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Depression in childhood and adolescence 
is among the commonest and more disa-
bling disorders. It has been reported that 
childhood depression ranges from 2%–6% 
among the school-aged population, and it 
seriously affects childhood and may have 
serious repercussion in adult life [1]. Kler-
man and Weissman have indicated that the 
onset of depression is occurring earlier in 
life today than in the past [2]. By the year 
2020, depression is expected to become 
the single leading cause of disease burden 
worldwide [3].

The prevalence of depression in pre-
pubertal children is estimated at approxi-
mately 2% and 5%–8% for adolescents 
[4,5]. A community survey of Australian 
children found that 3.7% of boys and 2.1% 
of girls at prepubertal age had experienced 
a depressive episode [6]. The gender ratio is 
1:1 in prepubertal children and increases to 
2:1 female-to-male ratio in adolescents [7–
9]. In a large study of 1% of total students 
in preparatory schools in Alexandria, 10% 
of the students demonstrated depressive 
scores: 56% of these were girls compared 
with 44% boys [10].

Identifying one specific primary cause 
for depression among children and adoles-
cents is hard since they are more sensitive 
to their environment [11,12]. Tension and 
conflicts come together triggering clini-
cal depression with physical symptoms 
[13,14]. In another study in Alexandria, 
the psychological profile of students rating 
high on the depression scale indicated that a 
lack of communication and the presence of 
parent–child conflicts ranked first (23%), 
followed by parental conflicts (21%), and 
30% had scholastic problems [15].

There has been considerable debate 
on the efficacy and safety of psychophar-

macological drugs such as tricyclic anti-
depressants (TCA) and selective serotonin 
reuptake inhibitors (SSRI). Some studies 
have shown empirical limitations compared 
with placebo concerning improvement of 
depressive symptoms and disorders among 
children and adolescents [16–19]. Psycho-
logical treatments for child and adolescent 
depression, including cognitive behaviour 
therapy (CBT), are therefore now often 
recommended as a first line of treatment 
[20]. Several randomized trials attest to the 
efficacy and safety of CBT in the treatment 
of depression in children and adolescents 
[21–24]. Meta-analysis of psychotherapies 
that have been used in the treatment of 
child and adolescent depression revealed 
63% of those receiving some form of CBT 
showed significant improvement of symp-
toms [25,26].

The main aim of this study was to assess 
the prevalence of depressive symptoms 
among early adolescents, and to determine 
the clinical effectiveness of CBT in the 
management of depressive symptoms in 
school settings.




The study was conducted during the aca-
demic year 2003–2004 in 2 preparatory 
schools [one boys’ (n = 198) and one girls’ 
school (n = 136)] in a poor socioeconomic 
district in Alexandria. They were the only 
such schools in the district. All students 
enrolled in the first academic year (aged 
12–14 years) were eligible for inclusion.


A questionnaire and psychological tests for 
depression and self-esteem were adminis-
tered as baseline screening (pre-test) after 
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having the consent for participation. We 
used the Arabic version of the Children 
Depression Inventory (CDI-Arabic version) 
[15] to measure the severity of depressive 
symptoms (score range: 0–54, cut-off  25) 
and the Coopersmith Self-Esteem Inventory 
[27] to measure the self-esteem (score range: 
0–25, cut-off  13 = low self-esteem).

A sociodemographic questionnaire was 
completed by the students which included 
questions on recent stressful life events 
over the past 6 months, sociodemographic 
data, and the type of discipline adopted and 
child interrelations at school and at home. 
The child’s scholastic performance was 
assessed through school grades and levels 
of achievement, which were obtained from 
school records.

Children with the highest scores on the 
CDI scale (n = 32) underwent further clinical 
assessment to confirm depressive symptoms 
according to the Diagnostic and statistical 
manual of mental disorders (DSM-IV-TR) 
diagnostic criteria [28].

A more detailed questionnaire was com-
pleted by the interviewers for parents and 
teachers of the 32 children with the highest 
scores to further assess sociodemographic 
data, global functioning, academic achieve-
ment, peer relationships, communication 
skills with friends and the reason for fre-
quent absences from school (if applicable).



• Children who had been and still were 

taking antidepressant treatment or ther-
apy over the past 6 months (1 girl)

• Those who refused to join from the chil-
dren with high scores (child or parental 
causes) (n = 15; 7 boys and 8 girls).

• Children with suicidal intent and in need 
of further referral (1 boy).


We used the Cognitive behavioral manual 
for use with child patients with depressive 
disorders [29] as a basis for therapy.

The intervention sample was 7 boys 
and 10 girls (n = 17). Nine weekly sessions 
were conducted at their school during the 
recreation break; 1 group for the 7 boys 
and 2 groups for girls with 5 girls each. 
Each session lasted 60 minutes but some 
sessions for girls extended to 90 minutes. 
A set of rules was issued by the children 
before starting the intervention sessions for 
control, discipline, respect and confidential-
ity of the sessions and were approved by 
their parents.

The main theme for each session was 
introducing a task or a situation with a 
role-play approach to solve the different 
situations. Homework assignments related 
to the tasks discussed and required them to 
record at home in writing their own feel-
ings towards the applied activity. Parents 
attended with their children the discussion 
and explanation about the intervention as an 
introduction to what would be applied.

The first session was an ice-breaking 
session which was followed by 9 therapeu-
tic ones focused on: emotional recognition, 
self-monitoring, self-reinforcement, activity 
schedule, communication and interpersonal 
skills, social problem-solving, cognitive 
reconstruction I, cognitive reconstruction 
II, and treatment review plan (final session). 
The skills were designed to help children 
learn to get along with peers and adults. 
We also included parents in some of the 
sessions where they learned how to encour-
age healthy behaviour in their children 
and become better at providing consistent 
consequences for negative behaviour and 
praising positive behaviour.
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Statistical analyses were performed using 
SPSS, version 8.0. The chi-squared test was 
used for testing the difference in the preva-
lence between the sexes and the t-test for 
testing clinical effectiveness of treatment 
with CBT.



The flow of participants through each stage 
of the study is shown in Figure 1. This 
shows that those who were the highest scor-
ers on the CDI depression scale and eligible 
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were recruited to CBT programme (n = 17) ; 
7 boys and 10 girls.

The prevalence of depression was 9.6% 
among all children; 7.1% in boys and 
13.2% in girls, giving a male:female ratio 
of 1:1.86.

Table 1 shows the sociodemographic 
characteristics of both the high-scorer group 

(n = 32) and the low-scorer group (n = 
300). There were no significant differences 
between the groups except for parental 
punishment ( 2

2   = 11.4, P < 0.0001) and
stressful life events over the past 6 months 
( 2

3 = 22.6, P < 0.0001).
Table 2 shows the different mean CDI 

scores for the 32 highest scorers among all 
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age groups for both boys and girls. At 13 
years, girls had more depressive symptoms 
than boys (t5 = 2.838, P < 0.0363).




Intervention sessions lasted more than 60 
minutes particularly for girls where they 
felt more suppressed; 8 out of 10 girls re-
ported that the extra household duties and 
the limitations of outdoor creativity that are 
available to their boy siblings were the ma-
jor complaints. In contrast, 5 out of 7 boys 
mentioned that their deprived families (be-
ing the most disadvantaged of the families) 

made them feel isolated with limited social 
communication with peers.

The improvement after the end of the 
intervention programme at the post-test 
was significantly greater than expected. 
The changes that occurred were statistically 
significant both on the depression scale (t2 = 
9.02, P < 0.0001) and the self-esteem scores 
(t16 = 18.495, P < 0.0001) (Table 3).

Table 4 shows that there were marked 
improvements in feelings of worthlessness, 
interpersonal relations and communication 
skills with staff and peers, interest in activi-
ties and school achievement among girls (t2
= 10.9, P < 0.0001) and boys (t2 = 12.6, P
< 0.0001). As regards overall improvement 
differences between girls and boys, boys 
showed greater improvement than girls 
which was statistically significant ( 2

3 = 
46.7, P < 0.0001).



In our study, we found the prevalence of 
depressive symptoms to be 9.6% which is of 
concern. Life events over the past 6 months 
(every-day stressors) and parental punish-
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ment were significantly associated with 
such symptoms. Kalb and Raymond [30]
reported family conflicts and poor inter-
family communication and peer problems 
as stressor factors, while Eliot and Reis [31]
considered family instability and insecure 
relationship as stressors.

We found sex differences in the fre-
quency of depression, and early adolescent 
girls were more likely to be affected than 
boys with a ratio of approximately 2:1. 
Several studies have reported that girls are 
more vulnerable to life transition stressors, 
conform to social rules and utilize internal-
izing coping styles more than boys, i.e. they 
become socially withdrawn [8,32–34].

Pomerantz stated that parents using 
psychological control attempt to regulate 
their child’s psychological and emotional 
development [35]. By constraining verbal 
expression and invalidating feelings they 
reinforce the child’s depression. With lack 
of support, the child is less able to com-
municate effectively and more conflicts in 
relationships emerge. Our study illustrated 

the association between the use of violent 
means of discipline by parents and high 
depressive symptoms as has been reported 
in another study in Egypt [36]. In addition, 
maltreated children are significantly more 
likely to have low cognitive functioning, 
poorer adaptation to school and academic 
failure [37].

There has been a wave of sentiment 
against the use of pharmacological inter-
vention as a first-line treatment for child 
and adolescent depression [20,38]. We ob-
served a general concern towards treatment, 
especially pharmacological drugs, among 
the parents of our students, either because 
of fear of drug dependency or social and 
psychological stigma. 

The start of CBT sessions revealed the 
conflict between children and their parents 
and suggested poor treatment outcomes. 
However, over the course of treatment, 
parents developed positive views of CBT 
(praising positive behaviour of their chil-
dren) and children showed rapid response 
to the treatment as assessed by the pre- 
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health issues related to children hindered 
different approaches directed towards the 
group with depressive symptoms.

Depression among 12–14-year-old 
schoolchildren from deprived areas in Alex-
andria appears to a problem that needs to be 
addressed and a school mental health pro-
gramme should be implemented [40]. Fol-
low-up studies with larger sample sizes and 
adequate control groups will be necessary 
to evaluate the long-term benefit of CBT. 
In addition, psychoeducation and parenting 
skills for parents [21] are recommended 
together with increased training for mental 
health and school staff on CBT as a simple 
and effective tool to decrease depressive 
symptoms among schoolchildren [41].

and post-intervention depression scores, 
which are the main indicators for effective 
short treatment outcome. Thus, our results 
confirm those reported by DeCupper and 
colleagues that CBT can be applied within 
school and is effective in treating children 
and adolescents with depressive symptoms 
[39].

Regrettably, because of the limited 
awareness of the parents of their child’s 
need for the programme, a large propor-
tion of the parents of children showing 
depressive symptoms refused to enrol their 
child in the intervention programme. This 
resulted in only a small sample enrolled 
in the programme, which is was a limiting 
factor for the study. Furthermore, the lack 
of awareness of the school staff on mental 
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