organization 

processes, and overall maladaptive classroom behaviors 
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(Miezitis, 1992; Maag & Forness, 1991; Morris, 1978; Freud, 

1970; Hollon, 1970). 

Pre-intervention baseline data were collected on 

homework completion and off-task behaviors for all four 

participants. Data during intervention were collected on the 

three participants who received the cognitive-behavioral 

treatment. Maintenance data were collected only on 

Participant 1 and 2 for two weeks post-intervention. Data on 

participant 3 were not taken because of the transition to a 

different therapy focused on the sexual abuse issues. During 

all phases data were obtained for all four participants, two 

times per week for the off-task target behaviors and one 

time per week for the homework completion target behavior. 

students were given the Children's Depression Inventory and 

Piers-Harris Self-Concept Scale, pre- and post-intervention. 

The data collection for the homework completion 

behavior took place at the beginning of the week, covering 

the prior weeks work. The referring teacher's classroom 

served as the site for both off-task and homework completion 

behaviors. Off-task behavior data were collected for each 

participant during the morning hours on Monday and Tuesday 

and those days and times remained consistent through all 

phases of this study. Maintenance data collection began 

during the week immediately following the intervention phase 

consistent with the manner data were collected through all 

other phases. Maintenance data were only collected on 
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participants 1 and 2 because of time constraints. A 

clinical decision was made by the researcher to continue 

treatment for Participant 3 because of problems associated 

with the sexual abuse incidents. Participant 4 was 

suspended for two weeks following the 10 week period and 

expressed an interest in beginning the intervention upon his 

return. 

The teacher interview was also completed pre- and post

intervention by the referring teacher. The interviews were 

completed during the baseline phase and immediately after 

the final session of the intervention phase. 

Measurement 

Homework Completion 

Homework completion consisted of the teacher reviewing 

the grade books and the number of homework assignments 

complete and handed in to the teacher each week by each 

participant. Homework completion included both in and out of 

class work. The teachers reported that the only outside work 

assigned is the work not completed in class. This variable 

was assessed by counting the total number of individual 

assignments given by the teacher each week and dividing that 

by the number of assignments that were returned. Data 

collection was continuous during the baseline and 

intervention phase. A homework assignment was considered 

complete if 50% of the items were completed. 
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Off-Task Behaviors 

Off-task behaviors, consisted of a number of individual 

behaviors using a modified version of the B.A.S.C. 

observation system. Observation occurred in the referring 

teacher's classroom by a trained undergraduate student and 

the researcher. The classroom teacher and the teacher told 

the students that the reason for the observer's presence was 

a student teacher training program from a local University. 

A modified version of the Behavior Assessment Scale for 

Children Student Observation System (BASC) served as a model 

for the data collection system used in this research 

(Reynolds & Kamphaus, 1992). The BASC is designed 

specifically for use with children whose emotional and 

behavioral problems are significant enough to impede 

academic progress. The BASC evaluates everyday classroom 

behaviors through a direct observation procedure, including 

narrowly defined clinical syndromes according the DSM-III-R. 

The BASC has also been used for monitoring the effects of 

treatment as well as diagnosing and treatment planning. 

The BASC Student Observations System uses momentary 

time sampling of behavior, providing a tally of the 

frequency of a child's behavior in broad descriptive terms. 

Two major categories are derived: maladaptive and adaptive 

classroom behaviors. These include as subcategories, 13 

specific behaviors. 
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A. The on-task/adaptive behavior category includes 4 

sub-categories. All of the defined behaviors, for 

the purpose of this study, were collapsed under 

the title of on-task behaviors. They describe 

appropriate classroom functioning with clear 

definitions and examples. The following 

operational definitions make up the on-task 

category used in this research program. 

On-Task/Adaptive Behaviors 

1. Response to Teacher/Lesson. This category 

describes the student's appropriate academic 

behaviors involving the teacher or class. 

This category does not include working on 

school subjects, which is a separate 

category. Example behaviors are listening to 

teacher/classmates, following directions, 

raising hand, asking or answering questions, 

contributing to the class discussion, working 

one on one with the teacher, waiting for help 

at the teachers desk. 

2. Peer Interaction. This category includes 

positive or appropriate interactions with 

other students. Maladaptive peer interactions 

are included in other categories. Example 

behaviors are playing/working with other 

students, talking with other students, 



touching another student appropriately such 

as a pat on the back or shaking hands. 
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3. Work on School Subjects. This category 

includes appropriate academic behaviors that 

the student engages in alone, without 

interacting with others. Example behaviors 

are doing seat work, working on a school 

subject, or working at the blackboard or 

computers. 

4. Transition Movement. This category includes 

appropriate and non disruptive behaviors of 

children while moving from one activity place 

to another. Most are out-of-seat behaviors. 

Examples are putting on or taking off a 

jacket, moving around the room, walking to 

the blackboard, getting a book, sharpening a 

pencil, lining up, preparing materials for 

the beginning or end of a lesson and being 

out of the room to go to the bathroom, 

getting a drink of water or running a teacher 

errand. 

5. Other. This category is used when the 

behavior is appropriate classroom behavior, 

reflecting that the child is working on an 

appropriate task, that does not fit into the 

other categories. 
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Off-Task/Maladaptive Behavior 

B. The Maladaptive behavior category includes 6 sub

categories. The Maladaptive behaviors, for the 

purpose of this study, was known as off-task 

behaviors. The following is a list of the 

operational definitions observed as off-task 

classroom behaviors criteria: 

1. Inappropriate Movement. This category 

includes inappropriate motor behaviors that 

are unrelated to classroom work. Examples are 

fidgeting in seat, walking around the 

classroom, playing at the blackboard at an 

inappropriate time or in an inappropriate 

manner, being removed from the classroom, 

using work materials inappropriately, passing 

notes, copying answers, sitting or standing 

beside or on the desk, clinging or following 

the teacher, and constantly pointing out 

their good work or behavior to get the 

teachers attention. 

2. Inattention. This category includes 

inattentive behaviors that are not 

disruptive. Examples are staring blankly or 

daydreaming, doodling, looking around, 

looking at hands or fiddling with objects or 

fingers. 
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3. Inappropriate Vocalizations. This category 

includes disruptive vocal behaviors. Examples 

are laughing inappropriately (smiling not 

included), tattling, teasing, making 

disruptive noises, arguing or talking back to 

the teacher (refusing to do schoolwork or 

participating in an activity), arguing with 

student, talking out during quiet time, or 

without permission, and crying. 

4. somatization. This category includes somatic 

complaints. Examples are sleeping, head down, 

or complaining of not feeling well. 

5. Repetitive Motor Movements. This category 

includes repetitive behaviors that appear to 

have no external reward. The behavior is of 

15 seconds duration and does not have to be 

disruptive. Examples are finger/pencil 

tapping, foot tapping or swinging, spinning 

an object, rocking, hand flapping or waving, 

pacing, talking/humming/ singing to self, and 

other self-stimulatory behaviors (sucking on 

hand or hair twisting). 

6. Aggression. This category includes harmful 

behaviors directed at another student, the 

teacher, or property. The student attempts to 

hurt another or destroy property for the 
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behavior to be checked. Aggressive play is 

not included here. Examples are kicking 

others, hitting others with hand, throwing 

objects at others, destroying property 

(student intentionally tears, rips or breaks 

own or another's work), pushing others, and 

stealing. 

7. Other. This category includes behaviors that 

do not seem to fit any other categories and 

should include a clear description of the 

behavior occurring, to be coded later. 

Each child was observed for 15-minutes twice a week in 

the referring teachers classroom. Thirty observations were 

made during each observation period. Each observation 

interval was 15 seconds followed by a 15-second interval for 

recording data. After observing the participants, a check 

mark was placed in the appropriate time column next to each 

category of behavior, [off-task or on-task], that occurred 

during the 15-second interval. Check marks would be placed 

in more than one category for each interval. If an observed 

behavior was not part of an existing category but seemed 

noteworthy, the behavior was written in a blank space 

provided at the bottom of the observation record form. 

Interobserver Reliability 

The interobserver reliability of the observation system 

for off-task behaviors was assessed by having the examiner 
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serve as a second observer, independently and simultaneously 

observing each child on 50% of the data collection days. 

Inter-observor reliability was calculated using a point by 

point agreement To have an agreement both observers had to 

record the same code within the same interval on each 

separate category. If the same behavior code was not 

recorded then a disagreement was scored. Prior to baseline 

and intervention phases, both the examiner and independent 

observer were trained in randomly selected classrooms to a 

minimum percent agreement of 80%. Throughout the study and 

across all conditions, interobserver reliability data were 

collected and calculated for each participant. Inter-rater 

reliability was obtained to 52% of observations for 

Participant 1 with an overall mean of 94% and a range of 90% 

to 100%; 50% of observations for Participant 2 with a mean 

of 93% and a range of 77% and 100%; 50% of observations for 

Participant 3 with a mean of 94% and a range of 90% to 100%; 

31% of observations for Participant 4 with a mean of 94% and 

a range of 90% and 100%. A total of 31% of the data points 

were dually observed for Participant 4. An overall mean of 

96% was calculated with a range of 90% and 100%. 



CHAPTER 4 

RESULTS 
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The research question addressed the presence of a 

depressive disorder in students with LD and its effect on 

two specific academic variables; homework completion and 

off-taskjon-task behaviors. Each participant participated 

in a lO-week cognitive-behavioral treatment program to 

decrease the level of depressive symptomatology. Throughout 

the program, continuous data collection took place for both 

dependent variables, including pre-intervention data and for 

Participant 1 and 2's, post-intervention maintenance data. 

Each participant received the intervention at different 

points in time, consistent with the multiple-probe design in 

single subject research. Data collection took place for each 

participant in the same classroom, on the same days (Monday 

and Tuesday), and at the same times, throughout all phases 

of the study. Although Participant 4 was originally 

identified as depressed, data were collected throughout the 

study, regardless of his refusal to attend any of the 

intervention sessions and complete any of the post

intervention assessments. The results served as a partial 

control in this study. 

Each child, receiving the cognitive-behavioral 

intervention, evidenced changes in the dependent variables 

measured. When the intervention was applied, Participants 1 



and 3 showed immediate changes in levels on the homework 

completion behaviors. Participant 2 showed immediate 

changes less than a week after the first session and 

Participant 4 (control) showed no changes and minimal 

variability during the 10-week period (Figure 1). The on

task behaviors showed immediate changes in levels for 

Participants 1 and 3. Participant 2 followed the same 

pattern with changes occurring after a slight delay. 

Participant 4 remained the same, with minimal variability 

during the 10-week period (Figure 2). 
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Participants 1, 2, and 3 all showed pre- and post

changes on the CDI and the PHSCS, both assessing depressive 

symptomatology. Participant 4 refused to complete any of 

the follow-up assessments and was also unavailable for 

maintenance data due to his in-school suspension (Tables 1 

and 2). 

The overall findings from the teacher questionnaire 

(Table 3), given pre- and post-intervention, indicated 

observed changes in behaviors for all three participants. 

This questionnaire was intended to provide information on 

overall classroom functioning and assess the teachers 

awareness of changes in behaviors that were a partial result 

of the depressive symptomatology. 
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Table 1 

Pre- and Post-Results from the Children's Depression 

Inventory 

Participants 

1 

2 

3 

4 

Pre 

70 

65 

71 

69 

Post 

57 

50 

49 

n/a 

71 



Table 2 

Pre- and Post-Results from the Piers Harris Self-Concept 

Scale 

Participants 

1 

2 

3 

4 

Total Score 

Pre 

40 

35 

34 

n/a 

Post 

42 

47 

45 

n/a 

Happiness/ 

satisfaction Cluster 

Pre 

32 

32 

28 

n/a 

Post 

42 

47 

42 

n/a 

Note: Both Scales report results in T score having a mean 

of 50 and a standard deviation of 10. 
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Table 3 

Results from Teacher Ouestionnaire Across Participants and 

Conditions 

Participants 

1 2 3 4 

RVFTUJPO OSF 

2 5 4 4 2 4 2 4 4 
3 5 4 3 3 4 2 3 3 
4 5 4 4 2 2 2 3 4 
5 5 4 4 2 4 3 5 5 
6 5 4 4 3 3 3 5 5 
7 4 3 4 2 2 2 3 4 
8 4 3 5 3 4 2 5 4 
9 5 3 4 2 2 2 4 3 

Note: 
Question 1 - This child has problems completing work. 
Question 2 - This child has learning problems. 
Question 3 - This child has problems getting organized. 
Question 4 - I believe this child is underachieving for 

his/her potential. 
Question 5 - This child gives up easily on a task. 
Question 6 - This child has trouble remembering things. 
Question 7 - This child has difficulty concentrating. 
Question 8 - This child has difficulty working 

independently. 

Response Categories 

4 - very often 
1 - rarely 

3 - often 
o - never 

2 - sometimes 
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An additional variable, grade changes, were made 

available to the researcher by Participant 2 (Table 4). 

These grades reflect quarter grades which coincided with the 

beginning and end of the intervention. These grades show 

significant improvement from pre- to post-intervention, with 

the grade increasing with the decrease in level of 

depressive symptomatology. 

Participant 1 

Description 

Participant 1, a 16 year old male in the 11th grade, 

comes from an intact, lower middle class family. He has two 

older, paternal half-sisters who live away from home. He 

described the relationship with his parents as strained. He 

reports "being a pain to his parents" which he further 

elaborated as feeling like a disappointment and failure to 

them. He stated that his father demands too much of him, 

often bursting into fits of rage where he becomes verbally 

abusive, making demeaning, harsh, and punitive statements. 

His father rarely shows any kindness or support. He 

describes his mother as caring and loving, yet passive. 

The original referral came from his science teacher, 

yet his math and social science teachers also referred him 

based on the original criteria. They all describe him as 

agitated and defensive as well as negative and fatalistic. 

He has difficulty building and maintaining relationships 

with his peers, tending to either withdraw or interact 
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Table 4 

Quarter Grade Changes for Participant 2 

GRADES 

Classes 

English B B 

Math D A 

Biology D D 

Social Studies F A 

Art B B 

Foods F B 
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aggressively, through the use of inappropriate humor and 

sarcasm. His science teacher stated that he avoids doing any 

work, frequently complaining of somatic symptoms, namely 

fatigue. All observations and data were collected in the 

original referring teacher's science classroom. 

Academically, Participant 1 has been failing most of 

his classes. A review of his cumulative file indicates 

placement in the special education program since the 7th 

grade. His performance on a standardized intelligence test 

fell within the average range, with no significant strengths 

and weaknesses noted. His achievement scores were below 

grade level indicating a significant achievement

intelligence discrepancy, making him eligible as an LD 

placement. 

Children's Depression Inventory (COl) 

Prior to commencement of the intervention program, 

Participant 1 completed the COl. As demonstrated in Table 1, 

Participant 1 achieved a T score of 70 for the total CDI 

score. This indicated that the level of depression was 

clinically significant and very much above average when 

compared to children of similar age and gender in the 

normative sample. Post-intervention scores reveal changes. 

The CDI T score of 57, indicates that his level of 

depression was slightly above average, and no longer in the 

clinically significant range. A 13-point different from pre

to post-intervention emerged. 
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Piers Harris Self-Concept Scale (PHSCS) 

Prior to commencement of the intervention program, 

Participant 1 completed the PHSCS. As demonstrated in Table 

2 a T score of 41 emerged indicating a below average self

concept. The Happiness and satisfaction cluster score 

emerged in the much below average range with a T score of 

32. Post-intervention scores reveal changes. A T score of 39 

emerged indicating a slight improvement to a slightly below 

average self-concept, although only a two point difference 

emerged. A T score of 41 emerged on the Happiness and 

satisfaction cluster, a slight increase from pre

intervention placing him in the slightly below average 

range. 

Teacher Questionnaire 

A structured teacher questionnaire was completed pre

and post-intervention. Eight questions were asked which used 

the teacher's present knowledge of the participant's level 

of intellectual inhibition. Each question could be answered 

using a 4-point scale, with 4 indicating a behavior 

occurring very often, 3 often, 2 sometimes, 1 rarely, and 0 

never. The question and responses of the pre- and post

intervention are reported in Table 3 and show improvement in 

classroom functioning across phases. 

On-Task Behaviors 

Figure 2 presents the percentage of intervals of on

task behaviors during the baseline and interval phases. 
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During the baseline, Participant l's on-task 

behavior was variable, with performance ranging from 6% to 

33% with a mean of 18%. When the intervention was 

introduced, Participant l's on-task behavior increased. 

During week 7 his on-task behavior reverted to baseline 

levels. The probable cause was the termination of a short

term relationship with another student. After the issue was 

dealt with during intervention session #7, which focused on 

dealing with upsetting events and effective communication 

skills, on-task behavior increased and stabilized. A mean of 

63% on-task behavior occurred during the intervention phase. 

Two weeks of maintenance data were collected for on-task 

behaviors. Across this phase the participant's behavior 

ranged from 80% to 93% with a mean of 87%. 

Homework completion 

Figure 1 presents the percent of homework completed. 

During the baseline, Participant 1 did not turn in any 

completed homework. When the intervention was introduced, 

Participant l's homework completion increased immediately. 

Initially, during the intervention phase, Participant l's 

homework completion homework completion ranged from 0 to 

100%, but stabilized at 100% at week 10, with an overall 

mean of 38%. 

Two weeks of maintenance data were collected for 

homework completion. Across this phase, behavior ranged from 

75% to 100% with a mean of 88%. 
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Participant 2 

Description 

Participant 2, a 17 year old female in the 11th grade 

comes from a lower middle class family. She resides with her 

natural mother, 1 half-sister, 1 half-brother, and 

stepfather. Her mother and stepfather are presently seeking 

a divorce although they reside in the same home. She has a 

natural sister, 20 years of age, presently serving time in 

prison. Her natural father resides out of state with a new 

family and frequent contacts are made. At the present time, 

she and her family live on a working ranch. Her mother has 

frequent epileptic seizures making her incapable, at times, 

of properly caring for her children. Participant 2 provides 

care for the rest of the family members as well as the 

upkeep of all the animals and the land. She states having 

had many intimate relationships with men during her 

adolescent years, resulting in two abortions. 

The original referral came from Participant 2' s social 

studies teacher, who also teaches the math course and 

referred her based on the original behavioral criteria 

observed in both classes. She describes Participant 2 as 

withdrawn, moody, and sad. Many times she reports observing 

her staring off and unresponsive to verbal cues given to 

begin working. She also reports inconsistent grades, work 

avoidance and poor time management and organizational 

skills. Her interaction with peers was reported as strained 



and at times non-existent. All observations and data were 

collected in the referring teachers social studies class. 
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Academically, Participant 2 has been failing social 

studies and math class3 A review of her cumulative file 

indicates placement in a special education program since the 

2nd grade. Much of the descriptive data and past academic 

history could not be ascertained due to frequent 

relocation's related to her step-dads prior career in the 

armed services. Her most recent psychological assessment 

reports her performance on a standardized intelligence test 

within the low average range. A significant weakness in 

comprehension emerged and the possibility existed that 

Performance scores were depressed due to some visual 

processing deficits resulting from a -lazy eye". Her 

achievement scores were significantly below grade level 

indicating a significant discrepancy between achievement and 

intelligence, making her eligible as an LD placement. 

Children's Depression Inventory (COl) 

Prior to commencement of the intervention program, 

Participant 2 completed the COl. As demonstrated in Table 1, 

Participant 2 achieved a T score of 65 for the total COl 

score. This indicated that the level of depression was above 

average when compared to children of similar age and gender 

in the normative sample. Post-Intervention Scores reveal 

changes. The COl T score of 50 indicates that her level of 
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depression was in the average range and no longer present. A 

1S-point difference from pre- to post-intervention emerged. 

Piers Harris Self concept Scale (PHSCS) 

Prior to commencement of the intervention program 

Participant 2 completed the PHSCS. As demonstrated in Table 

2 a T score of 39 emerged indicating a below average self

concept. The Happiness and satisfaction cluster score 

emerged in the much below average range with a T score of 

32. Post-intervention scores revealed changes. A T score of 

47 indicates an improvement to an average self-concept 

classification. On the Happiness and satisfaction cluster, a 

T score of 47 emerged, indicating an return to the average 

range. 

Teacher Questionnaire 

A structured teacher questionnaire was completed pre

and post-intervention. The questions and responses pre- and 

post-intervention are reported in Table 3 and show 

improvement in classroom functioning across phases. 

On-Task Behaviors 

Figure 2 presents the percentage of intervals of on

task behaviors, during the baseline and intervention phases. 

During the baseline, Participant 2's on-task behavior was 

variable, with performance ranging from 13% to 43% for on

task responses with a mean of 28%. When the intervention was 

introduced in condition B, Participant 2's on-task behavior 

remained unchanged at the first data point. On the second 
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data point the on-task performance markedly increased to 

73%. Across the intervention phase the participants behavior 

ranged from 28% to 100% with a mean of 87%. Two and a half 

weeks of follow-up data were collected for on-task 

Behaviors. Across this phase the participant's behavior 

ranged from 70% to 90% with a mean of 85%. 

Homework Completion 

Figure 1 presents percent of homework completed. During 

the baseline, Participant 2's performance was variable with 

only 8% homework completion occurring during the entire 

phase. When the intervention was introduced Participant 2' s 

performance remained at 0% for 2 data points and then 

increased to 100% completion on data point 3. Across this 

phase, Participant 2' s homework completion ranged from 0% to 

100%, with a mean of 70%. Three weeks of maintenance data 

were collected for homework completion. All three weeks 

maintained at 100% homework completion (Figure 1). 

Quarter Grades 

An additional variable that changed concurrently with 

the intervention was quarter grades for Participant 2. Table 

4 reflects overall grade changes pre- and post-intervention. 

Participant 3 

Description 

Participant 3, a 17 year old female in the 11th 

grade, resides in a foster home with her twin sister, 

paternal aunt, uncle, and cousin. She describes her 
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relationship with them as strained. At the age of 18 

both she and her sister will no longer be eligible for 

foster care and as a result their foster parents 

requested that they move out on their own. Participant 

3's natural father maintains minimal contact with his 

daughter's and the natural mother's whereabouts are 

unknown. According to Participant 3's memory and prior 

knowledge, both she and her sister were removed from 

the home at age 4 for unknown reasons. She also reports 

having an older natural brother not residing in her 

current home. Paramount to Participant 3's depression 

are repeated issues of sadness and loss related to 

abandonment by her natural family. 

During the 2nd intervention session Participant 3 

revealed that her older brother had raped her at age 4. 

Social services were involved and the older brother 

served time in prison as a result. She also had been 

sexually assaulted on the high school campus at age 16. 

The perpetrator again was arrested. She reports 

receiving no follow-up counseling regarding both of 

these incidents. 

The original referral came from not only a 

classroom teacher but the school psychologist. Both 

were aware of participant 3's history and both observed 

depressive behaviors in the classroom and on campus. 

Her social studies teacher also indicated Participant 
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3's difficulty interacting with both her peers and 

herself. She describes her behaviors as aggressive and 

inappropriate. The referring teacher also indicated 

that participant 3's academic potentials are not 

realized and that placement in a special education 

program under a learning Disability classification 

seems inappropriate for her level of understanding. All 

observations and data were collected in the referring 

teachers social studies class. 

Academically, Participant 3 passes her classes, 

yet struggles to complete her homework on time and to 

maintain on-task behaviors in the classroom. A review 

of her cumulative file indicates placement in the 

special education program since 1985. Her performance 

on a standardized intelligence test fell within the low 

average range, with no significant strengths or 

weaknesses noted. Her achievement scores fell in the 

average range, with written expression falling 

significantly below grade level. Based on a discrepancy 

between written expression and intelligence, 

Participant 3 was eligible for an LD placement. 

Children's Depression Inventory (CDI) 

Prior to commencement of the intervention program, 

Participant 3 completed the CDI. As demonstrated in 

Table 1, Participant 3 achieved a T score of 71 for the 

total CDI score. This indicated that the level of 
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depression was clinically significant when compared to 

children of similar age and gender in the normative 

sample. Post-intervention scores revealed changes. The 

CDI score of 49 indicates that her level of depression 

was in the average range and symptomatology no longer 

present. A 22-point difference from pre- to post

intervention emerged. 

Piers Harris Self-Concept Scale (PHSCS> 

Prior to commencement of the intervention program 

participant 3 completed the PHSCS. As demonstrated in 

Table 2, a T score of 34 emerged indicating a much 

below average self-concept. The Happiness and 

satisfaction cluster score emerged in the very much 

below average range with a T score of 28. Post

intervention scores revealed changes. A T score of 45 

emerged indicating an improvement to the average range. 

A T score of 42 emerged on the Happiness and 

satisfaction cluster, an decrease from pre-intervention 

placing her in the slightly below average range. 

Teacher Questionnaire 

A structured teacher questionnaire was completed 

pre- and post-intervention. The questions and responses 

pre- and post-intervention are reported in Table 3 and 

show improvements in classroom functioning across 

phases. 
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On Task Behaviors 

Figure 2 presents the percentage of intervals of 

on-task behaviors during the baseline and intervention 

phases. During the 1 1/2 week baseline, participant 3' s 

on-task behavior was variable, with performance ranging 

from 17% to 50%, with a mean of 30%. When the 

intervention was introduced, Participant 3' son-task 

behaviors increased. Across the intervention phase the 

participant's behavior ranged from 63% to 100%, with a 

mean of 88%. 

Homework completion 

Figure 1 presents percent of homework completed. 

During the baseline, Participant 3's performance was 

variable with a mean of 25% homework completion 

occurring during this phase. During the intervention 

phase Participant 3's homework completion increased 

immediately. The percent of homework completion ranged 

from 60% to 100%, with a mean of 92%. 

Participant 4 

Description 

Participant 4, a 17 year old male in the 12th grade, 

resides with his mother. There are two other older siblings 

living outside of the home. Participant 4 was originally 

referred by two classroom teachers. Although he met the 

criteria set forth in this study and displayed an interest 

in the intervention project, he refused to begin the 
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intervention program after the 1st information gathering 

meeting. Participant 4 completed a Children's Depression 

Inventory prior to the introduction of the intervention. As 

a result of his refusal to participate in the intervention 

data were collected for 11 1/2 weeks on the homework 

completion and on-task Behavior variables and serves as a 

partial control for this study. The structured teacher 

questionnaire was the only other assessment completed for 

Participant 4. 

The original referrals came from both his math and 

English teachers. They indicated that Participant 4 had a 

history of erratic behavior and at the time of the study he 

was suspected of beginning to use drugs. He repeatedly slept 

through ma~y of his classes and exhibited a high frequency 

of absences and in-school detention resulting from excessive 

tardiness. 

Academically, Participant 4 was failing all of his 

classes as a result of not completing any homework 

assignments. A review of his cumulative file indicates 

placement in the special education program since Grade 3. 

His performance on a standardized intelligence test fell 

within the average range of intelligence. His achievement 

scores fell within the below average range and significantly 

below grade level. Based on a significant discrepancy 

between achievement and intelligence, Participant 4 was 

eligible for special education placement. 
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Children's Depression Inventory (COl) 

Prior to the anticipated commencement of the 

intervention program, Participant 4 completed the COl and a 

T score of 69 emerged, indicating that his level of 

depression was in the much below average range (Table 1). No 

post-intervention data were obtained due to his refusal to 

participate in the intervention. 

Teacher Questionnaire 

A structured teacher questionnaire was completed prior 

to the anticipated start of the intervention program and 

after a 10 week interval, which would have been the length 

of time of the treatment program. The questions and 

responses are reported for both times in Table 3 with very 

little change occurring. 

On-Task Behaviors 

As a result of Participant 4's refusal to participate 

in the intervention, the examiner continued to collect data 

and Figure 2 presents the percentage of on-task behaviors 

for 11 1/2 weeks. Participant 4's on-task behaviors ranged 

from 0% to 50% with a mean of 12%, evidencing little 

variability or change. Data could not be collected for data 

points 9-A, 9-B, 10-A, and 10-B as result of Participant 4' s 

in school detention. 

Homework Completion 

Figure 1 presents percent of homework completed during 

the 11 1/2 week interval. The percent of homework completion 
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ranged from 0% to 50% with a mean of 6%. Data collection 

also took place during weeks 9 and 10 due to the opportunity 

given during in-school detention to gather and complete all 

assigned work from regular classes. 

Summary 

This study utilized a multiple-probe design to 

demonstrate changes in two dependent variables, homework 

completion and on-task behaviors, as a result of a 10 week 

intervention program designed to treat depressive 

symptomatology. The intervention was introduced at a 

different point in time for each participant, following 

baseline conditions. A clear change in both dependent 

variables are noted following baseline phases and at the 

conclusion of the treatment program. The level of depressive 

symptomatology decreased and the overall level of homework 

completion and on-task behaviors increased markedly. 
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DISCUSSION 
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Children who experience the coexistence of two 

disorders, learning disabilities and depression, were the 

focus of this study. The original hypothesis stated that 

when a treatment program is employed to alleviate depressive 

symptomology students with LD, the result would be an 

improvement in academic performance, namely homework 

completion and on-task behaviors. This study was undertaken 

based on the existing evidence that states that depression 

differentially affect a child's performance on a wide range 

of academic and cognitive functioning. In addition, evidence 

exists that up to 21% of the LD population experience 

moderate to severe depressive symptomatology. However, 

little research has focused on special education population, 

namely the learning disabled. Hence the purpose of this 

study. 

The results indicate that when an intervention intended 

to reduce depressive symptomatology was implemented, the 

amount of homework completed and the amount of on-task 

behaviors increased. Both of these behaviors are necessary 

for academic achievement and general learning to occur 

(Hollon, 1970). 

A multiple probe design across participants was 

utilized in this study. Four participants were originally 
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identified to participate in the intervention. As a result 

of Participant 4' s refusal to attend any of the treatment 

sessions, continued data collection took place in the 

original classroom and served as a partial control for this 

study. Although this was not originally planned, the 

addition of a partial control presents data on a LD student 

experiencing depression and the continued failures 

experienced in and outside the classroom when no 

intervention was implemented. 

Immediate changes were evident for Participants 1 and 3 

on both dependable variables. A delay in changes were noted 

for Participant 2 on both dependent variables and could be 

attributed to the extreme fatigue and anhedonia that were 

present and contributed to her depressive disorder. After 

session 1, focusing on the changes necessary and the 

introduction of pleasant activities into her life, changes 

in both variables occurred. 

Ethical issues related to withholding treatment on 

already identified students played a role in the shortened 

baseline periods. Once identified, the baseline period for 

Participants 1, 2, and 3 were 1 1/2 weeks in duration. 

Nevertheless changes in levels were evident from baseline 

phases to intervention phases in each case (1, 2, and 3) 

One strength of this study involves the issue of social 

validity. Interviews with the teachers and results from the 

teacher questionnaire indicate changes in behaviors and out 
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of the classroom environment. Although the referring 

teachers were aware of the intervention, they were given 

minimal information regarding the sessions and issues that 

were covered. For example, session 7 covered communication 

and the researcher incorporated positive and negative forms 

of communication sent and received from teachers. This 

intervention involved changing the stimulus initiated by the 

student, resulting in a change of response from the 

teachers. 

Two of the students receive speech and language 

services and the therapist noted that the behavior and 

attitude of each of the students had dramatically improved. 

During the observation periods it was evident that the types 

of social interactions of the participants improved. 

The researcher also observed physical changes, such as 

improved posture increased energy levels, and decreased 

complaints of fatigue during the intervention sessions. The 

two females began to improve their hygiene habits, such as 

washing and styling their hair and wearing makeup. Their 

interactions focused on positive issues and self-reflection. 

students presented themselves with greater self-confidence 

and awareness. 

There are many limitations to be noted yet with any 

research program there are choices to be made and trade offs 

between internal validity and external validity issues. 

Limited results and generalizability may be of issue because 



of the small sample size and limited control conditions. 

This was addressed through the use of a multiple probe 

design looking at more than one child at different points 

in time. 
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This type of design allowed a closer look at the 

subtleties and transient nature of depression in children, 

especially when -masked syptomology- is present. The 

clinical implications of this study mirrored what special 

educators and school psychologist' s role and function should 

be which is individualized in nature. It provides insight 

for further research to be conducted on special education 

populations, looking at the effect of emotions and affect on 

students' academic performance. 

other implications of this study involve the effective 

use of cognitive-behavioral interventions on LD populations. 

with the incidence rate of depression, in special education 

populations, at so high a level, research must begin to 

focus on treatment programs which target the affective sides 

of a learning disability. Although emotional disturbances 

are exclusion criteria for a learning disability placement, 

many times depression's insidious and transient nature, make 

the disorder difficult to detect. The use of teacher 

referrals, diagnostic questions, and depression inventories 

with specific age groups, identified, will help aid in the 

detection and prevention of this disorder. 
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until recently, school psychologists have been known as 

the "gatekeepers" to special education. The focus of the 

field is to test a child and ascertain their cognitive level 

of functioning, regardless of their affective level of 

functioning, personal history or environmental variables. 

The literature review presents research documenting the 

cognitive impairments caused by depression in regular 

populations yet in special education populations this seems 

to be overlooked. 

After spending numerous hours in the classroom, it 

appears that a disservice is being done to both children and 

teachers by placing students in an atmosphere of poor role 

modeling, inadequate academic stimulation, and an 

environment that focuses on failure. Individualized 

education plans are non-existent. with increased numbers of 

students being referred for special education, and no 

attempt at increasing support services and special 

education's staff, it seems virtually impossible to meet the 

academic needs of all the children. 

As a result, the children who exhibit more overt and 

aggress;.ve behavior command the attention of teachers and 

psychologists, when those who have a more internalized 

disorder, go unattended and overlooked. When adequate 

attention is given to the subtle affective factors, these 

children begin to flourish in the classroom and achieve a 

level of success never thought possible. 
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Although this study outlines the academic improvements 

that result when a cognitive-behavioral intervention is 

implemented to alleviate depressive symptomatology in 

students with LO, several factors must be highlighted. Many 

studies have been done to delineate interpersonal factors 

that effect therapeutic change in client's experiencing a 

wide range of psychological disturbances (Barret-Leonard, 

1962; Traux & Carkhuff, 1967; Traux & Mitchell, 1971). One 

theorist in particular, Carl Rogers, must be acknowledged 

for the humanistic elements paramount in every therapeutic 

effort (Rogers, 1975). Rogers noted that certain 

interpersonal skills and conditions are important in every 

therapeutic session which leads to healing. Those variables 

come from the therapist and are unconditional positive 

regard shown to the client, congruence between the therapist 

as a human being, not just interacting in abstract terms, 

and empathy towards each client (Rogers, 1975). It is these 

factors that are the most important and powerful tools to 

relating to other human beings. All of these attributes 

lead to healing and are tolls that can be and should be used 

with children in our schools, especially our LO students who 

already experience failure and sense of inadequacy. These 

tools are priceless. 
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APPENDIX B· 



WEEK ONE 

GETTING ACQUAINTED 

DISCUSS CONFIDENTIALITY 

COMPLETE A PSYCHOSOCIAL (WORKSHEET 1.2) 

REVIEW TEST RESULTS 

DISCUSS DEPRESSION; WHAT IT MEANS; HOW IT FEELS. 

DISCUSS HAVING A LEARNING DISABILITY; HOW IT'S EFFECTED 
THEIR PERSONALITY AND BEHAVIOR. 

EXERCISE ONE- STUDENTS HAVE TO WALK AROUND WITH A HEAVY 
ROCK FOR THE DAY SYMBOLIZING HOW DEPRESSION EFFECTS THEM 
PHYSICALLY AND EMOTIONALLY. 

DISCUSS CHANGE AND FEELINGS ASSOCIATED WITH IT (I.E.-FEAR) 
AND WHOSE IN CONTROL OF YOUR LIFE (WORKSHEET 1.1) 

DISCUSS THE FOUR CRITICAL INGREDIENTS FOR CHANGE 
(WORKSHEET 1.1) 

DISCUSS HOW TO SET APPROPRIATE GOALS (WORKSHEET 1.1) 
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DISCUSS THE THREE PART PERSONALITY SYSTEM; IDENTIFY 
DEPRESSIVE THINKING ACTIONS AND FEELINGS (COMPLETE QUESTIONS 
ON WORKSHEET 1.4) 

DISCUSS EMOTIONAL SPIRALS (UPWARDS AND DOWNWARDS); 
\IDENTIFY FACTORS THAT CAUSE BOTH IN THE STUDENT'S LIFE 
(COMPLETE QUESTIONS ON WORKSHEET 1.5). 

LEARNING HOW TO CHANGE (WORKSHEET 1.1) 

WEEK TWO 

DISCUSS AND IDENTIFY PLEASANT ACTIVITIES (WORKSHEET 2.1). 
IF RESISTANCE IS ENCOUNTERED UTILIZE THE PLEASANT ACTIVITIES 
SCALE (WORKSHEET 2.2) 

REVIEW THE FEELING WORDS (WORKSHEET 2.4); DISCUSS DEALING 
WITH FEELINGS (WORKSHEET 2.5). 

DISCUSS FEELINGS OF REJECTION, COMPLETE QUESTIONS, RELATE 
THESE FEELINGS TO ACADEMIC EXPERIENCES (WORKSHEET 2.6) 

GOALS WILL BE SET REGARDING THE COMPLETION OF A REALISTIC # 
OF PLEASANT ACTIVITIES. IF NECESSARY DRAW UP A CONTRACT. 
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REVIEW DISCUSSION ON ISSUES OF CONTROL, MOVING THE STUDENT 
FROM AN EXTERNAL LOCUS OF CONTROL TO AN INTERNAL LOCUS OF 
CONTROL. 

WEEK THREE 

CONTINUE THE DISCUSSION ON FEELINGS (WORKSHEET 2.4 AND 2.5) 

INTRODUCE FEELINGS OF SHAME HAPPINESS AND HURT AND COMPLETE 
THE ACCOMPANYING EXERCISES (WORKSHEET 3.1, 3.2, 3.3) 

DISCUSS FEELINGS IN RELATION TO HOME AND SCHOOL 
ENVIRONMENTS. 

OPEN DISCUSSION ON TOPICS OF CONCERN TO THE STUDENT. 

WEEK FOUR 

BEGIN TO LOOK AT RELATIONSHIPS BETWEEN MOOD AND PLEASANT 
ACTIVITIES, IN AN EFFORT TO ASSOCIATE INCREASED MOODS WITH 
INCREASED EXERCISE (WORKSHEET 4.2). 

BEGIN GRAPHING FOR VISUAL EFFECTS. 

REVIEW WAYS OF DEALING WITH ANGER (WORKSHEET 4.3). DISCUSS 
HOW THEY HAVE DEALT WITH ANGER IN THE PAST (WORKSHEET 4.4) 
AND HOW ANGER CAN ACTUALLY BE A FEELING RELATED TO 
DEPRESSION. 

INTRODUCE POSITIVE AFFIRMATIONS AND DISCUSS HOW THESE ARE 
WAYS TO STOP DEPRESSIVE THINKING (WORKSHEET 4.5). 
COMPLETE THE RELAXATION FORM (WORKSHEET (4.6) 

INTRODUCE RELAXATION TECHNIQUES AND VISUAL IMAGERY 
TECHNIQUES (WORKSHEET 4.1) AND COMPLETE ANOTHER RELAXATION 
FORM (4.6) 

COMPLETE THE IDENTIFICATION OF CRITICAL SITUATIONS EXERCISE 
(WORKSHEET 4.7). 

DISCUSS PLANNING FOR SUCCESS; WAYS TO MAKE PLEASANT 
ACTIVITIES WORK FOR YOU (WORKSHEET 4.1) 

DISCUSS REWARDS SELECTION (WORKSHEET 3.8) AND COMPLETE THE 
REWARDS SELECTION FORM (WORKSHEET 4.8). 
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WEEK FIVE 

DISCUSS CHANGING OUR ACTIONS AND THINKING; PERSONAL VERSUS 
NONPERSONAL NEGATIVE THOUGHTS; NEGATIVE AND POSITIVE 
THINKING AND HOW IT EFFECTS MOOD (WORKSHEET 5.1) 

COMPLETE THE EXERCISE WITH EXAMPLES OF NEGATIVE AND POSITIVE 
THOUGHTS. (WORKSHEET 5.2 AND 5.3) 

COMPLETE THE EXERCISE (WORKSHEET 5.1) ON SITUATIONS THAT 
PROVOKE NEGATIVE THOUGHTS. 

COMPLETE THE EXERCISE ON IDENTIFYING THE STUDENTS MOST 
TROUBLESOME NEGATIVE THOUGHTS AND CREATE POSITIVE COUNTER 
THOUGHTS (WORKSHEET 5.4). 

IDENTIFY AND WRITE DOWN POSITIVE STATEMENTS ABOUT SELF 
(WORKSHEET 5.5) 

OPEN DISCUSSION FOR TOPICS THE STUDENT IDENTIFIES AS 
TROUBLESOME. 

WEEK SIX 

DISCUSS IRRATIONAL BELIEFS, TECHNIQUES FOR STOPPING NEGATIVE 
THOUGHTS, AND HOW TO USE POSITIVE COUNTERTHOUGHTS 
(WORKSHEET 6.1) 

DISCUSS THE C-A-B METHOD OF ANALYZING OUR FEELINGS AND 
COMPLETE THE EXERCISE (WORKSHEET 6.1 AND 6.2). 

COMPLETE THE IRRATIONAL TO RATIONAL BELIEFS EXERCISE 
(WORKSHEET 6.3) 

BEGIN MONITORING NEGATIVE THOUGHTS AND THE ACTIVATING EVENT. 
INCLUDE THIS INFORMATION WITH THE MOOD DIARY AND PLEASANT 
ACTIVITIES RECORDS. 

BEGIN DISCUSSING ACADEMIC BEHAVIORAL ISSUES AND NEGATIVE 
BELIEFS AROUND THIS ISSUE. 

OPEN DISCUSSION FOR TOPICS THE STUDENT FINDS TROUBLESOME 
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WEEK SEVEN 

DISCUSS CHANGING UPSETTING EVENTS (WORKSHEET 7.1) 

DISCUSS COMMUNICATION "HOW TO'S"; THREE TYPES OF RESPONSES; 
ACTIVE LISTENING RULES; TYPES OF RESPONSES, STATING YOUR 
POSITIVE FEELINGS (WORKSHEET 7.1, 7.2, 7.3, AND 7.4). 

DISCUSS SELF DISCLOSURE AND DISTRACTING AND IRRITATING 
HABITS. (WORKSHEET 7.1, 7.5, 7.6) 

OPEN DISCUSSION FOR TOPICS THE STUDENT IDENTIFIES AS 
TROUBLESOME AND MAKING CHANGES IN THE SCHOOL SETTING. 

WEEK EIGHT 

DISCUSS THE EIGHT RULES FOR DEFINING A PROBLEM (WORKSHEET 
8.1) AND COMPLETE EXERCISE IDENTIFYING PROBLEMS IN THE 
STUDENTS LIFE AND POSSIBLE SOLUTIONS (WORKSHEET 8.2). 

DISCUSS COMPROMISE (WORKSHEET 8.1) 

DISCUSS BRAINSTORMING TECHNIQUES (WORKSHEET 8.1) 

COMPLETE THE NEGOTIATIONS PROBLEM SOLVING EXERCISE 
(WORKSHEET 8.3) 

IDENTIFY EVERYDAY HASSLES AND STRATEGIES TO COPE WITH THESE 
PROBLEMS. (WORKSHEET 8.4) 

DISCUSS PROBLEMS THAT OCCUR AT SCHOOL AND AT HOME AND 
STRATEGIES TO WORK THROUGH THEM. 

DISCUSS ANY ISSUES THAT ARE OF CONCERN TO THE STUDENT 

WEEK NINE 

DISCUSS THE FUTURE AND THE IMPORTANCE OF LONG TERM GOALS; 
DISCUSS SETTING REALISTIC LONG TERM GOALS (WORKSHEET 9.1) 

DISCUSS FEAR AND OBSTACLES THAT MAY BE IN THE WAY OF 
ATTAINING GOALS AND WAYS TO OVERCOME THEM (WORKSHEET 9.1) 

COMPLETE THE LIFE PLAN WORKSHEET IDENTIFYING GOALS IN 
DIFFERENT AREA'S OF ONE'S LIFE, POTENTIAL OBSTACLES AND 
PLANS FOR OVERCOMING THEM (WORKSHEET 9.2) 
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COMPLETE THE MAJOR LIFE EVENTS WORKSHEET, IDENTIFYING EVENTS 
THAT COULD TRIGGER SETBACKS AND IDENTIFY PREVENTION PLANS 
(WORKSHEET 9.3) 

UNSTRUCTURED TIME LEFT FOR OPEN DISCUSSION. 

WEEK TEN 

DISCUSS THE IMPORTANCE OF CONTINUING THE SELF-MONITORING: 
POSSIBLY IN A JOURNAL FORM 

DISCUSS MAINTAINING GAINS AND EMERGENCY PLANNING FOR MAJOR 
LIFE EVENTS (WORKSHEET 10.1) 

DISCUSS THE SYMPTOMS OF CLINICAL DEPRESSION AND THE 
IMPORTANCE OF SEEKING HELP IF THE SYMPTOMS REAPPEAR 
(WORKSHEET 10.2). 

DISCUSS THE FACT THAT DEPRESSION CAN REOCCUR IN ONE'S 
LIFETIME AND THE IMPORTANT LESSON TO BE LEARNED IS THAT 
THERE ARE STRATEGIES TO DEAL WITH IT, CONTROL IT AND PREVENT 
IT. 

OPEN DISCUSSION AROUND ISSUES OF ENDING AND CLOSURE. 

PLANS WILL BE MADE FOR OCCASIONAL CHECK-INS DURING THE YEAR. 
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Throughout the ten week sessions the counselor will include 

school related issues as a focus of· treatment and 

discussion. Repeated prompts will be built in around 

academic failure and performance and how they are related to 

the subjects depression. The counselor will also suggest 

that some of the new behaviors and exercises be used in the 

classroom or at school, an environment where the child 

spends most of their day. 

Most of the intervention comes from a standardized 

treatment program for depression. In each session an 

unstructured didactic format will also be used, 

incorporating psychodynamic principles and allowing the 

student to bring to each session issues and emotions that 

may surface during the course of treatment. These 

discussion will be documented as they occur, as they will 

provide important information and allow changes to be made 

during the intervention, individualizing each student's 

sessions to meet their specific needs. Hence the purpose 

for implementing a single-subject research design. 
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