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Objective: The study investigated perceived helpfulness of
counseling or medication in a national sample of adoles-
cents with a major depressive episode.

Methods: Secondary data analysis of the National Survey on
Drug Use and Health was conducted. The sample comprised
adolescents (ages 12–17) with a past-year major depressive
episode who reported receiving either counseling and no
medication (N=2,000) ormedication and counseling (N=1,300)
for depression in the past year. Adolescents who received
counseling only evaluated the helpfulness of counseling, and
adolescents who received medication and counseling evalu-
ated the helpfulness of medication. Responses were analyzed
by using descriptive statistics and ordered logistic regression
models.

Results: Among adolescents who received counseling
only, 10% reported that counseling was extremely helpful,

22% that it helped a lot, 25% that it helped some, 24% that
it helped a little, and 20% that it was not at all helpful.
Among adolescents who received medication and coun-
seling, 17% reported that medication was extremely
helpful, 30% that it helped a lot, 22% that it helped
somewhat, 16% that it helped a little, and 15% that it was
not at all helpful. In adjusted models, adolescents with
greater parental support and fewer than two delinquent
behaviors in the past year were more likely to endorse
treatment as helpful.

Conclusions: About 32% to 47% of adolescents in the gen-
eral population reported that depression treatment was
extremely helpful or helped a lot. This is substantially lower
than response rates in clinical trials. The reasons for these
divergent findings merit further investigation.
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In 2011, two million youths (8.2% of the population ages
12–17) had a major depressive episode during the past year
(1). Adolescents experiencing a major depressive episode are
at higher risk of suicide, impaired functioning at school and
work, and substance abuse and mental disorders in adult-
hood (2–6). Information on the effectiveness of depression
treatment in the general adolescent population is vital for
clinicians contemplating initiating treatment for adolescent
patientswith amajor depressive episode and for policymakers
evaluating the adolescent mental health care sector.

Unfortunately, little is known regarding effectiveness of
treatment for a major depressive episode among adolescents
in the general population. Typically, available estimates of
treatment effectiveness come from efficacy studies—highly
structured, randomized clinical trials conducted in academic
settings with highly selected populations. Although the in-
ternal validity of efficacy studies is high, the studies’ external
validity, or generalizability of these findings to the general pop-
ulation or to usual care settings—such as community pediatric

or family practice clinics—may be low (7,8). In particular,
clinical studies may overestimate the effectiveness of treat-
ment in the general population (9).

To address this knowledge gap, we used data from the
National Survey on Drug Use and Health (NSDUH) to in-
vestigate assessments of the helpfulness of counseling and
medication by adolescents who received treatment for a ma-
jor depressive episode in the past year. Although assessments
of the helpfulness of treatment are not traditional outcome
measures, they might be useful, given the lack of data on
treatment outcomes for adolescents in the general population.
Further, there are advantages associated with examining
patient-reported treatment helpfulness (10). First, these self-
rated measures allow direct assessment of patients’ per-
spectives on helpfulness, and these perspectives are likely
more meaningful to patients (11,12). Second, asking patients
about the effectiveness of treatment involves a single, brief,
easy-to-understand question, in contrast to clinical measures
of depression outcomes, which can involve ten or more
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questions. Thus such an approach has a decreased response
burden.

Third, the results of such a question are easy to under-
stand and interpret. Fourth, almost all clinical outcome mea-
sures in current use focus on a specific disorder, such asmajor
depression, or on closely related disorders, such as major
depression and dysthymia. However, mental disorders are
often comorbid (13,14)—for example, depressive disorders
and anxiety disorders—and although clinical outcome meas-
ures focus on just one disorder, patients may take a more
integrated approach. For example, when patients are asked
about how much they were helped by a prescription medi-
cation or by counseling, they may interpret the question as
meaning overall mental health improvement rather than im-
provement in a specific disorder, such as just depression
symptoms or just anxiety symptoms.

We know of no studies that investigated adolescents’
assessments of the helpfulness of mental health treatment.
However, there have been studies of related outcomes, such
as satisfactionwith treatment, treatment preferences, treatment
engagement, dropout, and parent expectancies for treatment.
These studies suggest that treatment satisfaction among ad-
olescents is generally high (15,16), especially among whites.
Adolescents express a strong preference (2-to-1 ratio) for
counseling over medications (15). Adolescents who drop out
of mental health treatment or have gaps in receipt of mental
health care aremore likely to have behavioral problems (17–21).
Similarly, children who receive less praise from their parents
(22) and experience less cohesive family environments are less
engaged in treatment (19,23). Factors associated with lower
parent expectancies for child improvement with treatment
include higher levels of parent stress and depression and
greater severity of the child’s symptoms (24).

The NSDUH is ideal for investigating adolescents’ as-
sessments of the helpfulness of counseling or medications
for a major depressive episode (1). It is nationally represen-
tative, includes measures of major depressive episode and
substance use disorders from DSM-IV (25), collects detailed
information on personal and treatment characteristics, and
features a large sample that allows precise estimates.

METHODS

Sample
We used cross-sectional data from the NSDUH, which is
conducted annually by the Substance Abuse and Mental
Health Services Administration (SAMHSA) and is the pri-
mary source of information on illicit drug, alcohol, and to-
bacco use in the United States. Consistent with SAMHSA
policy for reporting data from the NSDUH, all sample sizes
in the following text and tables have been rounded to the
nearest hundred. To increase the statistical power of our
analyses, we combined 2006–2010 NSDUH data (N=111,700
adolescents) and focused on adolescents who met DSM-IV
criteria for amajor depressive episode (N=9,100, 8.1% [weighted
prevalence]). Major depressive episode among adolescents is

assessed by using a questionnaire that is based on the depres-
sion module in the National Comorbidity Survey–Adolescents
(26,27).

Of the 9,100 adolescents with a major depressive episode,
2,000 (22%) reported receiving counseling but not taking
prescribedmedication for depression (counseling only), 1,300
(13%) reported receiving counseling and taking prescribed
depressionmedication (counseling andmedication), 200 (3%)
reported taking prescribed depression medication but not
receiving counseling (medication only), and 5,500 (62%) re-
ported receiving no counseling or medication for depression
in the past year. Adolescents who received treatment were
more likely than those who did not receive treatment to have
severe impairment. Among adolescents who received treat-
ment, those who received counseling and medication were
most likely to have had significant impairment associated
with depression (85%), followed by those who received
counseling only (77%) and those who received medication
only (75%).

The analytical sample for the analysis of perceived help-
fulness of counseling comprised the 2,000 adolescents ages
12–17 with a past-year major depressive episode who re-
ported receiving only counseling for depression in the past
year; adolescents who reported receiving both counseling
and medication for depression were not included. This ex-
clusion was made in response to a concern that the question
about the helpfulness of counseling, which was described in
the question as “counseling/treatment,” may have led the
adolescents to consider the cumulative helpfulness of both
counseling and medication. The analytical sample for the
analysis of perceived helpfulness of medication consisted of
the 1,300 adolescents ages 12–17 with a past-year major de-
pressive episode who reported receiving counseling and
taking prescribed depression medication in the past year.
Adolescents who reported receiving medication only
(N=200) were not included in the analytical sample for as-
sessment of perceived helpfulness of medication to increase
the homogeneity of the treatment received.

Among the counseling-only and the medication-and-
counseling samples, approximately 200 adolescents had
missing data on one of the independent variables. Therefore,
four independent variables (past-year major depressive ep-
isode, number of specialty mental health visits in the past
year, number of religious services attended in the past year,
and grades in the last semester or grading period completed)
were imputed by using weighted sequential hot-deck impu-
tation (28), with imputation classes based on age, race, and
gender.

After the study was described to participants, informed
consent was obtained verbally from parents or guardians,
and assent was obtained verbally from the adolescents.
Written consent was not obtained because the names of
respondents are not used in the screening and interview
process. Detailed information on the survey methodology is
available at the SAMHSA Web site (www.samhsa.gov/data/
population-data-nsduh/reports?tab=39).
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Measures
Dependent variables. Twomeasures of perceived helpfulness
were analyzed by using separate regressions. To assess the
helpfulness of counseling, adolescents with a past-year ma-
jor depressive episode who reported having seen or talked
with a professional about their depression in the past 12
months were asked, “During the past 12 months, how much
has treatment or counseling helped you?” Types of doctors
and professionals included family doctors or general prac-
titioners, other medical doctors, psychologists, psychiatrists
or psychotherapists, social workers, counselors, other mental
health professionals, nurses or occupational therapists, re-
ligious or spiritual advisors, or other healers (for example,
herbalists or chiropractors). Adolescents with a past-year
major depressive episode who reported having taken pre-
scription medication for their depression in the past 12
months were asked, “During the past 12 months, how much
has this prescription medication helped you?” The response
options for both questions were extremely, a lot, some, a little,
and not at all.

Independent variables. We identified a set of correlates of
perceived helpfulness on the basis of health behavior theory
(29), clinical and public policy considerations, and results
from the literature (15–23,30,31). These were organized into
four domains: sociodemographic characteristics, other in-
dividual characteristics, clinical status, and treatment char-
acteristics. Sociodemographic characteristics included age,
gender, race-ethnicity, family income, health insurance, and
a measure of rural or urban residence. The measure of rural
or urban residence was derived from the 2000 Census block-
level designations of rural or urban, as described previously
(1). Education was not included because in an adolescent
population it is highly collinear with age.

Other individual characteristics included number of de-
linquent behaviors, grades in the last semester completed,
encouragement from family, and attendance at religious
services in the past year. Delinquency was based on a count
of seven delinquent behaviors in the past year: took part in
a serious fight at school or work, took part in a fight where
groups fought groups, carried a handgun, sold illegal drugs,
stole or attempted to steal an item worth more than $50,
attacked someonewith serious intent to harm that person, or
was ever arrested and booked. The delinquent behaviors
were then summed and classified as 0, 1, or $2. In the
NSDUH, religious attendance in the past year is categorized
as 0, 1–2, 3–5, 6–24, 25–52, or .52 occasions. Encourage-
ment from family is based on two questions: “During the past
12 months, how often did your parents let you know when
you’d done a good job?” and “During the past 12months, how
often did your parents say they were proud of you for
something you had done?” Response options are always,
sometimes, seldom, and never. If the respondent answered
always or sometimes to a question, it was coded as 1; oth-
erwise, it was coded as 0. These scores were then summed
for a range of 0 to 2.

Treatment characteristics included whether the depres-
sion was associated with severe impairment (a score of $7
on the Sheehan Disability Scale) (32) and whether the in-
dividual met criteria for a substance use disorder (alcohol or
drug abuse or dependence) in the past year (33).

Treatment characteristics were measured by the number
of specialty mental health visits, derived from the youth
mental health services utilization module. This was calcu-
lated by summing the number of nights spent in a hospital,
residential treatment center, or foster care for emotional or
behavioral health problems and the number of visits to a day
treatment program, mental health clinic, private therapist,
or in-home therapist. Visits were summed and coded as 0, 1,
2, 3–6, 7–24, or $25.

Data Analysis
All analyses combined NSDUH data from the 2006–2010
analytic files and used SUDAAN to account for the complex
sample design (34). Ordered multinomial logistic regression
techniques (35) were used, given that each dependent vari-
able comprised five ordinal categories (extremely, a lot,
some, a little, and not at all). Statistical significance occurs
for ordered logistic regression, similar to logistic regression,
when the odds ratio (OR) differs statistically from 1.00.
However, in ordered logistic regression, the OR represents
the increased (OR>1.00) or decreased (OR,1.00) odds of
reporting the next higher level of perceived helpfulness (for
example, a little versus some) associated with an increase of
one level or category in the independent variable. Analyses
were performed for both adjusted and unadjusted models.
Consistent with NSDUH methods, the denominator in each
F test had degrees of freedom of 900.

RESULTS

Perceived Helpfulness of Counseling
Among the counseling-only sample, 10% reported that
counseling was extremely helpful, 22% reported that it
helped a lot, 25% reported that it helped some, 24% reported
that it helped a little, and 20% reported that it was not at all
helpful (Table 1). Consistent with prevalence rates of major
depressive episodes, youths receiving counseling were pre-
dominantly female (76%). Nineteen percent were ages 12–13,
36% were ages 14–15, and 46% were ages 16–17. Seventeen
percent reported a total family income below $20,000, 34%
reported incomes of $20,000–$49,999, 18% reported incomes of
$50,000–$74,999, 13% reported incomes of $75,000–$99,999,
and 18% reported incomes of $100,000 or more. Nearly all of
the counseling-only sample were covered by health insurance
(94%). Eighty-five percent were from urban areas, and 15%
were from rural areas. Sixty percent were non-Hispanic
white, 15% were non-Hispanic black, 6% were non-Hispanic
other, and 18% were Hispanic.

In unadjusted models, adolescents without severe im-
pairment (p=.02), without substance use disorders (p=.02),
with better grades (p=.002), with less delinquency (p,.001),
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withmore frequent religious service attendance (p=.04), and
with more family encouragement (p,.001) were more likely
to endorse counseling as helpful (Table 2). In adjusted mod-
els, lower levels of delinquency (p,.001) and increased pa-
rental encouragement (p,.001) were significantly associated
with increased likelihood of perceiving counseling as helpful.

Perceived Helpfulness of Prescribed Medication
Among adolescents who reported taking medications and
receiving counseling for depression, 17% reported medication
was extremely helpful, 30% reported that it helped a lot, 22%
reported that it helped some, 16% reported that it helped
a little, and 15% reported that itwas not at all helpful (Table 3).
Eleven percent were ages 12–13, 33% were ages 14–15, and
56% were ages 16–17. Seventy-five percent were female.
Fourteen percent reported a total family income of less than
$20,000, 31% reported incomes of $20,000–$49,999, 18%
reported incomes of $50,000–$74,999, 15% reported incomes
of $75,000–$99,999, and 22% reported incomes of $100,000
or more. The majority of adolescents who reported taking
medications and receiving counseling for depression were
covered by health insurance (96%). Seventy-nine percent of
youths were from urban areas, and 21% were from rural
areas. Eighty percent were non-Hispanic white, 5% were
non-Hispanic black, 4% were non-Hispanic other, and 11%
were Hispanic.

According to unadjusted models, adolescents who had
fewer delinquent behaviors (p,.001), attended a greater
number of religious services (p=.002), and had greater family
encouragement (p,.001) were significantly more likely to
endorse medication as helpful (Table 4). In adjusted models,
these variables were all significant, as was depression with

TABLE 1. Characteristics of 2,000 adolescents with a past-year
major depressive episode who received counseling but no
medication for depression in the past year

Characteristic N %a SEa

Helpfulness of counseling
Extremely 200 10.0 .88
A lot 400 21.7 1.25
Some 500 24.7 1.30
A little 500 24.0 1.37
Not at all 400 19.6 1.20

Age
12–13 400 18.7 1.25
14–15 700 35.8 1.44
16–17 900 45.5 1.49

Gender
Male 500 24.1 1.25
Female 1,500 75.9 1.25

Race-ethnicity
Non-Hispanic white 1,200 60.4 1.55
Non-Hispanic black 300 14.8 1.05
Non-Hispanic other 200 6.3 1.00
Hispanic 300 18.4 1.27

Family income
,$20,000 400 17.3 1.29
$20,000–$49,999 700 34.0 1.45
$50,000–$74,999 400 17.5 1.17
$75,000–$99,999 300 13.1 .98
$$100,000 300 18.1 1.16

Health insurance
Yes 1,900 93.6 .76
No 100 6.4 .76

Residence
Completely rural 400 14.8 .97
Urban 1,600 85.2 .97

Major depressive episode
with severe impairment
Yes 1,500 76.9 1.27
No 500 23.1 1.27

Alcohol or drug use disorderb

Yes 400 20.4 1.20
No 1,600 79.6 1.20

Grade for last completed
semester or grading period (average)
A+, A, or A– 400 19.1 1.15
B+, B, or B– 800 41.4 1.58
C+, C, or C– 500 27.2 1.29
D or less 200 8.4 .83
Dropout or other 100 4.0 .67

Delinquent behaviorsb

0 900 45.2 1.49
1 500 24.8 1.28
$2 600 29.9 1.32

Attendance at religious servicesb

0 700 31.5 1.36
1–2 300 15.2 1.10
3–5 200 10.0 .82
6–24 300 13.5 1.02
25–52 200 12.6 1.16
.52 300 17.3 1.10

continued

TABLE 1, continued

Characteristic N %a SEa

Family encouragementb,c

0 500 24.9 1.40
1 300 13.8 1.10
2 1,200 61.3 1.60

Outpatient visits or overnight
stays for specialty mental
health servicesb

0 200 11.7 .92
1 800 38.9 1.55
2 100 6.7 .82
3–6 100 6.6 .71
7–24 300 15.7 1.02
$25 400 20.4 1.14

School-based counselingb

Yes 900 41.6 1.45
No 1,100 58.4 1.45

aWeighted
b Past 12 months
c Possible scores range from 0 to 2, with 0 indicating seldom or never re-
ceiving family encouragement, 1 indicating always or sometimes being
praised for doing a good job or being told by their parents that they were
proud of something they had done, and 2 indicating always or sometimes
being praised for doing a good job and being told by their parents that they
were proud of something they had done.
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TABLE 2. Analysis of predictors of perceived helpfulness of counseling among adolescents with a past-year major depressive episode
who received counseling but no medicationa

Unadjusted Adjusted

Characteristic OR 95% CI F df p OR 95% CI F df p

Age (reference: 16–17) 2.21 2, 900 .11 1.92 2, 900 .15
12–13 1.38 1.01–1.88 1.37 .98–1.90
14–15 1.17 .93–1.47 1.16 .93–1.46

Male (reference: female) .91 .69–1.21 .42 1, 900 .52 .98 .74–1.31 .01 1, 900 .91
Race-ethnicity (reference:
non-Hispanic white)

1.20 3, 900 .31 2.11 3, 900 .10

Non-Hispanic black 1.13 .82–1.54 1.35 .96–1.88
Non-Hispanic other .81 .52–1.25 .90 .58–1.39
Hispanic 1.25 .93–1.67 1.39 1.00–1.92

Family income (reference: $$100,000) 1.72 4, 900 .14 2.06 4, 900 .08
,$20,000 .82 .58–1.14 .81 .56–1.16
$20,000–$49,999 .79 .59–1.06 .83 .61–1.13
$50,000–$74,999 .98 .69–1.38 .94 .66–1.33
$75,000–$99,999 .65 .45 –.94 .59 .40 –.86

Health insurance (reference: none) .88 .58–1.33 .35 1, 900 .55 .82 .55–1.22 .96 1, 900 .33
Rural residence (reference: urban) 1.03 .81–1.30 .06 1, 900 .81 1.10 .87–1.39 .67 1, 900 .41
Major depressive episode with severe
impairment (reference: no
severe impairment)

.75 .59 –.96 5.23 1, 900 .022 .83 .64–1.07 2.12 1, 900 .15

Alcohol or drug use disorder
(reference: no)b

.73 .57 –.95 5.74 1, 900 .02 1.04 .79–1.36 .07 1, 900 .79

Grade for last completed semester
or grading period (average)
(reference: dropout or other)

4.38 4, 900 .002 1.47 4, 900 .21

A+, A, or A– .96 .55–1.65 .88 .48–1.61
B+, B, or B– .83 .50–1.38 .77 .43–1.36
C+, C, or C– .65 .38–1.12 .67 .36–1.23
D or less .44 .24 –.81 .54 .27–1.08

Delinquent behaviors (reference: $2)b 10.14 2, 900 ,.001 7.24 2, 900 ,.001
0 1.74 1.35–2.25 1.66 1.26–2.18
1 1.76 1.31–2.37 1.60 1.18–2.17

Attendance at religious services
(reference: 0 services)b

2.34 5, 900 .04 1.81 5, 900 .11

1–2 1.00 .69–1.44 .96 .65–1.41
3–5 1.20 .86–1.67 1.15 .82–1.61
6–24 1.41 1.01–1.97 1.29 .93–1.79
25–52 1.38 .97–1.95 1.39 .98–1.98
.52 1.66 1.16–2.38 1.55 1.06–2.26

Family encouragement (reference: 0)b,c 13.57 2, 900 ,.001 9.74 2, 900 ,.001
1 1.29 .91–1.82 1.30 .91–1.86
2 1.90 1.48–2.43 1.79 1.38–2.34

Outpatient visits or overnight stays
for specialty mental health
services (reference: 0)b

1.17 5, 900 .32 1.84 5, 900 .10

1 .62 .38–1.00 .62 .39 –.97
2 .96 .57–1.61 .99 .59–1.66
3–6 1.00 .76–1.33 .99 .75–1.32
7–24 1.03 .79–1.34 1.19 .89–1.59
.25 1.25 .85–1.84 1.35 .92–1.99

School-based counseling (reference: no)b 1.00 .81–1.23 .00 1, 900 .97 1.04 .83–1.30 .10 1, 900 .75

a The analyses reflect counseling received for depression in the past year.
b Past 12 months
c Possible scores range from 0 to 2, with 0 indicating seldom or never receiving family encouragement, 1 indicating always or sometimes being praised for
doing a good job or being told by their parents that they were proud of something they had done, and 2 indicating always or sometimes being praised for
doing a good job and being told by their parents that they were proud of something they had done.
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severe impairment (p=.04), with adolescents with severe
impairment more likely to perceive medications as helpful
(OR=1.50) compared with adolescents without severe im-
pairment. The magnitude of the ORs were largest (OR=2.17)
for frequency of family encouragement (two or more occa-
sions versus none) and number of delinquent behaviors
(OR=1.72; zero versus two or more).

DISCUSSION

To our knowledge, this is the first study to present findings
on the perceived helpfulness of counseling and prescribed
medication for depression among adolescents with a major
depressive episode who received treatment. We found that
32% of adolescents who received only counseling felt that
counseling was extremely helpful or helped a lot, and 25%
felt that it helped somewhat. About 44% reported that
counseling was not at all helpful or helped only a little.

Adolescents who took a prescribed medication and re-
ceived counseling had somewhat higher assessments of
helpfulness, with 47% reporting that their prescription
medication was extremely helpful or helped a lot and 22%
reporting that their prescription medication helped some.
Although there are no standards by which to make nor-
mative judgments about these percentages, we were en-
couraged that more than half of the adolescents felt that
counseling or medication was extremely helpful, helped
a lot, or helped some. A greater concern, it seems, continues
to be that 62% of adolescents with a major depressive ep-
isode received no treatment at all.

Although it is difficult to compare studies that use dif-
ferent methods and metrics, it is interesting to compare our
results with those from the Treatment for Adolescents with

TABLE 3. Characteristics of 1,300 adolescents with a past-year
major depressive episode who received medication and
counseling for depression in the past year

Characteristic N %a SEa

Helpfulness of medication
Extremely 200 16.8 1.44
A lot 400 30.1 1.71
Some 300 21.9 1.45
A little 200 16.3 1.33
Not at all 200 14.9 1.26

Age
12–13 200 11.3 1.14
14–15 400 32.8 1.72
16–17 700 55.8 1.86

Gender
Male 300 24.8 1.52
Female 1,000 75.2 1.52

Race-ethnicity
Non-Hispanic white 1,000 80.3 1.58
Non-Hispanic black ,100 4.5 .89
Non-Hispanic other 100 4.3 .71
Hispanic 100 10.9 1.24

Family income
,$20,000 200 14.3 1.21
$20,000–$49,999 400 30.6 1.64
$50,000–$74,999 200 17.9 1.39
$75,000–$99,999 200 14.9 1.26
$$100,000 300 22.3 1.47

Health insurance
Yes 1,300 95.9 .71
No 100 4.1 .71

Residence
Rural 300 20.8 1.52
Urban 1,000 79.2 1.52

Major depressive episode with
severe impairment
Yes 1,100 85.4 1.27
No 200 14.6 1.27

Alcohol or drug use disorderb

Yes 400 32.3 1.75
No 900 67.7 1.75

Grade for last completed semester
or grading period (average)
A+, A, or A– 300 21.4 1.47
B+, B, or B– 500 41.1 1.80
C+, C, or C– 300 23.4 1.47
D or less 200 12.3 1.16
Dropout or other ,100 1.8 .47

Delinquent behaviorsb

0 500 41.6 1.85
1 300 26.0 1.66
$2 400 32.4 1.70

Attendance at religious servicesb

0 500 33.2 1.67
1–2 200 14.5 1.27
3–5 100 9.3 1.17
6–24 200 14.5 1.22
25–52 200 11.9 1.16
.52 200 16.6 1.51

continued

TABLE 3, continued

Characteristic N %a SEa

Family encouragementb,c

0 300 22.0 1.49
1 200 11.9 1.25
2 800 66.1 1.77

Outpatient visits or overnight stays
for specialty mental health servicesb

0 500 35.5 1.77
1 200 16.2 1.42
2 ,100 3.9 .67
3–6 ,100 3.7 .66
7–24 200 10.1 1.01
$25 400 30.6 1.69

School-based counselingb

Yes 500 35.8 1.70
No 800 64.2 1.70

aWeighted
b Past 12 months
c Possible scores range from 0 to 2, with 0 indicating seldom or never re-
ceiving family encouragement, 1 indicating always or sometimes being
praised for doing a good job or being told by their parents that they were
proud of something they had done, and 2 indicating always or sometimes
being praised for doing a good job and being told by their parents that they
were proud of something they had done.
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TABLE 4. Analysis of predictors of perceived helpfulness of medication among adolescents with a past-year major depressive episode
who received counseling and medicationa

Unadjusted Adjusted

Characteristic OR 95% CI F df p OR 95% CI F df p

Age (reference: 16–17) 1.81 2, 900 .16 1.22 2, 900 .30
12–13 .79 .49–1.27 .87 .53–1.41
14–15 .78 .59–1.02 .80 .60–1.06

Male (reference: female) 1.04 .78–1.39 .08 1, 900 .78 1.11 .83–1.48 .50 1, 900 .48
Race-ethnicity (reference:
non-Hispanic white)

1.23 3, 900 .30 1.02 3, 900 .38

Non-Hispanic black .46 .20–1.04 .47 .17–1.25
Non-Hispanic other 1.11 .66–1.88 1.26 .69–2.29
Hispanic 1.00 .67–1.47 1.05 .68–1.62

Family income (reference: $$100,000) 2.35 4, 900 .06 .87 4, 900 .481
,$20,000 .50 .31 -.81 .65 .38–1.11
$20,000–$49,999 .85 .59–1.21 1.00 .67–1.50
$50,000–$74,999 .85 .58–1.26 .89 .60–1.33
$75,000–$99,999 1.01 .68–1.50 .98 .64–1.50

Health insurance (reference: none) 1.00 .43–2.34 .00 1, 900 1.000 .80 .35–1.82 .28 1, 900 .60
Rural residence (reference: urban) .74 .54–1.00 3.75 1, 900 .06 .83 .61–1.14 1.33 1, 900 .25
Major depressive episode with
severe impairment (reference:
no severe impairment)

1.41 .94–2.10 2.82 1, 900 .09 1.50 1.02–2.23 4.19 1, 900 .04

Alcohol or drug use disorder
(reference: no)b

.90 .68–1.18 .60 1, 900 .44 1.10 .81–1.49 .35 1, 900 .55

Grade for last completed semester
or grading period (average)
(reference: dropout or other)

1.01 4, 900 .40 .43 4, 900 .78

A+, A, or A– 1.85 .61–5.57 .98 .30–3.20
B+, B, or B– 1.80 .61–5.33 1.09 .34–3.45
C+, C, or C– 1.42 .47–4.31 .87 .27–2.83
D or less 1.42 .46–4.35 1.05 .32–3.46

Delinquent behaviors (reference: $2)b 8.71 2, 900 ,.001 5.50 2, 900 .004
0 1.78 1.33–2.40 1.72 1.22–2.42
1 1.70 1.22–2.38 1.67 1.14–2.43

Attendance at religious services
(reference: 0 services)b

3.94 5, 900 .002 3.84 5, 900 .002

1–2 1.96 1.28–3.00 1.95 1.26–3.03
3–4 1.28 .70–2.34 1.43 .73–2.80
6–24 1.01 .68–1.51 .86 .57–1.29
25–52 1.39 .93–2.09 1.23 .80–1.88
.52 1.79 1.29–2.49 1.66 1.15–2.41

Family encouragement (reference: 0)b,c 13.66 2, 900 ,.001 14.54 2, 900 ,.001
1 .95 .61–1.49 .94 .59–1.50
2 2.03 1.46–2.83 2.17 1.53–3.06

Outpatient visits or overnight stays for
specialty mental health services
(reference: none)b

1.04 5, 900 .39 1.26 5, 900 .28

1 .86 .38–1.93 .67 .30–1.49
2 1.47 .72–3.02 1.58 .77–3.25
3–6 1.38 .81–2.34 1.23 .71–2.15
7–24 1.51 .96–2.37 1.38 .84–2.26
$25 1.36 .86–2.16 1.19 .72–1.97

School-based counseling (reference: none)b 1.01 .79–1.30 .01 1, 900 .92 1.00 .75–1.35 .00 1, 900 .98

a The analyses reflect medication received for depression in the past year.
b Past 12 months
c Possible scores range from 0 to 2, with 0 indicating seldom or never receiving family encouragement, 1 indicating always or sometimes being praised for
doing a good job or being told by their parents that they were proud of something they had done, and 2 indicating always or sometimes being praised for
doing a good job and being told by their parents that they were proud of something they had done.
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Depression Study (TADS), the largest randomized study of
depression treatment among adolescents to date (N=439)
(36). In TADS, the clinical response rate among adolescents
receiving medication (fluoxetine) and cognitive-behavioral
therapy (CBT) was 71%, with response defined as much
improved or very much improved on the basis of the Clinical
Global Impressions improvement score (37). Clinical re-
sponse rates were 61% for medication alone and 43% for
CBT alone. Thus the percentage of patients receiving med-
ication and counseling who were much improved or very
much improved was 24 percentage points higher than the
percentage of adolescents in NSDUH who reported that
medication was extremely helpful or helped a lot.

To the extent that perceived helpfulness correlates with
clinical response, this may indicate that rates of clinical re-
sponse as measured in randomized clinical trials are higher
than actual response rates in the general population. Several
factors may be responsible. Randomized clinical trials using
evidence-based practices, with treatment as usual as the con-
trol condition (rather than placebo or no treatment), typically
find that evidence-based practices have a modest advantage
(38). Clinical trials of antidepressants often exclude individu-
als with other mental health comorbidities or with general
medical or substance abuse comorbidities, whereas our sam-
ple was nationally representative. Rates of adherencemight be
higher in clinical trials than in usual care settings, leading to
greater improvement. The outcomes measured in clinical tri-
als, response and remission, may not be the outcomes con-
sidered most meaningful by adolescent patients.

In our study, adolescents with a major depressive episode
with severe impairment weremore likely than those without
severe impairment to report that taking medication was
helpful. This is similar to the results from a recent meta-
analysis among adults that examined the relative benefits of
antidepressants versus placebos across a range of depression
severity (39). That study found that the magnitude of benefit
of antidepressants compared with placebos increased with
depression severity.

Generally, adolescents’ assessments of the helpfulness of
treatment were not correlated with sociodemographic var-
iables, but they were correlated with several individual
characteristics. Individuals with more than one delinquent
behavior were more likely to report that treatment was not
helpful, as were individuals who did not receive parental
encouragement. The associations were highly significant
(p,.001) and the magnitude of the effects were moderate to
large, with ORs of approximately 1.7–2.0. Notably, the indi-
viduals who were least likely to find treatment helpful, those
with little parental encouragement and more delinquent
behaviors, might be those most in need of care. Given that
these associations were significant and of sizable magnitude
in both models, we believe that these associations deserve
further study. If confirmed, treatment protocols might need
to be modified accordingly, either by adapting the treat-
ment content or by increasing treatment intensity for these
groups.

The results of the study should be interpreted with sev-
eral limitations in mind. First, we examined the perceived
helpfulness of counseling among adolescents who received
counseling only and not among all adolescents who received
counseling, irrespective of whether they used medications.
We did so because there is some ambiguity in the question
related to counseling. In particular, although the question is
designed to assess counseling, some adolescents might in-
terpret the question’s meaning as including medication
therapy. To assess helpfulness of depression medications,
however, we included only adolescents who received medi-
cations and counseling and excluded adolescents who received
only medications. This was done to increase homogeneity in
the type of treatment received and because the number of
adolescents who received medication only was relatively small
(N=200). We believe that restricting the analytical samples in
thisway increased the internal validity butmay have decreased
external validity. To reassure ourselves of the external validity
of the results, we performed additional analyses of all ado-
lescents who received counseling, irrespective of medication
status, and among all adolescents who received medication,
irrespective of counseling status, and found similar results
(results are available from authors on request). We believe
that these additional analyses demonstrate the robustness of
our findings.

Second, the questions for assessing the dependent varia-
bles have not been cognitively tested and could be biased. For
example, a positive framing of the question “How helpful has
counseling been for you?”might not elicit the same responses
as the statement “Please rate how effective counseling was
for you.” Third, NSDUH is a cross-sectional survey, and thus
the regression relationships should be viewed as correla-
tions and not necessarily as causal relationships. Fourth, to
our knowledge, there are no studies that have investigated an
association between patients’ assessments of helpfulness and
more traditional outcomes measures, although one study
found a strong link between patient satisfaction and quality
of care (40).

CONCLUSIONS

In this study, most adolescents with a major depressive ep-
isode received no treatment, but among those who did, over
half reported that treatment was extremely helpful, helped
a lot, or helped some. Adolescents with less parental support
andmore delinquent behaviors were less likely to report that
treatment was helpful. If these findings are confirmed, treat-
ment protocols might need to bemodified or adapted for these
groups.
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