
 

 

 

 

Abstract 

Objective: Measurement of treatment outcomes in childhood depression has traditionally 

focused on assessing symptoms from the clinician’s perspective, without exploring other 

outcome domains or considering young people’s perspectives. This systematic review 

explored the extent to which multidimensional and multi-informant outcome measurement 

have been used in clinical research for adolescent depression in the past decade, and how 

patterns evolved over time.  

Method: We searched Embase, MEDLINE and PsycINFO, and included studies published 

between 2007 and 2017 that assessed the effectiveness of treatments or service provision for 

adolescent depression. Of 7483 studies screened, 95 met inclusion criteria and were included 

for data extraction and analysis.  

Results: We identified ten outcomes domains, of which studies assessed two on average, 

using four outcome measures. Most studies (94%) measured symptoms, followed by 

functioning (52%). Other domains such as personal growth, relationships, quality of life, or 

service satisfaction were each considered by less than one in ten studies. Youth self-report 

was considered by 54% but tended to focus on secondary outcomes. Multidimensional and 

multi-informant measurement has been more frequent in studies published since 2015. 

Conclusion: Recent clinical research continues to prioritize symptoms measurement based 

on clinician report and has not yet fully embraced multi-dimensional and multi-informant 

approaches. In the context of significant policy shifts towards patient-centered and evidence-

based care, measuring what matters most to patients has become a priority, but this is not yet 

widely reflected in clinical research. 
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Introduction  

Over the past two decades, health care systems around the world have come under 

pressure due to demographic change and spiralling costs.1 Governments responded by 

accelerating efforts to provide high quality care at the lowest possible cost, through evidence-

based practice, quality improvement, and value-based purchasing.2,3 These shifts have placed 

the measurement of health outcomes at the heart of political decision-making, planning and 

commissioning. The UK Department of Health has described the session-by-session 

monitoring of treatment outcomes as “one of the most important innovations in psychological 

therapies”,4(p2) and the governments of the United States (US) and Australia have introduced 

core sets of outcome measures for children to promote consistent outcome measurement across 

states and territories.5,6  

The US core set includes a measure relating to adolescent depression amongst 26 core 

measures of child health, which reflects the significant burden that depression represents in the 

US and around the wold. Indeed, the World Health Organization describes unipolar depression 

as the greatest contributor to the burden of disease in young people aged 12-19 worldwide.7 

The US National Committee for Quality Assurance (NCQA) will launch a Depression Quality 

Improvement Collaborative in the summer of 2018, specifically to promote quality and 

outcomes assessment in the treatment of adolescent depression.8 

Never has there been a similar level of attention to what, how, and whether mental 

health outcomes are changing, and never has outcome measurement played such an important 

role in the allocation of funds and design of services. In this context, the question of what 

constitutes a “good” outcome is a pressing priority. Yet, there is currently no consensus on 

what outcomes are most important, to whom, and in what context.  

Traditionally, policy and practice have focused on symptom change, generally 

determined by clinical judgement, as the locus of attention.9–11 However, understandings of 



 

 

 

 

what makes for a ‘good outcome’ are far from clear-cut and shaped by factors such as 

political economy and ideology,12 scientific paradigms,13 and societal views of what 

constitutes a valuable citizen.14–16 Young people and their parents commonly do not share 

views about treatment goals, with children prioritizing internalizing difficulties and personal 

growth, and parents focusing on externalizing problems and strategies for behavior 

management.17,18 In order to clarify what constitutes a ‘good outcome’ in clinical research 

and practice in relation to adolescent depression, two key issues must be considered: the issue 

of outcome domains of focus and the issue of multiple perspectives. 

In terms of domains of focus, it is not clear how far a positive outcome should be 

defined exclusively in terms of symptom change or with respect to a broader range of 

outcome domains. Consultations with service users of all ages have highlighted the value 

they accord to measuring change beyond symptoms, in domains such as interpersonal 

relationships, ability to cope, and having a sense of control over one’s life.19–21 A thematic 

analysis of young peoples’ self-defined goals recorded by English child mental health 

services identified three overarching domains relevant to young service users: relationships; 

coping with problems and symptoms; and personal growth and functioning.17 A conceptual 

model based on theoretical considerations about the dynamic nature of childhood and the 

importance of environmental factors suggests that outcomes should be measured across seven 

domains, namely symptoms, functioning, consumer perspectives, environments systems, 

parental symptoms and physical health.10,22  

Turning to the second key challenge, that of difference in perspective: differences in 

perceptions of change between reporters are common in relation to childhood depression, as 

highlighted by a recent meta-analysis which stressed that “different informants observe 

different samples of a youth’s behavior, in different contexts, and bring different perspectives 

to what they observe”.23 There is an increased call for greater youth participation in child 



 

 

 

 

mental health treatment including determining which outcomes to assess,4,24–26 and a growing 

awareness that high integrity health care systems cannot simply rely on clinicians’ views of 

what is most important, or on symptom change alone, but must consider patients’ 

perspectives to ensure that treatment meets their needs, priorities, and preferences.27 

The current study 

The present study aims to establish the extent to which multidimensional and multi-

informant approaches to outcome measurements have been used in clinical research for 

adolescent depression over the past ten years and whether patterns are changing. It builds 

upon previous reviews, which were broad in terms of covering a wide range of disorders and 

developmental stages, and specific in considering only controlled studies.9,10,28,29 This review 

focuses on one specific disorder and developmental stage (adolescent depression), while 

broadening the scope to consider both controlled and non-controlled studies. While previous 

reviews identified what overarching outcome domains were covered, this review provides 

additional insight by summarizing the sub-concepts measured within each domain, the 

measures used, and the extent to which they consulted young people. The four research 

questions guiding this review are: 1) What outcome domains and subdomains have been 

measured for treatments of adolescent depression between 2007 and 2017? 2) What outcome 

measures were used? 3) To what extent where the views of young people considered? 4) To 

what extent have patterns changed over time? 

Method 

Search strategy 

Three academic databases, PsycINFO, Medline and Embase, were systematically 

searched for studies reporting outcomes of depression treatments for adolescents. Studies had 

to be published in peer-reviewed journals between January 2007 and July 2017. We used 

Boolean operators to identify pre-specified search terms in titles and abstracts that described 



 

 

 

 

the study population (e.g. “child”, “adolescent*”), the disorder (“mental health”, “depress*”) 

and the relevant study design (i.e. treatment or service effectiveness studies). We reviewed 

the reference lists of key articles and manually added relevant studies missed by the 

automated search. While we placed no restrictions on study design or data quality, the search 

did focus on papers that had passed peer-review as a quality control mechanism and excluded 

grey literature and doctoral dissertations. Language of publication was restricted to English, 

French, German, Italian or Spanish. 

Study eligibility criteria 

To be included, studies had to assess the effectiveness or efficacy of an intervention 

or routine service provision, or report on treatment outcomes as part of exploring moderators 

of treatment response. Any research design was eligible, including purely qualitative studies. 

Studies were included if the mean age of the treatment sample was between 12 and 19 years, 

representing mid to late adolescence as defined by the World Health Organization,30 and 

participants had to be either diagnosed with a depressive disorder, help-seeking, or referred 

for depressive symptoms. Studies focusing on young people with an underlying physical 

illness, developmental disorder, comorbid psychosis, or personality disorders were excluded. 

No restrictions were placed on the study setting or type of mental health treatment. We 

excluded pilot and feasibility studies, as well as studies focusing exclusively on prevention, 

maintenance, or safety, treatment adherence or engagement. 

Study selection and data extraction process 

Overall, 7638 titles were identified through the automated and manual searches (see 

Figure 1) and, after removing duplicates, 7483 were included in the screening of titles and 

abstracts. Since the search terms were broadly defined to identify any studies relating to 

internalizing problems, a large number of studies were subsequently excluded as they did not 



 

 

 

 

focus specifically on adolescent depression. Likewise, many studies originally identified did 

not assess treatment effectiveness, but explored the etiology of depression. We retained 320 

studies for full-text screening. An independent second reviewer (HB) replicated the full-text 

screening for 10% of the pre-selected studies, yielding a kappa of 0.68, which indicates a fair 

to good level of agreement between both reviewers.31 The final sample consisted of 95 

studies, 92 of which were considered for quantitative synthesis, and six for qualitative 

synthesis, with three studies considered for both. Data was systematically extracted on study 

characteristics (e.g. study design, participant characteristics, treatment type, date of 

publication), outcome measures used, and reporters consulted. 

Insert Figure 1 here. 

Assessment of data quality and risk of bias 

The methodological quality of the included studies was assessed using an abbreviated 

version of the Downs and Black32 checklist for data quality in randomized and non-

randomized healthcare intervention studies. The abbreviated checklist included 23 equally 

weighted criteria, with the total attainable data quality score being 23. Three purely 

qualitative studies were excluded from the data quality assessment. 

Data synthesis and statistical analysis 

We identified outcome domains and subdomains by mapping outcome measures used 

to the primary concept they were designed to measure. For conceptual guidance we drew on 

existing taxonomies of treatment outcomes,10,17,20,34 as well as handbooks of psychometric 

measures35 and the original studies reporting on the relevant measure’s development. To 

ensure the reliability and validity of the coding, a second author (HB) independently coded 

25 % of the 121 extracted measures. Both coders (KK and HB) discussed diverging codes and 

agreed on the final coding. The coding framework thus obtained was also used for a brief 

thematic analysis36 of outcomes described in the qualitative studies. Descriptive statistical 



 

 

 

 

analysis was performed on the 92 studies that presented quantitative outcome measures (out 

of the 95 studies included) to explore differences in outcome domains measured and 

informants consulted over time and in relation to study characteristics. An overview of all 

included studies can be found in Supplementary Tables 1 and 2 (available online). 

Results 

Study and participant characteristics 

Of the 95 studies under review, the majority (67 %) had been conducted in mental 

health settings in the United States or Canada; nine studies each had been implemented in the 

United Kingdom, and in Australia/New Zealand; and the remainder were implemented in 

Continental Europe, the Middle East and Asia, or multiple regions. Over two thirds of the 

reviewed studies were randomized control trials (RCTs), followed by observational studies 

(12 %). The remainder were mixed-methods case studies, retrospective chart reviews and 

purely qualitative studies. Half of the reviewed studies had the primary objective of assessing 

efficacy or effectiveness of new or enhanced treatments or service delivery. The other half 

focused on the assessment of predictors or moderators of treatment response, on cost-

effectiveness, or long-term outcomes. These studies often presented secondary analyses of 

data from large trials such as the Treatment for Adolescents with Depression Study (TADS)37 

or the Treatment of SSRI-resistant Depression in Adolescents (TORDIA) study.38  

Insert Table 1 here. 

The most common type of intervention was the combination of antidepressant 

medication and psychotherapy (45 %), followed by psychotherapeutic approaches (33 %), 

medication (18 %), and routine care in the form of treatment as usual, or quality improvement 

initiatives. The majority of studies (71 %) were conducted in outpatient settings. 

The mean data quality score for the 92 quantitative studies based on the modified 

Downs and Black32 checklist was 17 (SD = 2.8) out of 23 possible points, with individual 



 

 

 

 

scores ranging from 10 to 22. Non-randomized studies (n = 20) had a mean score of 13.7 (SD 

= 2.0), whereas randomized studies had an average score of 18.1 (SD = 2.2).  

The studies involved a total sample of 7394 young people aged 12 to 19 years. The 

mean age of participants across studies was 15.1 years, 65 % were female, and the majority 

(82 %) had been recruited based on meeting diagnostic criteria for a depressive disorder, 

whereas the remainder had been recruited based on a clinical referral or self-referral. 

Outcomes measurement across the sample 

Across the 92 quantitative studies, a total of 121 outcome measures were identified, 

which mapped onto 10 overarching outcome domains and 35 sub-domains (see 

Supplementary Table 3, available online). On average, each study assessed treatment 

response across 2.1 outcome domains (SD = 2.0) and used four outcome measures, with 14 

studies using only a single measure and one study using as many as 14. The domain most 

frequently measured was that of depressive symptoms (see Table 1), assessed by 94 % of 

studies. Apart from general symptom severity, this domain also included measures assessing 

suicidal ideation, general psychopathology, and fluctuating mood states associated with 

depression. Overall, 57 studies used a symptoms measure as their primary outcome measure.    

The second most frequently assessed domain was that of functioning, measured by 48 

studies (52 %), and nominated as a primary outcome by 27. All these 48 studies included a 

measure of global functioning, two measured the achievement of developmental milestones 

such as graduating from high school or entering employment, and one measured executive 

functioning. While some global functioning measures like the Impairment Rating Scale 

(IRS)39 and the Behavioral Assessment System for Children-2 (BASC-2)40 include items 

related to functioning in school, none of the studies explicitly measured school attendance or 

performance.  



 

 

 

 

Several studies (13 %) measured not only general depressive symptoms, but also 

specific cognitive or behavioral patterns associated with depression, such as ruminative 

thinking or negative attributional styles (measured by nine studies), as well as behavioral 

activation and physical activity (two studies each). Seventeen studies (19 %) measured 

change in comorbid symptoms, such as anxiety, substance misuse, conduct problems, 

sleeping, compulsions, and disordered eating.  

Changes related to any of the other six domains in the coding framework were less 

frequently measured. The domains of interpersonal relationships, personal growth, service 

satisfaction, quality of life, parental symptoms, and physical health were each covered by less 

than one in ten studies. Only three studies measured change in any of these domains as a 

primary outcome. Service quality and satisfaction (n = 8) included measures of consumer 

satisfaction, as well as therapeutic alliance, treatment adherence, and progress towards 

patient-defined goals. The domain of personal growth (n = 7) covered aspects such as self-

concept, coping skills, assertiveness, and autonomy, whereas the domain of quality of life (n = 

7) captured a broader concept of well-being. Six studies assessed change with regards to 

interpersonal relationships, covering concepts such as social functioning, the functioning of 

the family system, and peer relationships. Only three and two studies, respectively measured 

changes in the young person’s physical health, or parental well-being. 



 

 

 

 

Insert Table 2 here. 

Of those six studies that included qualitative analysis of treatment response, all but 

one measured change in the domain of personal growth, four each covered symptoms, 

cognitive and behavioral processes, and interpersonal relationships, three covered 

functioning, two covered comorbid symptoms and one each covered service satisfaction and 

physical health. The qualitative data touched upon additional subdomains not measured by 

the quantitative studies, such as school performance and attendance (n = 3), increased 

motivation and aspirations (n = 2) and calmness (n = 1). They also highlighted a range of 

additional parent-related outcomes, including parental ability to cope, acceptance of the 

child’s strengths and weaknesses, and parenting practices. 

The focus on measuring symptoms and functioning across the reviewed studies is 

reflected in the fifteen outcome measures most frequently used: all measured either 

symptoms, functioning, or a combination of both (see Supplementary Table 4, available 

online). The most commonly used scale was the clinician-rated Children's Depression Rating 

Scale Revised (CDRS-R),41 a 17-item interview used to assess depression severity and 

impairment. The CDRS-R was used by close to half of all quantitative studies (n = 45) and 

served as a primary outcome measure in 37. 

The second most commonly used scale was the clinician-rated Clinical Global 

Impression Scale Improvement (CGI-I),42 which assesses the clinician's sense of change in 

the patient's global functioning.42 The CGI-I was used by 32 studies and served as a primary 

outcome measure in 21. The third most commonly used scale was the Beck Depression 

Inventory (BDI)31, a youth self-report measure of depressive symptoms used by 16 studies 

and serving as a primary outcome measure in 5.  

Multidimensional outcome measurement by study characteristics 



 

 

 

 

There was an upwards trend in the number of domains covered over time (see Figure 2). 

Whilst an average of 2.0 (SD = 0.5) domains were covered by studies published in 2007, this 

had increased to 3.3 (SD = 1.0) by 2015, and to 4.0 (SD = 0.0) in studies published in 2017. 

In parallel, the number of outcome measures used initially decreased from 3.8 (SD = 1.5) in 

2007, to 2.8 (SD = 1.0) in 2013, and has since risen steeply, reaching an average of 8.0 (SD = 

1.4) measures in studies published in 2017.  

Insert Figure 2 and Figure 3 here side by side.  

In terms of the country of implementation, studies conducted in the United Kingdom 

covered 3.0 (SD = 1.5) domains on average, compared with two in other regions (See Table 

2). They used an average of 5.3 (SD = 4.1) measures, compared with 4.2 (SD = 2.5) in the 

Middle East and East Asia, 3.9 (SD = 2.6) in Australia and New Zealand, 3.5 (SD = 2.4) in 

North America and 3.1 (SD = 2.0) in Continental Europe.  

Regarding study size, small studies (i.e. with sample sizes of 11-50) used the largest 

average number of individual measures (5.5 measures, SD = 3.3), whereas the most highly 

powered studies used fewer measures (2.9 measures, SD = 1.6). Likewise, the number of 

domains covered decreased with study size, from 3.0 domains (SD = 1.6) for studies with up 

to 10 participants, to 1.9 domains (SD = 0.7) for studies with more than 300 participants. 

Case study and qualitative designs covered a larger average number of outcome domains than 

studies with other designs. The number of domains covered and of measures did not vary 

considerably depending on the data quality score.  

Informants consulted across outcome domains  

Thirty-nine studies (42 %) assessed change in outcomes using exclusively clinician-

rated measures, whereas 30 studies (33 %) used both clinician and youth-reported measures, 

ten (11 %) used youth and parent self-report, and eight (9 %) relied entirely on youth report. 

Overall, youth report was considered by more than half of the studies (53 %). However, 



 

 

 

 

primary outcome measures, as identified by the relevant study authors, predominantly relied 

on clinician-report (75 %). 

 As shown in Figure 3, there was an inconsistent trend in the use of youth self-report 

over time. Of the seven studies published in 2007, 57 % used at least one youth self-report 

measure and the percentage remained relatively stable until 2012, then dropping to zero in 

2013 (n = 4) and remaining low at 14 % for the seven studies published in 2014. In contrast, 

all fourteen studies published since 2015 have included a youth self-report measure.  

In some outcome domains, youth self-report served as the primary source of 

information, whereas other domains were mainly assessed using clinician report. All relevant 

studies consulted young people to measure change in cognition and behavior, and quality of 

life, with youth being the only relevant informant in 80 % of these studies. Likewise, youth 

self-report was the main source of information concerning the domains of personal growth, 

service satisfaction, and interpersonal relationships. Clinician-report dominated the 

measurement of depressive symptoms and functioning. While youth report on depressive 

symptoms was gathered by half of all studies, only six percent included youth-self report for 

functioning.  

Discussion 

This review finds that the measurement of treatment effectiveness for adolescent 

depression over the past decade has focused on symptoms and functioning. Other domains 

have occasionally been covered as secondary outcomes, using a plethora of different 

measures (see Supplementary Table 3, available online), generally without providing a 

detailed rationale for their choice. Clinician-report is the predominant source of information 

for primary outcomes. Over half of the reviewed studies included youth self-report, but 

mainly to assess secondary outcomes. We observe a trend towards more multidimensional 

measurement and the inclusion of youth self-report in most recently published studies. 



 

 

 

 

The predominance of  symptoms and functioning measurement relative to other 

domains is in line with findings from earlier reviews of treatment outcomes in child mental 

health across disorders.9,10,29,44,45 This suggests a high degree of continuity in the 

predominance of unidimensional outcomes measurement over the past decades, with change 

only showing for the most recent studies. This recent increase may reflect the growing policy 

interest in outcomes measurement and a parallel growth in research about patient-reported 

and goal-based outcomes.26,46–48 Two recent taxonomies have emphasised the importance of 

measuring domains beyond symptoms,17,20 as have a small number of qualitative studies.49,50 

However, with the exception of one paper51 none of the reviewed studies referred to this 

emerging literature or discussed their measurement approach from a multidimensional 

perspective.   

The predominance of clinician-report in the measurement of primary outcomes may 

reflect a belief that clinicians provide a global view of clinical improvement, as their 

assessments often consider information provided by young people and their parents.52 Yet, 

the evidence suggests that clinicians accord greater importance to parent report than to youth 

self-report,53–55 and that different informants often provide inconsistent but valid 

accounts.56,57 Discrepancies between these accounts may suggest that treatment has altered a 

young person’s behavior in one context but not another, and are thus highly informative57 

Yet, the reviewed studies did not explore such differences. 

The recent rise in studies that include youth self-report may reflect a move towards 

more patient-centered and youth-guided care as underpinning principles for practitioners and 

funders.58,59 For instance, the US Substance Abuse and Mental Health Services 

Administration (SAMHSA) mandates that young people are systematically consulted on the 

design, implementation and evaluation of community-based systems of care funded through 

its Children’s Mental Health Initiative (CMHI).60 Nevertheless, the reviewed studies rarely 



 

 

 

 

elaborated on their rationale for including youth self-report and did not refer to the youth 

advocacy movement spearheaded by SAMHSA, or comparable initiatives. 

The relative absence of multidimensional measurement has theoretical and practical 

implications. Arguably, measurement approaches should provide the best possible fit to grasp 

the theoretical concept that is the disorder, as well as conceptualizations of how treatment 

works.61 Depression is multifactorial in terms of its risk factors62–64 and its pervasive impact 

on psychosocial functioning and well-being.65 Evidence suggests that symptoms change does 

not reliably predict change in other domains.28,44,66,67 It appears crucial to assess outcomes 

across a range of domains to gain a nuanced understanding of whether, how, and when 

treatment is effective, and to avoid premature conclusions that may have significant impact 

on funding and policy decisions. 

Using multiple outcome measures and informants is likely to be challenging in practice. 

Young people are most willing to engage if the changes measured are meaningful to 

them.20,68,69 Clinicians require measures that deliver actionable results such as alerting them to 

warning signs for individual patients, whereas commissioners may prefer data that can support 

benchmarking.70 There may be inherent tension between these needs. A mitigation strategy 

may be to develop flexible core measure sets that include those measures needed for 

benchmarking, while recommending measures within other domains that could be integrated, 

based on shared decision-making with parents and young people. Such a multi-dimensional 

core battery would also benefit clinical research, enhancing the comparability of findings 

across studies and addressing the current fragmentation of measures. 

Policy makers have begun to encourage or mandate the use of common sets of 

measures, such as the Core Set of Children’s Health Care Quality Measures for Medicaid and 

the Children's Health Insurance Program (CHIP) in the US71 or the Australian Government’s 

National Outcomes and Casemix Collection.5 In the summer of 2018, the US National 



 

 

 

 

Committee for Quality Assurance (NCQA) launched a National Collaborative for Innovation 

in Quality Measurement (NCINQ), which will convene a national panel of advisors including 

youth and family representatives to support health plans and states in researching possible 

improvements to depression care for adolescents using three core quality measures included in 

the NCQA’s Healthcare Effectiveness Data and Information Set (HEDIS).72 In light of such 

significant national attention to quality and outcomes measurement for adolescent depression, 

clarifying what is important to measure appears both imperative and urgent. 

Several limitations of this study should be noted. First, while the language of 

publication was not restricted to English, no foreign-language study met the inclusion 

criteria, and around half of the included studies were conducted in the United States. 

Therefore, regional differences in outcomes measurement could not be explored in detail. 

Second, the systematic literature search only considered studies published in peer-reviewed 

journals and may have missed reports of program or service evaluations published elsewhere. 

Studies conducted in routine care settings may therefore be under-represented relative to 

more rigorously designed clinical trials that passed peer review. Additional research is 

needed to explore what outcome domains are measured in real-world CAMH settings, and 

the extent to which the picture converges with that found by this review.  

Third, it is worth highlighting that several of the reviewed studies link to larger 

clinical trials. For instance, 17 studies used data from the TADS37 and 14 studies used data 

from the TORDIA38 study. Even though each of these studies answered different research 

questions and used different combinations of measures, all used the same primary outcome 

measures, which means that the relevant studies in our review sample are not entirely 

independent from one another.  

As this review demonstrates, the recent treatment effectiveness literature for 

adolescent depression focuses mainly on symptoms and functioning as reported by clinicians, 



 

 

 

 

at the expense of exploring change across a broader range of domains and informants. The 

current momentum around patient-centred and youth-guided care provides a historical chance 

to accelerate multi-dimensional and multi-informant measurement and to reconsider what is 

important to measure for different stakeholders, including young people themselves. At a 

time where there is more scrutiny on treatment outcomes than ever before, making sure that 

we measure what matters most to patients is paramount.  
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 Table 1: Outcome Domains and Subdomains by Frequency of Measurement 

 Number (and %) of 
studies measuring this 

domain 

  

Domains and subdomains in general 
as primary 
outcome 

Measured in 
qualitative 
studies 

Included in 
existing 
taxonomies 

 (n = 92) (n = 68) (n = 6)  

Symptoms 86 (93.5)  57 (83.8)    
   Depressive symptoms and diagnoses 86 (93.5)  57 (83.8)     17,20,22 
   Suicidality  15 (16.3)  3 (4.4)     34 
   Self-harm 1 (1.1)      
   Mood states / distress / anger 2 (2.2)   

  

   General psychopathology 6 (6.5)   
  

     
Comorbid symptoms 17 (18.5)  3 (4.4)     17,20,22,34 
   Anxiety 7 (7.6)  1 (1.5)    
   Alcohol and drug misuse 6 (6.5)  1 (1.5)     
   Conduct problems 5 (5.4)  1 (1.5)    
   Disordered eating 1 (1.1)     
   Obsessive-compulsive disorder 1 (1.1)     
   Sleeping problems 2 (2.2)      
   Non-specific comorbidities  2 (2.2)     
      
Cognitive and behavioral processes 
linked to depression 

12 (13)  2 (2.9)    
 

   Cognitive processes 9 (9.8)     
 

   Behavioral Activation 2 (2.2)  2 (2.9)    
 

   Physical activity and exercise 2 (2.2)   
 

 34 
     
Functioning 48 (52.2)  27 (39.7)     
   Academic achievement      17,20,22 
   Academic behavior and skills   

 
 28 

   Academic self-efficacy   
 

 28 
   Communication skills      44 
   Executive functioning 1 (1.1)      20 
   Global functioning 48 (52.2)  27 (39.7)     17,20,22 
   Life course achievements 2 (2.2)   

  

     
Interpersonal relationships 6 (6.5)      
   Attachment style 1 (1.1)   

  

   Family functioning and relations 4 (4.3)      17,20,22 
   Peer relationships 1 (1.1)      20,73 
   Social functioning 3 (3.3)      20,22,44 
   Taking on home chores      17 
     
Personal growth 7 (7.6)  1 (1.5)     
   Assertiveness 1 (1.1)      34 
   Attitudes towards self (eg, self-esteem) 1 (1.1)      17,34 
   Autonomy 1 (1.1)      17,20 
   Balance, calmness and composure      34 
   Coping with mood, thoughts and feelings 2 (2.2)      17,20 
   Empowerment and self-efficacy      20 
   Motivation / aspirations      
   Locus of control   

 
 20 

   Processing personal history   
 

 17,20 

 

 

 



 

 

 

 

Service use and satisfaction 8 (8.7)      
   Client satisfaction 3 (3.3)      20,22 
   Idiographic goals 2 (2.2)       74 

   Use of other services 4 (4.3)    
 

   Therapeutic alliance 2 (2.2)    
 

   Treatment retention 1 (1.1)    
 

   Retention of therapeutic content 1 (1.1)    
 

     
Quality of life 7 (7.6)     
   Health-related quality of life 7 (7.6)    

 17,22 
     
Physical health 3 (3.3)  2 (2.9)     
   Physical health      10 
   Biomarkers 3 (3.3)  2 (2.9)  

 
 10 

     
Parental symptoms 2 (2.2)      
   Parental symptoms 2 (2.2)   

 
 10,20,22 

   Parenting practices      
   Parental coping      

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

Table 2: Study Characteristics, Number of Outcome Domains Covered, and Measures Used 

Study characteristics   n (%) 

  

Average 
number of 

domains 
covered   

Average 
number of 
measured 

used 

Publication year           
  2007 - 2012 68 (71.6)   1.9   3.2 
  2013 - 2017 27 (28.4)   2.7   4.7 
Country             
  United States and Canada 62 (67.4)   2.0   3.5 
  United Kingdom 9 (9.5)   3.0   5.3 
  Continental Europe 7 (7.4)   2.0   3.1 
  Australia and New Zealand 9 (9.5)   2.2   3.9 
  Middle East and Asia  6 (6.3)   2.0  4.2 
  Multiple regions 2 (2.1)   2.0   2.0 
Study type             
  Randomized controlled trial   69 (72.6)   2.1   3.6 
  Observational study 11 (11.6)  2.2  4.3 
  Naturalistic follow-up 5 (5.3)  1.4  2.4 
  Retrospective chart review 3 (3.2)  1.3  2.0 
  Single case study 4 (4.4)  3.5  5.3 
      Qualitative study  3 (3.2)  4.0  — 
Study objective             
  Assess treatment effectiveness 49 (51.6)   2.5   4.5 
  Study predictors / mediation factors 33 (34.8)   1.7   2.4 
  Examine long-term outcomes 6 (6.3)   1.7   3.7 
  Cost-effectiveness 4 (4.2)   2.0   2.0 
  Otherb   3 (3.2)   3.0   6.0 
Sample size             
  1–10   7 (7.4)   3.0   4.4 
  11–50   14 (14.7)   2.6   5.5 
  51–100   15 (15.8)   2.2   4.3 
  101–300   23 (24.2)   2.0   3.1 
  301–500   36 (37.9)   1.9   2.9 
Study intervention           
  Combined treatment 41 (43.2)   1.9   3.1 
  Psychotherapy 31 (32.6)   2.7   4.9 
  Medication 17 (17.9)   1.9   3.3 
  Routine care 6 (3.2)   2.2   1.8 
Data quality assessment scores      
 Quartile 1 (10-15) 23 (25.3)  2.1  3.5 
 Quartile 2 (15-18) 23 (25.3)  2.2  3.9 
 Quartile 3 (18-19) 23 (25.3)  1.9  3 
 Quartile 4 (19-22) 22 (24.2)  2.3  3.8 

Note:a Includes one study conducted in the United States, Canada, Mexico, and 
Argentina; and one study conducted in the United States, Eastern Europe, South 
Africa, and Western Europe.  
b “Other” objectives include: Assessing the transportability of an intervention, 
reflecting on lessons learned, and assessing treatment experience qualitatively. 
  



 

 

 

 

  



 

 

 

 

Figure 1: Flow Diagram of the Screening Process, Adapted From Moher et al.33 

 

Figure 2: Average Number of Domains Assessed and Measures Used by Year of Publication 

(2007 – 2017) 

 

Figure 3: Percentage of Studies Including Youth Self-Report by Year of Publication  

(2007 – 2017) 

 


