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Mixed method interventions for depression in university student population

Mapping the literature

Gawrysiak et al. (2009) conducted a randomized controlled trial comparing individualized BATD (Behavioral Activation Treatment for Depression) and a no-treatment control for university students with moderate depression based on a structured single-session intervention and 2-week treatment interval. Compared to the control group the findings revealed that the BATD group had significantly higher reductions in depression symptoms and increased environmental reward at post-treatment that were associated with strong effect sizes. Structured interviews were used for diagnostic purposes. No other qualitative methods were employed.

Alvarez et al. (2008) present a computer program for cognitive training (Alcor) in the treatment for major depression disorder (MDD) and cognitive impairment in university students of the Universidad Nacional de Mexico (N=31). Depressive symptoms were diagnosed through a computer version of the International Neuropsychiatric Interview (Heinze & Corte´s, 2000; Sheehan et al., 1998), based on the DSM-IV and the CIE 10. The patients of the three groups showed MDD event remission. Those who received cognitive training showed a substantial increase of intellectual performance as well.
Eskin et al. (2008) aimed at testing the efficacy of a problem-solving therapy (PST) in treating depression and suicide potential in adolescents and young adults and found that post-treatment depression and suicide risk scores of participants within the PST condition decreased significantly compared to the pre-treatment scores. Similarly, scores for post-treatment self esteem and assertiveness of participants within the PST condition increased significantly compared to the pre-treatment scores. The authors conclude that problem-solving therapy should be considered as a viable option for the treatment of depression and suicide potential in adolescents and young adults. Structured diagnostic interviews for performed to assess depression levels.

Cukrowicz and Joiner (2007) examined the efficacy of a brief cognitive behavioral psychoeducation model as an intervention for depressive and anxious symptoms, based on the Cognitive-Behavioral Analysis System of Psychotherapy (CBASP). Intervention revolves around worksheets that discuss participants' behaviours, interpretations, and desired outcomes in specific, quick interpersonal interactions. In essence, this is an exercise in situational analysis and the underlying assumption is that by increasing the frequency with which individuals attain what they want in situations, mood will improve and depressive symptoms will decrease. The participants completed symptom ratings of depression and anxiety at baseline, and again eight weeks later. Results revealed a significant effect of group, with the intervention group showing lower symptom scores at the follow-up session. In a later paper, Cukrowicz et al. (2009) analyze the influence of a number of psychological factors on the effectiveness of the early intervention program published in 2007 without incorporating qualitative methods.

Merritt et al. (2007) incorporated qualitative data in an intervention aimed to educate students about depression using social marketing techniques. A focus group was held to determine the media, designs and information to be presented. The data was used to develop the intervention materials and members of the focus group were asked to comment on the proposed designs and content.

Geisner et al (2007) report the evaluation of a brief mailed intervention for alcohol use as an adjunct to a brief treatment for college students with depression symptoms. The intervention aimed to correct normative misperceptions and reduce students' drinking and related consequences. Results support the importance of correcting normative perceptions and provide direction for selective prevention of alcohol use and related problems among college students with depressed mood. The authors used personalized feedback suggested to be efficacious as an “indicated prevention”, or interventions aimed at those already at risk for drinking problems and/or those who are experiencing problems. Providing feedback has been hypothesized to be enough to achieve behavior change (Agostinelli, Brown, & Miller, 1995). Personalized feedback is considered as a treatment or intervention component and not so much as a data collection method per se and was not part of the data analyses. 

Similar results are reported by Geisner et al. (2006) in an evaluation of the efficacy of a brief, mailed personalized feedback intervention designed to alleviate depressed mood and antecedents (ineffective coping and hopelessness). Results indicated that feedback was effective in reducing depressive symptoms, hopelessness, and among men, increasing willingness to use coping strategies at the 1-month follow-up. Hopelessness mediated reductions in depressive symptoms. Results support the use of personalized feedback as a low-cost, initial intervention for college students suffering from symptoms of depression. 

ADAPT, (Action for depression awareness, prevention and treatment) is a community-based intervention for college students (Field, 2006) that at the planning stage uses individual interviews, focus and written feedback from students and university staff. The purpose of this stage was to assess the needs of university students. In this needs assessment participants were asked to reflect on their experiences with students who were stressed and/or depressed and to share their thoughts about the types of programs that would meet ADAPT goals of prevention, stigma reduction, and early detection. In addition, participants were asked about the resources needed to address the problem of student depression. Needs assessment information that guided the implementation stage included: (a) strong consensus about the stigma of mental health problems, especially depression and suicide; (b) students’ beliefs that faculty mistook depression for laziness or ineptitude; (c) faculty, staff, and administrators’ discomfort and confusion when dealing with depressed students; (d) students’ uncertainty about how to help depressed friends; and (e) general confusion about differentiating “normal” stress levels from mental health impairment (Field, 2006). These qualitative data were then transcribed, summarized, and submitted to the community for additional feedback. This year-long assessment process helped to publicize the project and build strong working alliances. The intervention consisted of various community activities: dissemination of information, Student Performing Arts program to develop an original play depicting one student's experience of depression and focus groups to discuss. post-workshop questionnaire containing six questions. Qualitative questions addressed aspects of the sessions that were most and least helpful and inquired about the specific skills and information gained. The evaluations indicated that the program had a clear impact upon the community's ability to better respond to depressed students.

A comparison between the effects of psychodrama integrated with cognitive behavioral therapy and cognitive behavioral group therapy in the treating depression is reported by Hamamci (2006). The results indicate that both psychodrama integrated with cognitive behavioral therapy, and cognitive behavioral group therapy alone, led to a decrease in the level of depression, negative automatic thoughts, and dysfunctional attitudes of the participants to the study. However, no significant differences could be found between the two treatments in terms of their effectiveness. The researcher used individual interviews to ensure that they met the following criteria: (a) a willingness to participate in group therapies; (b) a score of 19 or greater on the BDI at baseline; (c) a total score that was above the average on DAS and ATQ; (d) no concurrent involvement in psychotherapy; (e) no use of medication; (f) no evidence of severe depression; and (g) no high risk of suicide or history of suicide. These interviews were structured interviews and their purpose was to understand to what extent participants met the diagnostic criteria. No other qualitative methods were used.

Seligman et al. (1999) report on a brief cognitive–behavioral prevention program was given to university students at risk for depression where at risk was defined as being in the most pessimistic quarter of explanatory style. Participants were followed for 3 years and the authors report the preventive effects of the workshop on depression and anxiety. First, the workshop group had significantly fewer episodes of generalized anxiety disorder than the control group and showed a trend toward fewer major depressive episodes. The workshop group had significantly greater improvements in explanatory style, hopelessness, and dysfunctional attitudes than the control group and these were significant mediators of depressive symptom prevention in the workshop group. Structured interviews were used for diagnostic purposes. 

A study examining  the effects of 6-8 sessions of Beck's cognitive therapy on mildly and moderately depressed college students' depressive symptoms and depressive self-schemata Pace et al., (1993) show that CBT is efficient in reducing depressive symptoms and depressive self-schemata, as measured by self-referent judgment and self-referent recall. The reduction in the recall of negative self-referent judgments may play a role in the outcome of cognitive therapy for depression. General interviews were performed as part of the CCCT (Competency Checklist for Cognitive Therapists), but details of the analysis were not given.

Hogg and Deffenbacker (1988) compared cognitive (CT) and interpersonal-process (IP) group therapies in the treatment of moderate, unipolar depression in college counseling-center clients. The authors found that both treatments led to significant reductions in depression and depressed thinking and to increments in self-esteem at midtreatment, posttreatment, and follow-up assessments but did not differ from each other at any point in time. Moreover, no evidence of differential effectiveness or mechanisms of therapeutic change was found as a function of type of treatment. Clinical interviews were used for diagnostic. For the time-limited groups, therapists utilized techniques such as promoting member-to-member feedback, making group process observations, and providing no explicit structure to accelerate resolution of these developmental phases. Extensive process notes were written by an observer who attended each session, and the notes were made available to members between sessions. These suggested that interventions emphasized the importance of emotional transactions between members to enhance self-esteem.

Adapted versions of Beck's cognitive and Lewinsohn's behavioral treatments for depression were crossed in a 2 x 2 design that included combined and high-demand control treatments (McNamara, 1986). The Cognitive Treatment factor produced a consistent and durable impact on a battery of devices reflecting cognitive manifestations of depression; some generalization to the behavioral domain occurred as well. The Behavioral Treatment factor failed to produce improvement within the corresponding behavioral assessment battery or on any cognitive device. Both conditions generated equivalent demand characteristics and counselor ratings of client adherence to treatment. No interactions involving the treatments occurred. The obtained pattern of convergent and divergent outcomes indicates considerable construct-valid strength for cognitive therapy applied to a moderately depressed population like the college student participating to this study. Intake interviews and videotaped pretreatment diagnostic interviews were performed. Both interviews were used for recruitment and diagnostic purposes. Also, recalled cognitions (RC) exercise were used as part of the process evaluation. These involved participation in a videotaped 10-min getting-acquainted exercise with one of four research assistants who had been instructed to let the client initiate and maintain the conversation but to respond in a friendly manner. The clients then watched their videotapes under instructions to "relive" the experience, that is, to recall in as much detail as possible all thoughts, images, and feelings during the interaction. Audiotapes of these descriptions were independently judged on the number of negative, unpleasant, or disparaging statements made by the client and inter-rater reliability was computed and found satisfactory.

Cognitive therapy based on the proposals of Beck (1963) and Ellis (1970), and on Bandura (1971) and Marston (1964), was compared both with a behavioral approach derived from Ferster (1965), Lazarus (1968), and Lewinsohn (1974) and with a treatment that combined these two strategies was reported by Taylor & Marshall (1977). The results indicated that the three treatment groups improved significantly more than waiting list controls on all measures, and there were no differences between the cognitive therapy alone and the behavioral intervention alone on any measure. However, the combined group was more effective than the average of either of its components alone in reducing depression. No qualitative measures were employed.
PAGE  
1

