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The effectiveness of the Penn Resiliency Programme (PRP) and its adapted versions in reducing depression and anxiety and improving explanatory style: A systematic review and meta-analysis

Bastounis A, Callaghan P, Banerjee A, Michail M

Mental health disorders affect nearly 20% of children and adolescents worldwide (Kieling et al., 2011) and they are associated with marginalization, later psychosocial impairments, poor educational outcomes (Woodward & Fergusson, 2001), chronic diseases and health-risk behaviours 


(Kessler, Avenevoli, & Ries Merikangas, 2001; WHO, 2005) ADDIN EN.CITE . Half of the adult mental disorders in total will have emerged by the age of 14 


(Merikangas et al., 2010) ADDIN EN.CITE , rendering adolescence the riskiest period for developing mental health difficulties (P. B. Jones, 2013). Schools provide a pivotal environment for children’s psychological development, fostering the large scale roll-out of mental health promotion programmes (Fazel, Patel, Thomas, & Tol, 2014). 
Universal, school-based programmes target whole groups of children regardless of their predisposition or risk to mental problems (Offord 
, Kraemer, Kazdin, Jensen, & Harrington, 1998). Their scope ranges from mental illness prevention to mental health promotion and social skills’ configuration (Arbesman, Bazyk, & Nochajski, 2013; Enns et al., 2016). A variety of outcomes has been assessed, such as stress management, social-emotional-learning and coping skills 
(Durlak, Weissberg, Dymnicki, Taylor, & Schellinger, 2011; Kraag, Zeegers, Kok, Hosman, & Abu-Saad, 2006)
,  academic competence and mental health functioning (Hoagwood et al., 2007), anxiety (Fisak, Richard, & Mann, 2011; Neil & Christensen, 2009), and depression (Calear & Christensen, 2010; Horowitz & Garber, 2006; Merry et al., 2012; Stice, Shaw, Bohon, Marti, & Rohde, 2009). Various implementation types (school-based, multi-site and ecological) have been adopted, while different stakeholders (mental health professionals and school personnel) have led their administration. Most of the programmes are directed to students with an age range from four to nineteen years, with duration ranging from two to five months. The majority of the programmes are based on the principles of Cognitive Behavioural Theory or Interpersonal Therapy. 
Universal, school-based, depression prevention programmes have shown promising effects in reducing depression. A recent meta-analysis (Merry et al., 2012) reported a small but significant effect for these programmes in reducing depressive symptoms with effects remaining for nine months. Individual studies of these programmes however, have reported mixed results (Horowitz, Garber, Ciesla, Young, & Mufson,
 ADDIN EN.CITE 

 2007; Sawyer et al., 2010; Sheffield et al., 2006; Shochet et al., 2001; Spence, Sheffield, & Donovan, 2003; Tomyn, Fuller-Tyszkiewicz, Richardson, & Colla, 2016). In the light of the superior effects of targeted interventions, it has been suggested that further research on universal interventions may not be warranted (Stice et al., 2009). One reason for the under-developed evidence-base for universal applications of depression-prevention programmes might be the poorly understood mechanisms underpinning the relationship between individual protective factors and depression (Thapar, Collishaw, Pine, & Thapar, 2012). It has been suggested therefore that focus should be tailored to investigate the components of a successful programme, which follows a specific therapeutic approach, in order to identify those factors which renders this programme effective (Calear & Christensen, 2010; Hetrick, Cox, & Merry, 2015).
A seminal programme that has been widely implemented both as universal and targeted intervention is the Penn Resiliency Programme (PRP) (Gillham, Brunwasser, & Freres, 2008). PRP is a 12-session programme applicable to children aged 10 to 14 years with its duration ranging from 90 to 120 minutes per session. PRP is based on the tenets of Beck’s Cognitive Theory (Beck, 1979) and the ABC model of Ellis (1962), consisting of an intra-personal cognitive component and an interpersonal social-problem solving component (Gillham et al., 2008). Briefly, cognitive component of PRP targets cognitive restructuring, students’ explanatory style, and maladaptive coping strategies (Gillham et al., 2008). The problem-solving component of PRP targets seven individual skills, namely: Assertiveness, negotiation, relaxation, procrastination, social skills, decision-making, and problem-solving (Gillham et al., 2008). The aim of PRP is: a) to target the link between maladaptive cognitions and emotional-behavioural outcomes by challenging students’ stable explanatory style and b) to promote goal-setting by combating passive responses (Gillham & Reivich, 2004). PRP has been administered by school personnel and mental health professionals (MHPs), including scenario-based and homework activities.
The content of PRP, embedded in other universal school-based programmes, has been implemented in culturally diverse populations. School-based programmes, such as ‘Op Volle Kracht’ (OVK) 
 ADDIN EN.CITE 
(Tak et al., 2012)
, Optimism Lifeskills Programme (OLP) (Quayle, Dziurawiec, Roberts, Kane, & Ebsworthy, 2001) and Aussie Optimism Programme (AOP) (Roberts, 2006), plus AOP’s derivatives, namely Positive Thinking Programme (PTP) (Rooney et al., 2006) and AOP-PTS 
 ADDIN EN.CITE 

(Rooney, Hassan, Kane, Roberts, & Nesa, 2013)
, are conceptually based on PRP following similar methods. OVK is a school-based, depression-prevention programme of 16 sessions of 50 minutes each, which has been delivered either as targeted or universal and it is applicable to adolescents aged 12 to 14 years 
 ADDIN EN.CITE 
(Tak et al., 2012)
. OVK shares the same basis as PRP (Beck, 1979; Ellis, 1962), after being culturally modified in order to be applicable to Dutch teenagers 


(Tak et al., 2012) ADDIN EN.CITE . In OVK, cognitive distortions, explanatory style, coping and social skills are targeted, while OVK has been administered by school personnel and MHPs.

OLP (Quayle et al., 2001) is an identical version of the Penn Prevention Program (Jaycox, Reivich, Gillham, & Seligman, 1994) applicable to Australian teens aged 10 to 13 years. It consists of 8 weekly sessions of 80-minute each and it is based on Cognitive-Behavioural Therapy (CBT) and ABC model, including an attribution style training (Seligman et al., 1988). OLP targets students’ interpretations about daily problems, coping strategies and social skills. AOP consists of 20 weekly sessions of 60-minute each and it is applicable to students aged 11 to 13 years (Roberts, 2006). Roberts, Ballantyne, & van der Klift (2003) report (as cited in Roberts, Kane, Thomson, Bishop, & Hart, 2010) that AOP is based on CBT, targeting students’ negative explanatory style, interpersonal skills and thinking style and it has been delivered by school personnel (Roberts et al., 2010).  PTP (Rooney et al., 2006) consists of 8 weekly sessions of 60-minute each and it is based on AOP, with its content to have been modified in order to capture the needs of younger individuals. Based on CBT, the chain between beliefs and emotional outcomes, plus explanatory style, are targeted. AOP-PTS (Rooney et al., 2013) consists of 10 sessions of 1hr each, targeting cognitive and behavioural skills.
Why this review is important

In the only existing meta-analytic review, PRP was found effective in reducing depressive symptoms (Brunwasser, Gillham, & Kim, 2009). Drawing data from both randomised and non-randomised studies of universal and targeted approaches, 17 studies with a total sample size of 2,498 individuals and age range of 8 to18 years were identified. A significant mean effect size (ES), d = 0.11, [0.01, 0.20], comparing PRP to non-intervention control, was found at post-intervention. The ESs were significant at 6 to 8 months and 12-month follow-up with d = .21, [.11, .31] and d = .20, [.09, .32] respectively. The ESs became non-significant at post intervention, when active-controls were imported in the analysis, d = -0.02, [-.19, .14] and 6 to 8-month, d = 0, [-.18, .19], and after removing non-randomized studies, d = 0.09, [-0.02, 0.19]. PRP can produce small, significant effects in reducing depression when it is compared against non-intervention. Due to its wide implementation, PRP has been proposed as a potential candidate for large scale roll-out (Hetrick et al., 2015); however, in the presence of inconsistent findings, more robust evidence is needed (Brunwasser et al., 2009). 
The need to explore whether PRP’s effects are meaningful in reducing anxiety symptoms has been reported (Brunwasser et al., 2009). School-based programmes have been found effective in reducing anxiety (Neil & Christensen, 2009) and given the increase in prevalence of sub-clinical anxiety symptoms in youth (Fink et al., 2015), anxiety was assessed as secondary outcome in this review. Second, the need for uncovering the mechanisms, which underpin the effects of PRP in order to optimize its effectiveness, has been reported (Brunwasser et al., 2009). PRP focuses on improving individuals’ explanatory style, which is considered as a mediator for reducing depressive symptoms (Brunwasser et al., 2009). According to the hopelessness theory (Abramson, Metalsky, & Alloy, 1989; Abramson, Seligman, & Teasdale, 1978),  maladaptive attributions in the face of negative events account for the exacerbation of symptoms of hopelessness and depression. Negative explanatory style has been found to be a significant predictor of depressive symptoms in late childhood (Nolen-Hoeksema, Girgus, & Seligman, 1992), partially mediating the impact of cognitive-behavioural (CB) interventions on depressive symptoms (Horowitz et al., 2007). Higher levels of hopelessness have been found to predict depression’s onset in high-risk adolescents, inhibiting CB intervention’s effects 


(Weersing et al., 2016) ADDIN EN.CITE . Data of PRP’s effects on explanatory style was therefore aggregated. 

Given its wide implementation, the need to assess whether PRP’s effectiveness holds across countries and under real-life world conditions, is evident (Brunwasser et al., 2009). The characteristics of the programme and service providers have been outlined as crucial moderators of school-based programmes’ impact (Sandler et al., 2014). The implementation of the programme was therefore tested on the basis of the programme’s characteristics (PRP versus its derivatives) in order to identify components which may inhibit the programme’s effectiveness. In addition, it has been suggested that MHPs are more efficient in delivering such programmes compared to school teachers (Stice et al., 2009; Wahl, Adelson, Patak, Possel, & Hautzinger, 2014)
This review aims to synthesise the evidence regarding the effectiveness of universal applications of PRP and its derivatives in preventing depression and anxiety and improving explanatory style and social skills in students aged 8 to 17 years. Only school-based, universal applications of PRP and its derivatives were included in this review. PRP’s derivatives were defined as those interventions, which are conceptually based on PRP, namely CB theory and problem-solving, being embedded in PRP’s structure. This review aims to identify factors, which are associated with the effectiveness of PRP, testing the putative moderating effects of programme’s characteristics and service providers. To the best of our knowledge, this is the first review focusing on a specific programme, which follows a specific therapeutic approach (CBT), expanding PRP’s assessment beyond the scope of depression.
Methods

A systematic review and meta-analysis were conducted. The presentation of the findings conforms to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) (Moher, Liberati, Tetzlaff, & Altman, 2009). The protocol of this systematic review and meta-analysis is registered with the PROSPERO (CRD42015019811, Title: The preventive effectiveness of the Penn Resiliency Program PRP, and its adapted versions: protocol for a systematic review and meta-analysis).
Eligibility Criteria

All published randomised controlled trials (RCTs) and cluster RCTs, testing the effectiveness of the universal application of school-based PRP or any of its derivatives, targeting depression and (or) any of the secondary outcomes of interest, compared with any type of control condition (active control such as health management sessions, non-intervention such as usual learning sessions and waiting-list), were eligible for inclusion. Compared to the previous meta-analytic review of PRP (Brunwasser et al., 2009), this study included only studies published in English in peer-reviewed journals, which are school-based, universal, and adopted a RCT or cluster RCT design. This review draws data from participants aged 8 to17 years, taking into account that it is unlikely for depressive symptoms to emerge before the age of 8 (Hankin et al., 1998).
The criteria for including studies into the current meta-analysis were according to participants’ age, content and application of the implemented intervention (universal school-based PRP or universal school-based PRP’s derivatives), types of controls (active control, non-intervention, and waiting-list), and selected outcomes (depression as primary outcome and/or any of anxiety, explanatory style and social skills as secondary outcomes), being measured by validated self-report measures, such as Children’s Depression Inventory (CDI) (Kovacs, 1985) for depressive symptoms, Reynolds Children’s Manifest Anxiety Scale (RCMAS) (Reynolds & Richmond, 1979), Spence Children’s Anxiety Scale ( SCAS) (Spence, 1998) and State-Trait Anxiety Inventory for Children  (STAIC) (Spielberg, Sydeman, Owen, & Marsh, 1999) for anxiety symptoms, Children’s Attributional Style Questionnaire (CASQ) (Seligman et al., 1984) for explanatory style and Matson Evaluation of Social Skills with Youngsters (MESSY) (Matson, Macklin, & Helsel, 1983) for social skills. 

Search Strategy

Libraries and databases, which were searched between 1974 and 16th April 2015 after consultation of an expert librarian, were: Cochrane Central Register of Controlled Trials (CENTRAL), CINAHL (Cumulative Index to Nursing and Allied Health Literature), EMBASE, MEDLINE (including PubMed), PsycINFO, SCI (Science Citation Index), Science Direct, Scopus. Online databases of grey literature, which were searched, were: Clinical Trials http://clinicaltrials.gov, and ISRCTN Register. Our search was optimized by using the clinical search filters for electronic databases, which are recommended by York University and SIGN. RCTs (plus cluster) were included. Extensive hand-searches of public online databases and contacts of field experts were conducted. Non-randomized trials, dissertations, theses or studies describing an intervention without providing an evaluation, were excluded. Medical subject specific headlines were searched in a concrete syntax strategy. Three syntax sets were used for searching Medline, EMBASE and PsycINFO based on our PICO headings (1st set: Randomized controlled trial OR clinical trial OR cluster randomized trial OR randomization OR random allocation OR single-blinded OR double-blinded OR usual care;  2nd set: Children OR student* OR adolescent* OR school OR child OR classroom; 3rd set:resilienc* OR recovery OR hardiness OR resistance OR cognitive behavioral OR cognitive behavioural OR school based program* OR universal OR prevention OR mental health). An additional syntax term was added (depression.ab.) for narrowing our results in EMBASE database.

When full-text was not available, authors were contacted to retrieve a full-text. Studies were excluded, if they were describing the evaluation of targeted (selective or indicated) applications of PRP and its derivatives; they were not school-based or were not assessing any of the a priori selected outcomes of interest.  Lead authors were contacted when there were not enough details about their interventions’ conceptual fidelity with PRP. After two unsuccessful contact-attempts, the studies were excluded. In four authors, who were contacted, two of them did not respond and their studies were excluded.

To identify studies meeting inclusion criteria, two authors (AB1 & AB2) reviewed independently the selected articles.  The first author reviewed titles and abstracts identified in the search strategy. When titles and abstracts were insufficient to determine inclusion criteria, full articles were retrieved. The full text of all relevant studies was reassessed for inclusion by two independent reviewers (AB1 & AB2) and included or excluded as appropriate. Disagreements were resolved after discussion. Reference lists of included articles were searched for additional studies. Figure 1 presents a detailed flow diagram of the study selection process as well as the number and reason for excluded studies.
--Insert figure 1 (PRISMA flow diagram) about here--
Data extraction 

The Effective Practice and Organization of Care Review Group (EPOC) data abstraction form was used to extract data from the included studies. Two reviewers (AB1 & AB2) extracted data independently and any disagreements were resolved after discussion. Data extraction forms included details regarding study population, participants’ characteristics, baseline characteristics, details of the intervention and control conditions, study methodology, recruitment and study completion rates, outcomes and times of measurement, indicators of acceptability to users, information for assessment of the risk of bias and variables related to study quality. Conditions were coded either as intervention (PRP, derivatives or slightly modified versions) or as active (health management sessions), non-intervention (lesson as usual) or waiting-list controls. 

When multiple intervention and control groups were present, a composite score was obtained, combining the results of each intervention and control group respectively in order to obtain a pairwise comparison (Deeks, Higgins, & Altman, 2008). The same strategy was followed when we had many clusters, which were not reported together. In only one study, we excluded the active control group (Gillham et al., 2007), as its level of fidelity to the main intervention group, could not be determined. 
Quality assessment

Quality of included studies was assessed by using the Cochrane Collaboration tool for assessing risk of bias (Higgins & Altman, 2008). Adequate reporting led us to rate a study’s section as low-risk, whereas insufficient reporting led us to rate studies’ sections as high-risk. In case there were not enough details for any section, it was rated as unclear in risk and it was considered as a potential threat for bias.  Two researchers (AB1 & AB2) independently rated the risk of bias for each included study. The last section of the risk of bias tool was used as a catch-up tool for assessing any potential threats, which were not captured in the previous sections. Any disagreements were resolved after discussion. 

The Quality Assessment Tool for Quantitative Studies, developed by the Effective Public Health Practice Project, was used for assessing the quality of evidence (Jackson, 2005). This tool includes components of intervention integrity and was judged to be suitable to use in systematic reviews of effectiveness of public health and health promotion interventions (Armstrong, Waters, & Doyle, 2008). The Quality Assessment Tool for Quantitative Studies was preferred over GRADE approach (Guyatt et al., 2008), as being more suitable for capturing different levels of evidence which are reported in complex health promotion interventions.
Data Analysis

Data analysis was performed using RevMan Version 5.3 (Nordic Cochrane Centre, 2014). Mean differences and standardized mean differences were computed according to the type of questionnaires that were used by importing them into RevMan 5.0. Controlled ESs (intervention versus controls) were computed only at post-intervention, comparing directly PRP and its derivatives to all types of control. Mean differences on the primary outcome (depression) were computed to Hedge’s g. Hedge’s g was obtained by subtracting post-intervention control mean by post-intervention mean, divided by their pooled standard deviation and implementing the correction factor J (B ADDIN EN.CITE <EndNote><Cite ExcludeAuth="1" ExcludeYear="1" Hidden="1"><Author>Borenstein</Author><Year>2009</Year><RecNum>735</RecNum><record><rec-number>735</rec-number><foreign-keys><key app="EN" db-id="sexzew0scvttrvezdd5vxv2ca5tvzpexrap2" timestamp="1416305994">735</key><key app="ENWeb" db-id="">0</key></foreign-keys><ref-type name="Book">6</ref-type><contributors><authors><author>Borenstein, M.,</author><author>Hedges, L. V.,</author><author>Higgins, J. P. T.,</author><author>Rothstein, H. R.</author></authors></contributors><titles><title>Introduction to Meta-Analysis</title></titles><dates><year>2009</year></dates><pub-location>United Kingdom</pub-location><publisher>John Wiley &amp; Sons, Ltd</publisher><isbn>978-0-470-05724-7</isbn><urls></urls></record></Cite><Cite ExcludeAuth="1" ExcludeYear="1" Hidden="1"><Author>Higgins</Author><Year>2008</Year><RecNum>1443</RecNum><record><rec-number>1443</rec-number><foreign-keys><key app="EN" db-id="sexzew0scvttrvezdd5vxv2ca5tvzpexrap2" timestamp="1429088932">1443</key><key app="ENWeb" db-id="">0</key></foreign-keys><ref-type name="Edited Book">28</ref-type><contributors><authors><author>Higgins, J. R. T.</author><author>Green, S.</author></authors></contributors><titles><title>Cochrane Handbook for Systematic Reviews of Interventions&#xD;Cochrane Book Series</title></titles><dates><year>2008</year></dates><pub-location>England, UK</pub-location><publisher>John Wiley &amp; Sons Ltd</publisher><urls></urls></record></Cite></EndNote>orenstein, Hedges, Higgins, & Rothstein, 2009). Given the heterogeneity of methodologically diverse studies, a random effects model to calculate ESs was adopted. In addition, we explored whether the cluster randomized designs had imported clusters’ intra-class correlation coefficient (ICC) into their analysis.  For those cluster RCTs in which the analysis was performed using the individual as the unit of allocation, the effective sample size correction was applied according to the Cochrane Handbook Guidelines (Higgins, Deeks, & Altman, 2008). 
Results

Description of studies

Table 1 presents a summary of nine included studies (Australia, Netherlands & USA) of PRP and its derivatives, which were implemented in students aged 8 to17. The control groups, utilized in the included studies, were AC, NI and WL. Across all included studies (9 studies, 4744 participants), three studies applied a randomized design (Quayle et al., 2001; Pattison & Lynd-Stevenson, 2001; Chaplin et al., 2006) and six applied a cluster randomized design (Gillham et al., 2007; Kindt et al., 2014; Roberts et al., 2010; Rooney et al., 2006 & 2013; Tak et al., 2015). In three RCTs, individual was used as the unit of analysis, while cluster was used as the unit of analysis in five cluster RCTs. In one cluster RCT (Rooney et al., 2006), analysis was performed using the individual as the unit of analysis; the effective sample size correction was therefore applied. Clusters’ ICC estimation was obtained by an external source (Rooney et al., 2013). Two of three studies, in which PRP was implemented, were delivered by PRP’s developers (Chaplin et al., 2006; Gillham et al., 2007), while one study implemented the OLP (Quayle et al., 2001) and two studies implemented the OVK (Kindt et al., 2014; Tak et al., 2015). Three studies implemented AOP or its identical versions (PTP and AOP-PTS) (Roberts et al., 2010; Rooney et al., 2013, 2006). Four to nine studies in overall had a sample size between 47 and 136 participants. The age range across the studies was from 9 to 16 years and all the studies assessed depression as their primary outcome. The most frequently assessed secondary outcome was anxiety. 
--Insert table 1 (characteristics of included studies) here—
Figure 2 presents authors’ judgements about the ratings for included studies in each item of risk of bias tool. Most of the RCTs’ were of high quality. In two of the studies (Gillham et al., 2007; Roberts et al., 2010), it was not clear whether clusters’ ICC estimation was considered in the analysis. These studies were rated as high-risk in the section of “other bias”. Studies’ characteristics related to allocation procedures were taken into account especially for individual RCTs. Given the nature of intervention and control conditions, a complete blinding procedure was impossible; however, given the type of assessment (self-report questionnaires) most of the studies were rated as low-risk in “blinding” sections of the risk of bias tool. Protocols of RCTs’ were obtained, where it was possible, in order to assess the fidelity between protocols and trials’ reported results. Evidence of selective reporting resulted in rating these studies as high-risk in “selective reporting” section of risk of bias tool. Studies, which followed an intention-to-treat analysis, were rated as low-risk according to Cochrane Handbook for Systematic Reviews of Interventions (Higgins et al., 2011). Most of the cluster RCT’s were rated as high quality. Most of the individual RCTs did not adequately report design and randomization procedures, leading to an inflated risk of bias scores.

--Insert figure 2 (risk of bias assessment for included studies) here--

Power calculations

We had a considerable amount of statistical power (.84 - .95) to detect an ES of .11 in our analyses with the overall sample for depression. Statistical power to detect a small ES of .14 for anxiety and explanatory style was .58 and .43 respectively. The power of subgroup analyses to detect an ES of .11 was greater than 0.50 except among the participants in PRP (non-derivatives) intervention and MHPs’ subgroups.

Main Results

A small non-significant mean difference, favouring the intervention condition, was found for depression, MD = -0.23, 95% CI = [-1.09 – 0.62], p = 0.59 (see Table 2 for a forest plot including all the studies). A significant effect, favouring control condition, was observed SMD = 0.13, 95% CI = [0.00 – 0.26], p = 0.04 for anxiety symptoms. The mean difference in explanatory style was non-significant, favouring control condition, MD = 0.80, 95% CI = [-1.04 – 2.63], p = 0.39 (see Table 3 for secondary outcomes).  
--Insert table 2 (studies statistics and forest plot) here--

Additional analyses

Results of the sensitivity analysis show a small and non-significant effect on depression, favouring control condition, MD = 0.09, 95% CI = [-0.61 – 0.80], p = 0.80 (see table 3 for all additional analyses). Two subgroup analyses were conducted comparing the effects of PPR versus its derivatives on reducing depression and PRP’s effectiveness, when it is delivered by MHPs or school teachers. A small, non-significant effect, favouring intervention condition on reducing depression, was found for both subgroups, MD = -0.48, 95% CI = [-2.38 – 1.41], p = 0.62, for PRP intervention and    MD = -0.14, 95% CI = [-1.17 – 0.89], p = 0.79, for PRP’s derivatives. Similarly, a small and non-significant effect, favouring intervention condition, was found when administrators were MHPs, MD = -0.28, 95% CI = [-3.04 – 2.49], p = 0.84 and school teachers, MD = -0.06, 95% CI = [-1.16 – 1.05], p = 0.92. A post-hoc analysis, comparing the small (Chaplin et al., 2006; Pattison & Lynd Stevenson, 2001; Quayle et al., 2001; Rooney et al., 2006) versus large trials (Gillham et al., 2007; Kindt et al., 2014; Roberts et al., 2010; Rooney et al., 2013; Tak et al., 2015), revealed that smaller trials gave a more liberal, yet non-significant estimation, about programme’s effectiveness on depressive symptoms.
Heterogeneity


 Heterogeneity was high for between group mean differences in depression in the main, I2 = 65%, Tau2 = 0.86, df = 8, p = 0.004 and sensitivity analysis, I2 = 60%, Tau2 = 0.38, df = 4, p = 0.04 (see table 3). Heterogeneity was considerably lower after conducting the post-hoc sensitivity analysis, limiting our analysis only to those studies which targeted the same age group, I2 = 36%, Tau2 = 0.25, df = 6, p = 0.15. In the subgroup analyses, the level of heterogeneity of the first group (PRP interventions) was considerably low, I2 = 42%, Tau2= 1.58, df = 3, p = 0.16, compared to the level of heterogeneity of PRP derivatives’ subgroup, I2 = 76%, Tau2 = 0.92, df = 4, p = 0.002. 

--Insert table 3 (Summary of findings table) here—
Discussion

This systematic review addressed the question whether universal applications of school-based PRP and derivatives are effective in reducing depression or anxiety and improving explanatory style at post-intervention in students aged 8 to 17 years. There was no evidence regarding the effectiveness of PRP or its derivatives in reducing depression or anxiety and improving explanatory style. ESs of different directions were reported among the studies. ESs of four studies favour the intervention condition (Chaplin et al., 2006; Gillham et al., 2007; Rooney et al., 2013, 2006) and ESs of five studies favour control conditions (Kindt et al., 2014; Pattison & Lynd-Stevenson, 2001; Quayle et al., 2001; Roberts et al., 2010; Tak et al., 2015). Small (0.0125) to large         (-0.5674) ESs were reported to these trials. A number of factors, such as design (cluster or individual RCT), type of intervention (PRP or derivatives), different administrators (MHPs or school personnel), age group or sample size did not appear to influence the magnitude and significance of results. 
The two PRP studies, which were conducted by the developers of the programme (Chaplin et al., 2006; Gillham et al., 2007), found some positive, yet non-significant for the cluster RCT, results in reducing depressive symptoms. AOP-PTS and PTP (Rooney et al., 2013; Rooney et al., 2006) found a short-lived effect in reducing depressive symptoms, with significant results at post-intervention for the cluster RCT. These effects however, were not maintained over time and were absent when AOP implemented to older individuals. OVK, PPP and OLP were not effective in reducing depressive symptoms. A more liberal estimation, favouring intervention condition, which was detected in small trials (n < 137) can be attributed to the potential ceiling effects of selective recruitment, which is likely to occur in small trials (Contopoulos-Ioannidis et al., 2005). Substantial heterogeneity was evident in the results of the main and sensitivity analysis. A post-hoc sensitivity analysis revealed that the source of heterogeneity could be the age of participants as the level of heterogeneity became low after excluding the studies, which targeted younger children (Rooney et al., 2013, 2006). Regarding the effectiveness of PRP’s derivatives on anxiety symptoms and explanatory style, effects favouring the control condition were found, with these effects to be significant for anxiety; however, specific recommendations about programme’s effectiveness on these two outcomes cannot be reported due to the dearth of data. 
Critique of PRP’s content
There was no evidence that universal, school-based PRP or its derivatives are statistically effective on any of the outcomes of interest in students aged 8 to17 years at post-intervention. It is suggested therefore that large scale roll-out of PRP and its derivatives – in their current form – cannot be recommended. Despite the fact that four out of nine studies had limited power, most of the programmes failed to detect a significant effect despite the high fidelity of derivatives’ content to the original PRP and the satisfactory rates of attendance, while sample size and quality of studies were not found to moderate the findings. Cognitive training, which permeates PRP’s implementation, focuses on challenging children’s explanatory style as a putative mediating pathway to depression. Explanatory style has been highlighted as a crucial mechanism, under which CB-oriented interventions affect individuals with elevated symptoms of depression, suggesting that interaction between early interpersonal stressors and maladaptive inferential styles can accelerate the formation of a stable and global explanatory style. Taking into account that the interaction among cognitive vulnerability factors becomes more complex during adolescence (Abela & Hankin, 2008), explanatory style could be a target for configuration in younger individuals. It is suggested however, that further research is needed in order to highlight these intrapersonal factors operating in prevention programmes in a universal setting. 

The interaction between inferential styles and stress constitute a stronger predictor for depression in adolescents compared to children (Lakdawalla, Hankin, & Mermelstein, 2007). Given that most of the universal PRP versions target early to mid-adolescence students, the implementation of PRP could be benefited by targeting these interpersonal factors, which account for stress elevations in adolescents. Despite it is beyond the scope of this review, dependent interpersonal stress has been found to mediate the relationship between negative cognitive style and depressive symptoms (Auerbach, Ho, & Kim, 2014), while domain-specific self-efficacy predicts depressive symptoms, buffering stressors’ impact (Steca et al., 2014). Improved interpersonal relationships, which are regarded by the students as crucial for their social competence (Shochet, Montague, Smiths & Dadds, 2014), can mitigate the deleterious effects of commonly occurred stressors in school (Turner, Reynolds, Lee, Subasic, & Bromhead, 2014). Universal interventions, which target social-emotional and interpersonal skills, can be effective in reducing depression (see also S. M. Jones, Brown, & Lawrence Aber, 2011). Future PRP versions, including a condensed cognitive component, will be able to focus on these interpersonal factors, strengthening students’ social competence and reducing the risk of depression.

Moderators of the effectiveness of PRP and its derivatives
Most of the included studies delivered 8 to12 sessions except of OVK and AOP-PTS (Roberts et al., 2010), in which 16 and 20 sessions were respectively delivered. In OVK, greater motivation and self-reported positive atmosphere in the classroom predicted depressive symptoms reduction (Kindt et al., 2014). Given that longer programmes are less effective (Stice et al., 2009), with the optimal dosage to fluctuate between 8 to12 sessions (Calear & Christensen, 2010), the implementation of prolonged versions of PRP is not recommended.  Given that the rigid content of OVK may account for students’ limited engagement (Tak et al., 2015); it is suggested that future PRP versions could be benefited by adopting a more reflective style, including students’ biographic scenario-based activities and electronically delivered recreational activities. There was no evidence that the type of programme administrators affected the direction or magnitude of findings, as both groups were ineffective; however, specific recommendations cannot be reported due to the dearth of data. In the light of mixed evidence regarding teachers’ efficiency to deliver CBT-based interventions (Neil & Christensen, 2009; Stallard et al., 2014; Stice et al., 2009; Wahl et al., 2014), the need for optimizing teachers’ capacity to deliver such programmes is evident (Calear & Christensen, 2010). Taking into account that teachers’ beliefs about their own capacity and enthusiasm are critical for the delivery and sustainability of such programmes (Taylor et al., 2014), it is of great importance the content of future universal PRP versions to be simplified in order to be smoothly conveyed by school teachers. 
Limitations and strengths
Several limitations of the current meta-analysis should be acknowledged. First, the limited number of studies which met the inclusion criteria led to underpowered analysis for the secondary outcomes and two groups in subgroup analyses. Given the scarcity of data, mean differences for one of the secondary outcomes were not aggregated. Second, this meta-analysis assessed the effectiveness of universal PRP and its derivatives only at post-intervention, whereas there is evidence that some effects of PRP may emerge later (Brunwasser et al., 2009; Quayle et al., 2001). Third, ESs were obtained assuming normality of outcomes’ data distribution, whereas in some studies outcomes’ data distribution was positively skewed (Chaplin et al., 2006). This review confers however, research and practical benefits. First, this review is based on a pre-specified protocol. Second, this meta-analysis provides evidence regarding PRP’s suitability for large scale roll-out. Third, this review applied rigid quality criteria, reducing the methodological diversity of the included studies.
Conclusions


There was no evidence that universal PRP or its derivatives reduce depression or anxiety and improve explanatory style at post-intervention; therefore, the large scale roll-out of universal PRP –in its current form- cannot be recommended. Universal resilience-based interventions can contribute to students’ mental health; however, the content of universal PRP should be re-considered. Future adjustments, which will target interpersonal factors within the context of commonly occurred stressors in school, could increase the programme’s effectiveness.

References
References marked with an asterisk indicate studies included in the meta-analysis.

 Abela, J. R. Z., & Hankin, B. L. (2008). In J. R. Z. Abela & B. L. Hankin (Eds.), Handbook of Depression in Children and Adolescents (pp. 35-78). New York, USA: Guilford Press.
Abramson, L. Y., Metalsky, G. I., & Alloy, L. B. (1989). Hopelessness depression: A theory-based subtype of depression. Psychological review, 96(2), 358-372. 
Abramson, L. Y., Seligman, M. E. P., & Teasdale, J. D. (1978). Learned Helplessness in Humans: Critique and Reformulation. Journal of Abnormal Psychology, 87(1), 49-74. 
Arbesman, M., Bazyk, S., & Nochajski, S. M. (2013). Systematic Review of Occupational Therapy and Mental Health Promotion, Prevention, and Intervention for Children and Youth. American Journal of Occupational Therapy, 67(6), 120-130. 
Armstrong, R., Waters, E., Doyle, J. (2008). Reviews in public health and health promotion. In J. P. T. Higgins & S. Green (Eds.), Cochrane Handbook for Systematic Reviews of Interventions Cochrane Book Series (pp. 593-606). Chichester, UK: Wiley-Blackwell.
Auerbach, R. P., Ho, M. H., & Kim, J. C. (2014). Identifying cognitive and interpersonal predictors of adolescent depression. Journal of Abnormal Child Psychology, 42, 913-924. doi:10.1007/s10802-013-9845-6
Beck, A. T. (1979). Cognitive Therapy and the emotional disorders. New York, USA: Penguin.
Borenstein, M., Hedges, L. V., Higgins, J. P. T., & Rothstein, H. R. (2009). Introduction to Meta-Analysis. Chichester, UK: Wiley.
Brunwasser, S. M., Gillham, J. E., & Kim, E. S. (2009). A Meta-Analytic Review of the Penn Resiliency Program’s Effect on Depressive Symptoms. Journal of Consulting and Clinical Psychology, 77, 1042-1054. doi:10.1037/a0017671.

Calear, A. L., & Christensen, H. (2010). Systematic review of school-based prevention and early intervention programs for depression. Journal of Adolescence, 33, 429-438. doi:10.1016/j.adolescence.2009.07.004
*Chaplin, T. M., Gillham, J. E., Reivich, K., Elkon, A. G., Samuels, B., Freres, D. R., . . . Seligman, M. E. (2006). Depression prevention for early adolescent girls: A pilot study of all girls versus co-ed groups. The Journal of Early Adolescence, 26(1), 110-126.  

Contopoulos-Ioannidis, G. D., Gilbody, M. S., Trikalinos, T. A., Churchill, R., Wahlbeck, K., & Ioannidis, J. P. A. (2005). Comparison of Large Versus Smaller Randomized Trials for Mental Health-Related Interventions. The American Journal of Psychiatry, 162(3), 578-584.
Deeks, J. J., Higgins, J. R. T., & Altman, D. G. (2008). Analysing data and undertaking meta-analyses. In J. P. T. Higgins & S. Green (Eds.), Cochrane Handbook for Systematic Reviews of Interventions Cochrane Book Series (pp. 244-296). Chichester, UK: Wiley-Blackwell.
Durlak, J. A., Weissberg, R. P., Dymnicki, A. B., Taylor, R. D., & Schellinger, K. B. (2011). The impact of enhancing students' social and emotional learning: A meta-analysis of school-based universal interventions. Child Development, 82, 405-432. doi:10.1111/j.1467-8624.2010.01564.
Ellis, A. (1962). Reason and emotion in psychotherapy. Oxford, UK: Lyle Stuart.
Enns, J., Holmqvist, M., Wener, P., Halas, G., Rothney, J., Schultz, A., . . . Katz, A. (2016). Mapping interventions that promote mental health in the General Population: A scoping review of reviews. Preventive Medicine, 87, 70-80. doi:10.1016/j.ypmed.2016.02.022
Fazel, M., Patel, V., Thomas, S., & Tol, W. (2014). Mental health interventions in schools in low-income and middle-income countries. The Lancet Psychiatry, 1, 388-398. doi:10.1016/s2215-0366(14)70357-8
Fink, E., Patalay, P., Sharpe, H., Holley, S., Deighton, J., & Wolpert, M. (2015). Mental Health Difficulties in Early Adolescence: A Comparison of Two Cross-Sectional Studies in England From 2009 to 2014. Journal of Adolescent Health, 56, 502-507. doi:10.1016/j.jadohealth.2015.01.023
Fisak, B. J. Jr., Richard, D., & Mann, A. (2011). The prevention of child and adolescent anxiety: A meta-analytic review. Prevention Science, 12, 255-268. doi:10.1007/s11121-011-0210-0
Gillham, J. E., Brunwasser, S. M., & Freres, D. R. (2008). Preventing Depression in Early Adolescence: The Penn Resiliency Program. In J. R. Z. Abela & B. L. Hankin (Eds.), Handbook of Depression in Children and Adolescents (pp. 309-333). New York, USA: Guilford Press.
Gillham, J. E., & Reivich, K. (2004). Cultivating Optimism in Childhood and Adolescence. The Annals of the American Academy of Political and Social Science, 591, 146-163. doi:10.1177/0002716203260095
*Gillham, J. E., Reivich, K. J., Freres, D. R., Chaplin, T. M., Shatte, A. J., Samuels, B., . . . Seligman, M. E. (2007). School-based prevention of depressive symptoms: A randomized controlled study of the effectiveness and specificity of the Penn Resiliency Program. Journal of Consulting and Clinical Psychology, 75(1), 9-19.  

Guyatt, G. H., Oxman, A. D., Vist, G. E., Kunz, R., Falck-Ytter, Y., Alonso-Coello, P., . . . Group, G. W. (2008). GRADE: An emerging consensus on rating quality of evidence and strength of recommendations. The BMJ, 336, 924-926. doi:10.1136/bmj.39489.470347.
Hankin, B. L., Abramson, L. Y., Moffitt, T. E., Silva, P. A., McGee, R., & Angell, K. E. (1998). Development of depression from preadolescence to young adulthood: Emerging gender differences in a 10-year longitudinal study. Journal of Abnormal Psychology, 107(1), 128.
Hetrick, S. E., Cox, G., & Merry, S. (2015). Where to Go from Here? An Exploratory Meta-Analysis of the Most Promising Approaches to Depression Prevention Programs for Children and Adolescents. International Journal of Environmental Research Public Health, 12(5), 4758.  
Higgins, J. P. T. & Altman, D. G. (2008). Assessing risk of bias in included studies. In J. P. T. Higgins & S. Green (Eds.), Cochrane Handbook for Systematic Reviews of Interventions Cochrane Book Series (pp. 188-242). Chichester, UK: Wiley-Blackwell.
Higgins, J. P. T., Altman, D. G., Gotzsche, P. C., Juni, P., Moher, D., Oxman, A. D., . . . Cochrane Statistical Methods, G. (2011). The Cochrane Collaboration's tool for assessing risk of bias in randomised trials. The BMJ, 343. doi:10.1136/bmj.d5928
Higgins, J. R. T., Deeks, J. J., & Altman, D. G. (2008). Special topics in statistics. In J. P. T. Higgins & S. Green (Eds.), Cochrane Handbook for Systematic Reviews of Interventions Cochrane Book Series (pp. 493-497). Chichester, UK: Wiley-Blackwell.
Hoagwood, K. E., Serene Olin, S., Kerker, B. D., Kratochwill, T. R., Crowe, M., & Saka, N. (2007). Empirically Based School Interventions Targeted at Academic and Mental Health Functioning. Journal of Emotional and Behavioral Disorders, 15(2), 66-92. 
Horowitz, J. L., & Garber, J. (2006). The prevention of depressive symptoms in children and adolescents: A meta-analytic review. Journal of Consulting and Clinical Psychology, 74, 401-415. doi:10.1037/0022-006X.74.3.401
Horowitz, J. L., Garber, J., Ciesla, J. A., Young, J. F., & Mufson, L. (2007). Prevention of depressive symptoms in adolescents: A randomized trial of cognitive-behavioral and interpersonal prevention programs. Journal of Consulting and Clinical Psychology, 75(5), 693-706.  
Jackson, N., Waters, E., Guidelines for Systematic Reviews in Health, P., & Public Health, T. (2005). Criteria for the systematic review of health promotion and public health interventions. Health Promotion International, 20, 367-374. doi:10.1093/heapro/dai022
Jaycox, L. H., Reivich, K. J., Gillham, J. E., & Seligman, M. E. (1994). Prevention of depressive symptoms in school children. Behavior Research and Therapy, 32(8), 801-816. 
Jones, P. B. (2013). Adult mental health disorders and their age at onset. The British Journal of Psychiatry, 54, 5-10. doi:10.1192/bjp.bp.112.119164
Jones, S. M., Brown, J. L., & Lawrence Aber, J. (2011). Two-year impacts of a universal school-based social-emotional and literacy intervention: An experiment in translational developmental research. Child Development, 82, 533-554. doi:10.1111/j.1467-8624.2010.01560.
Kessler, R. C., Avenevoli, S., & Ries Merikangas, K. (2001). Mood disorders in children and adolescents: An epidemiologic perspective. Biological Psychiatry, 49(12), 1002-1014. 
Kieling, C., Baker-Henningham, H., Belfer, M., Conti, G., Ertem, I., Omigbodun, O., . . . Rahman, A. (2011). Child and adolescent mental health worldwide: Evidence for action. Lancet Infectious Diseases, 378, 1515-1525. doi:10.1016/S0140-6736(11)60827-1
*Kindt, K. C., Kleinjan, M., Janssens, J. M., & Scholte, R. H. (2014). Evaluation of a school-based depression prevention program among adolescents from low-income areas: A randomized controlled effectiveness trial. International Journal of Environmental Research and Public Health, 11(5), 5273-5293. 
Kovacs, M. (1985). The Children's Depression, Inventory (CDI). Psychopharmacology bulletin, 21(4), 995-998. 
Kraag, G., Zeegers, M. P., Kok, G., Hosman, C., & Abu-Saad, H. H. (2006). School programs targeting stress management in children and adolescents: A meta-analysis. Journal of School Psychology, 44, 449-472. doi:10.1016/j.jsp.2006.07.001
Lakdawalla, Z., Hankin, B. L., & Mermelstein, R. (2007). Cognitive Theories of Depression in Children and Adolescents: A Conceptual and Quantitative Review. Clinical Child and Family Psychology Review, 10(1), 1-24.
Matson, J. L., Rotatori, A. F., & Helsel, W. J. (1983). Development of a rating scale to measure social skills in children: The Matson Evaluation of Social Skills with Youngsters (MESSY). Behavior Research and Therapy, 21(4), 335-340. 
Merikangas, K. R., He, J. P., Burstein, M., Swanson, S. A., Avenevoli, S., Cui, L., . . . Swendsen, J. (2010). Lifetime prevalence of mental disorders in U.S. adolescents: Results from the National Comorbidity Survey Replication--Adolescent Supplement (NCS-A). Journal of the American Academy of Child and Adolescent Psychiatry, 49, 980-989. doi:10.1016/j.jaac.2010.05.017.
Merry, S. N., Hetrick, S. E., Cox, G. R., Brudevold-Iversen, T., Bir, J. J., & McDowell, H. (2012). Cochrane Review: Psychological and educational interventions for preventing depression in children and adolescents. Evidence-Based Child Health: A Cochrane Review Journal, 7, 1409-1685. doi:10.1002/ebch.1867
Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., & Group, P. (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. Annals of Internal Medicine, 151(4), 264-269.
Neil, A. L., & Christensen, H. (2009). Efficacy and effectiveness of school-based prevention and early intervention programs for anxiety. Clinical Psychology Review, 29, 208-215. doi:10.1016/j.cpr.2009.01.002
Nolen-Hoeksema, S., Girgus, S. J., & Seligman, M. E. (1992). Predictors and Consequences of Childhood Depressive Symptoms: A 5-Year Longitudinal Study. Journal of Abnormal Psychology, 101(3), 405-422. 
Offord, D. R., Kraemer, H. C., Kazdin, A. E., Jensen, P. S., & Harrington, R. (1998). Lowering the Burden of Suffering From Child Psychiatric Disorder: Trade‐Offs Among Clinical, Targeted, and Universal Interventions. Journal of the American Academy of Child and Adolescent Psychiatry, 37(7), 686-694. 
*Pattison, C., & Lynd-Stevenson, R. M. (2001). The Prevention of Depressive Symptoms in Children: The Immediate and Long-term Outcomes of a School-based Program. Behaviour Change, 18(2), 92-102. 
*Quayle, D., Dziurawiec, S., Roberts, C., Kane, R., & Ebsworthy, G. (2001). The effect of an optimism and lifeskills program on depressive symptoms in preadolescence. Behaviour Change, 18(4), 194-203. 
Reynolds, C. R., & Richmond, B. O. (1979). Factor Structure and Construct Validity of 'What I Think and Feel': The Revised Children's Manifest Anxiety Scale. Journal of Personality Assessment, 43(3), 281-283. 
Review Manager (RevMan) [Computer program]. Version 5.3. Copenhagen: The Nordic Cochrane Centre, The Cochrane Collaboration, 2014.
Roberts, C. M. (2006). Embedding mental health promotion programs in school contexts: The Aussie optimism program. International Society for the Study of Behavior Newsletter, 2(50), 1-4. 
*Roberts, C. M., Kane, R., Bishop, B., Cross, D., Fenton, J., & Hart, B. (2010). The prevention of anxiety and depression in children from disadvantaged schools. Behavior Research and Therapy, 48, 68-73. doi:10.1016/j.brat.2009.09.002
*Rooney, R., Hassan, S., Kane, R., Roberts, C. M., & Nesa, M. (2013). Reducing depression in 9-10 year old children in low SES schools: A longitudinal universal randomized controlled trial. Behavior Research and Therapy, 51, 845-854. doi:10.1016/j.brat.2013.09.005
*Rooney, R., Roberts, C. M., Kane, R., Pike, L., Winsor, A., White, J., & Brown, A. (2006). The Prevention of Depression in 8- to 9- Year-Old Children: A Pilot Study. Australian Journal of Guidance and Counselling, 16(1), 76-90.
Sandler, I., Wolchik, S. A., Cruden, G., Mahrer, N. E., Ahn, S., Brincks, A., & Brown, C. H. (2014). Overview of Meta-Analyses of the Prevention of Mental Health, Substance Use, and Conduct Problems. Annual Review of Clinical Psychology, 10, 243-273.
Sawyer, M. G., Harchak, T. F., Spence, S. H., Bond, L., Graetz, B., Kay, D., . . . Sheffield, J. (2010). School-based prevention of depression: A 2-year follow-up of a randomized controlled trial of the beyondblue schools research initiative. Journal of Adolescent Health, 47, 297-304. doi:10.1016/j.jadohealth.2010.02.007
Seligman, M. E. P., Castellon, C., Cacciola, J., Schulman, P., Luborsky, L., Ollove, M., & Downing, R. (1988). Explanatory Style Change During Cognitive Therapy for Unipolar Depression. Journal of Abnormal Psychology, 97(1), 13-18. 
Seligman, M. E. P., Kaslow, N. J., Alloy, L. B., Peterson, C., Tanenbaum, R. L., & Abramson, L. Y. (1984). Attributional Style and Depressive Symptoms Among Children. Journal of Abnormal Psychology, 93(2), 235-238.
Sheffield, J. K., Kowalenko, N., Davis, A., Spence, S. H., Rapee, R. M., Wignall, A., & McLoone, J. (2006). Evaluation of universal, indicated, and combined cognitive-behavioral approaches to the prevention of depression among adolescents. Journal of Consulting and Clinical Psychology, 74(1), 66-79.  
Shochet, I. M., Montague, R., Smith, C., & Dadds, M. (2014). A qualitative investigation of adolescents' perceived mechanisms of change from a universal school-based depression prevention program. International Journal of Environmental Research and Public Health, 11, 5541-5554. doi:10.3390/ijerph110505541
Shochet, I. M., Dadds, M. R., Holland, D., Whitefield, K., Harnett, P. H., & Osgarby, S. M. (2001). The efficacy of a universal school-based program to prevent adolescent depression. Journal of Clinical Child Psychology, 30, 303-315. doi:10.1207/S15374424JCCP3003_3
Spence, S. H. (1998). A measure of anxiety symptoms among children. Behavior Research and Therapy, 36(5), 545-566. 
Spence, S. H., Sheffield, J. K., & Donovan, C. L. (2003). Preventing Adolescent Depression: An Evaluation of the Problem Solving for Life Program. Journal of Consulting and Clinical Psychology, 71(1), 3-13. 
Spielberger, C. D., Sydeman, S. J., Owen, A. E., & Marsh, B. J. (1999). Measuring Anxiety and Anger with the State-Trait Anxiety Inventory (STAI) and State-Trait Anger Expression Inventory (STAXI). In M. E. Maurish (Eds.), The use of psychological testing for treatment planning and outcome assessment (pp. 993-1021). New Jersey, USA: Lawrence Erlbaum.
Stallard, P., Skryabina, E., Taylor, G., Phillips, R., Daniels, H., Anderson, R., & Simpson, N. (2014). Classroom-based cognitive behaviour therapy (FRIENDS): A cluster randomised controlled trial to Prevent Anxiety in Children through Education in Schools (PACES). The Lancet Psychiatry, 1(3), 185-192.
Steca, P., Abela, J. R. Z., Monzani, D., Greco, A., Hazel, N. A., & Hankin, B. L. (2014). Cognitive vulnerability to depressive symptoms in children: the protective role of self-efficacy beliefs in a multi-wave longitudinal study. Journal of Abnormal Child Psychology, 42, 137-148. doi:10.1007/s10802-013-9765-5
Stice, E., Shaw, H., Bohon, C., Marti, C. N., & Rohde, P. (2009). A meta-analytic review of depression prevention programs for children and adolescents: factors that predict magnitude of intervention effects. Journal of Consulting and Clinical Psychology, 77, 486-503. doi:10.1037/a0015168
Tak, Y. P., Van Zundert, R. M. P., Kuijpers, R. C. W. M., Van Vlokhoven, B. S., Rensink, H. F. W., & Engels, R. C. M. E. (2012). A randomized controlled trial testing the effectiveness of a universal school-based depression prevention program ‘Op Volle Kracht’ in the Netherlands. BMC Public Health, 12(21), 1-9. 
*Tak, Y. R., Lichtwarck-Aschoff, A., Gillham, J. E., Van Zundert, R. M., & Engels, R. C. (2015). Universal School-Based Depression Prevention 'Op Volle Kracht': a Longitudinal Cluster Randomized Controlled Trial. Journal of Abnormal Child Psychology, 44, 949-961. doi:10.1007/s10802-015-0080-1
Taylor, J. A., Phillips, R., Cook, E., Georgiou, L., Stallard, P., & Sayal, K. (2014). A qualitative process evaluation of classroom-based cognitive behaviour therapy to reduce adolescent depression. International Journal of Environmental Research and Public Health, 11(6), 5951-5969.
Thapar, A., Collishaw, S., Pine, D. S., & Thapar, A. K. (2012). Depression in adolescence. The Lancet, 379(9820), 1056-1067. 
Tomyn, J. D., Fuller-Tyszkiewicz, M., Richardson, B., & Colla, L. (2016). A Comprehensive Evaluation of a Universal School-Based Depression Prevention Program for Adolescents. Journal of Abnormal Child Psychology, 1-13. doi:10.1007/s10802-016-0136-x
Turner, I., Reynolds, K. J., Lee, E., Subasic, E., & Bromhead, D. (2014). Well-being, school climate, and the social identity process: A latent growth model study of bullying perpetration and peer victimization. School Psychology Quarterly, 29, 320-335. doi:10.1037/spq0000074
Wahl, M. S., Adelson, J. L., Patak, M. A., Possel, P., & Hautzinger, M. (2014). Teachers or psychologists: Who should facilitate depression prevention programs in schools? International Journal of Environmental Research and Public Health, 11, 5294-5316. doi:10.3390/ijerph110505294
Weersing, V. R., Shamseddeen, W., Garber, J., Hollon, S. D., Clarke, G. N., Beardslee, W. R., . . . Brent, D. A. (2016). Prevention of Depression in At-Risk Adolescents: Predictors and Moderators of Acute Effects. Journal of the American Academy of Child and Adolescent Psychiatry, 55, 219-226. doi:10.1016/j.jaac.2015.12.015
Woodward, L. J., & Fergusson, D. M. (2001). Life Course Outcomes of Young People With Anxiety Disorders in Adolescence. Journal of the American Academy of Child and Adolescent Psychiatry, 40(9), 1086-1093. 

World Health Organization (2005). Promoting mental health: concepts, emerging evidence, practice: Report of the World Health Organization. Geneva, Switzerland



