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ABSTRACT

The objective of this study was to evaluate the impact of Break Free from Depression (BFFD), a school-based depression awareness
curriculum, in comparison to a wait list control group. A total of 13 eighth grade classrooms participated in either an intervention
or control group and completed pre-, post-, and three-month follow-up surveys. Students participating in BFFD (N = 6 classrooms,
166 students) demonstrated enhanced knowledge of and more adaptive attitudes towards depression compared to the control
group (N = 7 classrooms, 155 students). Participants in the BFFD intervention also demonstrated increases in their confidence
in knowing how to seek help for depression and in their intent to seek this help if needed. Slight decreases were found at a
three-month follow-up in all scales except for intent to seek help. BFFD was effective regardless of gender, ethnicity, or
identification as a member of the LGBTQ community. There was a delayed effect on measured constructs for Black students
with gains apparent at three-month follow-up. The findings demonstrated that BFFD had a small but significant positive
impact on students’ knowledge, skills, and attitudes in seeking support for themselves and for others when faced with signs of
depression. The implementation of depression awareness curricula in schools hold promise in promoting student mental
health, and it is important to consider factors that might have an impact on outcomes.
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Introduction

The prevention and early intervention of depression among
adolescents are critical to their overall health and wellbeing.
In 2020, 17% of U.S. adolescents experienced at least one
major depressive episode in the past year [1]. Over 31% of
youth ages 14–18 reported feeling sad or hopeless almost
every day for two or more consistent weeks to the point that
they stopped doing some usual activities [2]. The COVID-19
pandemic saw depression prevalence rates increase, with
31% of parents of girls and 18% of parents of boys reporting

that they witnessed new or worsening symptoms of
depression in their teen [3]. Despite the high prevalence of
depressive symptoms, the majority of youth do not receive
appropriate treatment [1]. When left untreated, symptoms
of depression can become risk factors for self-harm and/or
suicidal ideation/attempts [4]. Among youth ages 14–18
years, suicide is the second leading cause of death [2].
Almost 19% reported seriously considering suicide between
2018 and 2019, and 9% made an attempt. These numbers
were the highest among females, Black youth, and lesbian,
gay, and bisexual youth [5]. Higher levels of depression
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among youth have been associated with academic challenges,
school dropout, physical fighting, interpersonal challenges,
substance use, and unemployment [6,7].

Adolescents experience physiological and societal
stressors that can contribute to depressive symptoms,
including physical health and genetic vulnerabilities,
difficulties with family and peers, social determinants of
health, and experiences of marginalization and
discrimination based on diverse social identities (e.g., race,
gender, sexual orientation, religion) [8,9]. For many, school
presents additional stressors due to expectations
surrounding academic progress, extracurricular involvement,
and social pressures. During the school year, adolescents
report higher stress levels than adults [10]. With the
COVID-19 pandemic, many adolescents faced added stress
and depression related to remote learning, isolation, and
uncertainty about their post-secondary school options [11].
When this stress goes unmanaged or untreated, it can lead
to feelings of overwhelm and depression among
adolescents [11].

Prevention and early intervention of depression in schools
Schools provide the opportunity for all students to access early
intervention services for depression, as well as a unique place
to implement universal social and emotional learning (SEL)
curricula to teach young people healthy coping strategies
that can prevent the development of mental health
challenges like depression. SEL is aimed at ensuring all
students have the opportunity to learn, develop, and
practice social-emotional competencies found to be critical
for enhanced development [12]. The benefits of SEL include
improved interpersonal relationships, increased high school
graduation rates, and increased readiness for college and
post-secondary options [13].

Given that awareness is an important precursor of
prevention, there is a critical need for SEL awareness
curricula focused on depression. While some universal
curricula currently exist, many depression programs for
secondary schools are targeted for only a select number of
students, too brief to provide all necessary psychoeducation,
too long to be feasibly implemented to all students in a
school/grade, and/or not yet empirically validated for a wide
range of students. While some school-based universal
depression curricula have demonstrated reductions in
students’ symptoms of depression [14], few have examined
their impact on students’ awareness and understanding of
depression, including knowledge and skills. This is
particularly important for prevention, as many students
participating in universal depression prevention programs
will not endorse clinical or subclinical symptoms of
depression at a given time. Instead, measuring students’
acquisition of knowledge about depression and the skills
needed to seek help and cope with symptoms may be
measurable outcomes that better apply to all students and
are critical to the prevention and early intervention of
depression.

Two school-based universal depression programs that
have previously explored impact on students’ knowledge
and skills are Signs of Suicide (SOS) [15] and the
Adolescent Depression Awareness Program (ADAP) [16,17].

Signs of Suicide is a universal program that aims to provide
psychoeducation and screen for depression and suicidal
thoughts in one session [15]. Program evaluation efforts
have indicated significant increases in students’ knowledge
and adaptive attitudes about depression and suicide with
significant reductions in self-reported suicide attempts [18].
In contrast to SOS’s one session, ADAP is a three-session
depression education curriculum [16]. Students participating
in this program demonstrated significant gains in knowledge
and help-seeking attitudes compared to a control group
[16,17]. The current study expands on this literature by
investigating both the immediate and longer-term
effectiveness of a school-based awareness program that is
comprehensive and feasible, Break Free from Depression
(BFFD) [19].

Break Free from Depression
Developed by Boston Children’s Hospital Neighborhood
Partnerships, BFFD [19] is a four-session manualized
school-based universal awareness curriculum designed to be
used in grades 8–12. The program goals are to (a) increase
adolescents’ knowledge about depression and suicide,
(b) enhance their ability to recognize it in themselves and in
their friends, (c) increase their skills and strategies for
finding help, and (d) achieve high program satisfaction.
Each session is 45–60 min and combines didactic
presentations, interactive activities, and opportunities for
discussion. Sessions are designed to be taught by trained
school personnel such as psychologists, social workers,
school counselors, adjustment counselors, school nurses,
community mental health providers partnered with high
schools, other mental health professionals, and health/
wellness teachers. The cornerstone of the curriculum is a
documentary that focuses on adolescents, not actors, talking
about their real struggles with depression and suicide in
their own words. BFFD components are outlined in Table 1.
A series of training videos are available for free
online (https://www.childrenshospital.org/programs/boston-
childrens-hospital-neighborhood-partnerships-program/tap-
online-trainings/break-free-depression-program), sharing
how school personnel can facilitate the curriculum’s four
modules in their school or community. Following
completion of the online training, individuals have online
access to and can download all materials needed to
implement the curriculum, including session outlines,
handouts, and the documentary.

To date, BFFD has reached over 30,000 students in over
30 states. Safety and feasibility evaluations have demonstrated
that (1) the curriculum content is accurate, as assessed by
content experts; (2) the curriculum content does not induce
unintended distress; and (3) the curriculum is feasible to be
delivered in a variety of high school settings [19]. Early
program evaluations of BFFD have demonstrated that
program participation is associated with increases in
knowledge about depression and suicide, decreases in
stigmatizing attitudes about depression and suicide, and
increases in self-efficacy for identifying and seeking support
for signs of depression. In addition, at post-survey, program
participants demonstrated high student satisfaction, with
over 80% of students consistently reporting that they would
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recommend the curriculum to a friend [19,20]. While these
program evaluation efforts have demonstrated BFFD’s initial
promise, more rigorous research is necessary in order to
build the evidence base of BFFD.

The present study
The present study extends the results of previous program
evaluations by comparing BFFD to a waitlist control group.
The primary goal was to evaluate the impact of the BFFD
program on students’ knowledge of and attitudes towards
depression, as well as their self-efficacy and behavioral
intent for help-seeking as it relates to depression in
themselves and others, in comparison to a wait list control
group. The secondary goal was to explore participant
satisfaction with the program.

Methods

School context
The study took place at an urban high school located in
Northeastern U.S. In the year the study was conducted, the
student body was 45% White, 30% Asian, 13% Hispanic, 8%
Black, and 4% identify as other. Although a public school
for 7th to 12th grade students, the school requires a
competitive score on a standardized examination as part of
the admission process. Similar schools are referred to in the
literature as high achieving schools (HAS), high performing
schools, or selective schools. HAS are defined as schools
with high standardized test scores, numerous academic and
extracurricular options, and graduates who attend the
nation’s “top-tier” universities [21]. Such schools have been
found to be nurturing environments for students’ growth,
with strong connections between students and teachers, high
expectations for student effort, and significant support for
post-secondary planning [22]. In addition to the many
stressors adolescents face, students attending HAS may face

unique stressors associated with academically-advanced
course loads, including increased homework and test
preparation, increased focus on college readiness and
acceptance, increased stress related to family’s academic
expectations, and decreased time available for
extracurriculars and social activity [23].

While students in HAS report several stressors, they also
endorse the ability to cope with these stressors and maintain
their well-being with the proper skills and supports [24].
Strategies previously found to be helpful for adolescents in
advanced academic courses include seeking family and peer
support, maintaining habits that promote physical health,
and engaging in extracurriculars and interests outside of
academic responsibilities [23,24]. Moreover, coping
strategies have been found to moderate the influence of
perceived academic stress on life satisfaction and
internalizing distress. This public school benefits from
access to an array of academic, athletic, and social/extra-
curricular enrichment opportunities for its students due to
the strong ongoing involvement and financial support of its
alumni association. Furthermore, the school has developed a
robust academic and mental health support infrastructure.
Comprehensive social-emotional supports include universal
prevention programs, small group interventions, and a
strong partnership with onsite embedded clinicians from the
nearby hospital’s Department of Psychiatry & Behavioral
Sciences who work as a team with the onsite full time
district-employed clinicians (clinical coordinator, school
psychologist). Academic supports are also extensive,
including peer tutoring, after-school tutoring, teacher office
hours, and additional executive functioning workshops and
supports.

Design and procedures
The current study employs a prospective cohort design with a
comparison waitlist control condition. Randomization was
not possible due to curricular and schedule considerations.

TABLE 1

BFFD program components

Session Session objectives Session activities

1 -Introduce the program goals and rationale -Discussion

-Provide statistics on the prevalence of depression and suicide among youth -True/False Slides

-Distinguish between myths and facts about depression -Question and Answer

-Identify signs and symptoms of depression

2 -Illustrate how depression manifests in real adolescents -View the documentary

-Enhance students’ understanding that people experience depression differently

3 -Deepen students’ understanding of depression and suicide -Case studies of students in the documentary

-Introduce the warning signs of suicide -True/False Slides

-Discussion

4 -Identify trusted adults -Post-it note activity

-Identify ways to approach someone they are concerned about -Discussion

-Identify healthy coping skills to manage mood on a daily basis -Resources handouts

-Identify where to access help and resources for oneself or a friend
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Passive consent letters were sent to guardians of all eighth
grade students at the school, and less than 2% of guardians
requested that their child opt out of participation in either
the intervention, the research surveys, or both. The six
eighth grade classrooms scheduled to complete BFFD as
part of their curriculum in the fall participated in the
Intervention condition, while the seven classrooms
completing BFFD as part of their curriculum in the spring
participated in the Control condition. The same facilitators
(four White females, one Black male) implemented all
interventions in the classroom. All facilitators were mental
health clinicians (two social workers, two psychologists, one
psychology fellow) from the partnering nearby hospital who
had completed the online training. Three of the five
facilitators are also authors on this paper and supported
data collection and evaluation. There are no known
systematic differences in the ways in which students were
assigned to classrooms or in the way in which classrooms
scheduled BFFD implementation. We hypothesized that
students enrolled in a classroom assigned to the
Intervention condition would score higher on outcomes of
knowledge, attitudes, self-efficacy, behavioral intent to seek
help, and help-seeking behavior relative to counterparts
assigned to a Control classroom.

Data collection
All student participants in the Intervention group (n = 166)
completed a survey at: (a) the beginning of the first BFFD
classroom session (i.e., “pre-survey”), (b) the end of the
fourth and last classroom session (i.e., “post-survey”), and
(c) the beginning of a regular Health classroom session
three months following the post-survey (i.e., “follow-up
survey”). Participants in the Control group (n = 155)
completed the survey at the same time points in their
regular Health classroom session. Surveys were the same for
both the Intervention and Control groups except that the
Control group survey did not include the satisfaction
questions (see below for further details about items).

Pre-, post-, and follow-up surveys were matched based
on students’ month and day of birth, which they were asked
to indicate at each time point. This information was used
only to match their surveys at each time point and was not
used to match surveys to students’ names. No other
identifying information was collected. Results shared in the
present study include only those participants with a
matching pre-, post-, and follow-up survey.

Measures
Pre-, post-, and follow-up survey items for both intervention
and control groups
Each survey at pre-, post-, and follow-up included items
comprising the following subscales.

Knowledge
Eight true or false items assessed students’ knowledge about
depression and suicide (e.g., “Depression is a biological
illness;” “Being depressed changes the way you think about
solving problems in your life”). The percentage of items
answered correctly was calculated to form the Knowledge
subscale score.

Attitudes, self-efficacy, and behavioral intent
A 14-item scale with three subscales was designed for use in
this study. Within the Attitudes subscale, five questions
assessed students’ ideas and beliefs related to depression and
suicide (e.g., “Teens who are depressed are just being
dramatic”). Within the Self-Efficacy subscale, an additional
five questions assessed the extent to which students felt
confident that they would know what to do if either they or
a friend were depressed or having suicidal thoughts (e.g., “I
would know how to talk to a friend who I thought was
depressed;” “I know different strategies I can use to help
myself deal with sad or stressful situations”). Finally, within
the Behavioral Intent subscale, four items assessed the
extent to which students would seek support from an adult
and/or encourage their friend to do so if they or their friend
were depressed or having suicidal thoughts (e.g., “I would
tell an adult if I was feeling really down or depressed;” “I
would encourage a friend who was feeling really down or
depressed to get help from an adult”). On each item within
these three subscales, students responded on a 4-point
Likert scale ranging from 1 = “Strongly Disagree” to 4 =
“Strongly Agree.” Responses to items within each subscale
were averaged to form each subscale score.

Help-seeking
At the end of the post- and follow-up surveys only,
participants responded either “yes” or “no” to the question,
“Do you know someone, including yourself, who sought
help from an adult because of the Break Free from
Depression program?”

Satisfaction
At the end of the post-survey in the Intervention condition
only, seven additional items assessed students’ satisfaction
with the BFFD program. One question assessed overall
ratings of the program on a 4-point Likert scale ranging
from “Not Good” to “Excellent.” Five items assessed specific
aspects of satisfaction (e.g., “The activities and presentation
held my attention”) on a 4-point Likert scale ranging from 1
= “Strongly Disagree” to 4 = “Strongly Agree.”

Protocols
Safety protocols
Study staff were trained to be aware of and to briefly assess
need for support amongst any Intervention or Control
group students who became visibly distressed during any
sessions. Based on self-report of study staff following each
session, only one student in the Intervention group and no
students in the Control group were in need of this type of
support. Additionally, the Student Assistance Request Form
(SARF) was a required exit ticket at each of the curriculum
sessions for the Intervention group and at each of the
assessment sessions for the Control group. The SARF
provided students an opportunity to seek help directly by
requiring them to check one of three boxes indicating
whether they would like to talk with someone right away,
would like to set up a time to talk to someone, or did not
need support at this time. Student support staff at the
school in turn followed up with students requesting support.
Throughout the course of the study, one student from the
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Control group and 16 students from the Intervention group
received support via SARF follow up.

Fidelity
At the end of each curriculum session, study staff completed a
Fidelity Checklist. The Fidelity Checklist outlines each
component of each curriculum session as described in the
BFFD Manual. Study staff indicated whether the component
was implemented as intended, as well as included any notes
about adaptations made. Average fidelity across sessions was
99%, with the majority of sessions rated at 100% fidelity.
Notes regarding modifications made were largely related to
needing to move through content more quickly and review
responses to discussion questions as a whole group instead
of small groups as a result of time limitations (e.g., when
class period was shortened by 5 min due to school schedule)
and/or technical challenges (e.g., challenges with a slide
projector).

Data Analysis

Knowledge, attitudes, self-efficacy, and behavioral intent
To explore the effectiveness of the BFFD program in building
knowledge, attitudes, self-efficacy, and behavioral intent, data
were analyzed using a Multilevel Random Coefficient Model
(MRCM) with each time slope being modeled as a indicator
variable in the absence of an intercept term [25]. Initially a
series of unconditional models [26,27] were fit to the data
for each dependent variable to satisfy prerequisites of
multilevel models, in that ample variability within persons
existed that necessitated the measurement of individual
person slopes. The mean at pre-survey was captured by the
intercept term in the model, and two slopes, a linear and a
quadratic, were modeled as varying randomly across
persons to estimate the trajectories of change for both
groups (intervention and control) over time. The first model
tested, termed the null or unconditional model, evaluated
whether ample variability of individuals over time existed
that necessitated the modeling of individual person
trajectories over time.

Unconditional/null model
Level-1
Outcomeij = β0j (Grand Mean) + rij
Level-2
β0j = γ00 + u0j with i denoting the number of observations (i.e.,
pre-survey, post-survey, follow-up survey) for j individuals.
Each outcome variable is predicted by an intercept term β0j
which is the within-person mean and a residual term rij,
which is the error term around that mean estimate. At level-
2, the term γ00 reflects the mean of the person scores across
the three time points and the error term u0j reflects how
that mean estimate γ00 varies across persons (with person
being the random effect).

From the unconditional model posited above, several
prerequisites to multilevel modeling effects were evaluated.
First, the Intra-Class Correlation (ICC) coefficient was
estimated [25,26] to test for the presence of variability at
each level in the analysis. The coefficient is estimated as the
ratio of the between-level variance r2u0 to that of the total

variance (within r2r and between r2u0), with ICC values
greater than 20% justifying the use of multilevel modeling
procedures. Second, the Design Effect index (DEFF) [28]
was estimated as a means of correcting the negative bias
associated with nested data due to the violation of the
independence of standard errors assumption. DEFF values
around 2.0 or greater point to the need to utilize a
multilevel structure. Third, the reliability (separation) of
level-1 units was estimated. Fourth, the homogeneity of
error variances at level-1 was explored. Last, the estimation
of robust standard errors was employed to account for
deviations from the expected normal distributions of the
outcome variables. Power was tested in order to identify a
medium effect size based on Cohen (i.e., 0.50 in
standardized units), using an ICC of 0.50, at a 5% alpha
level. Results indicated that a sample size of n = 128 was
associated with power levels equal to 80% [29].

Subsequently, the following structural model was fit to
the data to test the hypothesis that mean levels of the
dependent variables over the three time points are predicted
by the intervention.

Structural model
Effects of intervention
Level-1
Outcomeij = β0j (Intercept) + β1j (Linear Slope) + β2j
(Quadratic Slope) + rij
Level-2
β0j = γ00 + γ01 (Intervention) + u0j
β1j = γ10 + γ11 (Intervention) + u1j
β2j = γ20 + γ21 (Intervention) + u2j
with the terms β0j, β1j and β2j reflecting intercept terms of the
pre-survey mean, the linear slope and the quadratic slope, and
the terms γ01, γ11, and γ21 reflecting the difference between
intervention and control groups. Because all effects due to
the intervention were significant, subsequent evaluation of
the contribution of the covariates to intervention
effectiveness were conducted within the Intervention group
only. For example, in order to test the effects of gender on
intervention efficacy, the following model was fit to the data.

Effects of intervention by group (e.g., gender)
Level-1
Outcomeij = β0j (Intercept) + β1j (Linear Slope) + β2j
(Quadratic Slope) + rij
Level-2
β0j = γ00 + γ01 (Females) + u0j
β1j = γ10 + γ11 (Females) + u1j
β2j = γ20 + γ21 (Females) + u2j
with the terms β0j, β1j and β2j reflecting intercept terms of the
pre-survey mean, the linear slope and the quadratic slope, and
the terms γ01, γ11, and γ21 reflecting the difference between
males and females (termed cross-level interactions). Similar
models were utilized for the difference between LGBTQ and
non LGBTQ participants and across race and ethnicity for
which additional indicator variable terms were included to
reflect identification with five groups for which there was a
meaningful sample size sufficient for both statistical and
practical significance (Black, Asian, White, Multiracial, and
Hispanic).
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Results

Participant demographics
Participants in the present study include a total of 321 eighth
grade students (166 in the Intervention group, 155 in the
Control group). This represents approximately 83% of the
total eighth grade student population at the school.
Participant demographics, self-reported at the end of the
pre-survey, are presented in Table 2. Participants responded
to an item asking them to “check all that apply” with regard
to their race and ethnicity. They also responded either “yes”
or “no” indicating, “Do you identify as LGBTQ?” There
were no statistically significant differences in demographics
by condition.

Prerequisite analyses to multilevel models
Descriptive statistics for each of the dependent variables:
Knowledge, Attitudes, Self-Efficacy, and Behavioral Intent
are presented in Table 3. Table 4 presents the results from
the prerequisite analyses with the three last column findings
indicating that modeling random effects was the proper
choice with these data. Specifically, the ICCs suggested the
existence of large amounts of variability over time that
warranted the need to model individuals’ behavior
randomly. The design effect estimates were also close to the
value of 2, which, as recommended by Muthen et al. [28],
necessitate the modeling of effects as random. Last,
reliability was greater than the worrisome estimate of 0.1,
suggesting that the trajectories of behavioral change over
time varied significantly across individuals, again validating
the use of the multilevel approach.

Structural model predictions
Was the intervention effective overall?
Results indicated that the Intervention group had a significant
linear positive trajectory on Knowledge (b = 0.217, p < 0.001;
See Fig. 1), Attitudes (b = 0.222, p < 0.001; See Fig. 2), Self-
Efficacy (b = 0.441, p < 0.001; See Fig. 3), and Behavioral
Intent (b = 0.205, p < 0.05; See Fig. 4), representing a pre-
to post-survey improvement in each of these subscales.
Maintenance of that significant positive linear slope was
attained whenever the quadratic term was not significantly
different from zero. This was true only for the Behavioral
Intent subscale (b = −0.066, p = 0.120), indicating that the
full benefits of the intervention for Behavioral Intent from
pre- to post-survey were maintained at follow-up survey.
For the Knowledge, Attitudes, and Self-Efficacy subscales,
however, the quadratic slope was negative and significant,
suggesting a decline in the intervention benefits at the third
time point [Knowledge (b = −0.082, p < 0.05); Attitudes
(b = −0.080, p < 0.05); Self-Efficacy (b = −0.149, p < 0.05)].
Baseline (i.e., pre-survey) point estimates were contrasted to
those at follow-up survey to explore whether this decline
reflected a return to baseline levels. Results using chi-square
difference tests indicated that despite the decrease from
post-survey to follow-up survey, significant differences
remained between baseline (i.e., pre-survey) and follow-up
survey for the Knowledge [MDIFF = −0.104, χ2 (1) = 58.113,
p < 0.001], Attitudes [MDIFF = −0.124, χ2 (1) = 17.458,
p < 0.001], and Self-Efficacy [MDIFF = −0.286, χ2 (1) =
33.593, p < 0.001] subscales. In other words, there remained
a significant benefit of the intervention on all subscale
scores at follow-up survey.

Was the intervention differentially effective for different
groups?
There were no significant differences between males and
females across linear or quadratic terms for any of the
dependent variables (i.e., Knowledge, Attitudes, Self-Efficacy,
Behavioral Intent). The only difference observed in gender
was with regard to the intercept term for Attitudes.
Specifically, females had significantly higher Attitudes
subscale ratings at baseline (i.e., pre-survey) compared to
males (Intercept for Females = 3.379, p < 0.001, Intercept
for Males = 3.162). There were no significant differences in
dependent variables for students identifying as LGBTQ and
those not identifying as LGBTQ, with a similar pattern of
the curves across the two groups.

For ethnicity, we were cognizant that the small sample
sizes would likely evidence themselves with Type-II errors.
Results pointed to the support of null hypotheses only
across dependent variables, indicating no significant
differences between students identifying as Hispanic or
Latinx and those identifying as not Hispanic or Latinx.

Several findings emerged with regard to race, which will
be important to interpret in the context of the unique nature
of the study’s population, including small sample sizes for
some racial groups and a unique school context. First, the
linear trajectory for Black students’ responses was
significantly lower than the trajectory of the rest of the
group (b = −0.262, p < 0.05); however, this group had a
significant positive quadratic slope. In other words, there

TABLE 2

Participant demographics (N = 321 participants)

Intervention Control
N (%) N (%)

Hispanic/Latino 20 (12.05%) 11 (7.10%)

American Indian/
Alaskan Native

1 (0.60%) 3 (1.94%)

Black 15 (9.04%) 12 (7.74%)

Native Hawaiian/
Other Pacific Islander

1 (0.60%) 2 (1.29%)

Asian 56 (33.73%) 63 (40.65%)

White 84 (50.60%) 91 (58.81%)

Multiracial 12 (7.23%) 14 (1.94%)

Other Race or Ethnicity 4 (2.41%) 3 (1.94%)

Male 74 (44.58%) 65 (41.94%)

Female 88 (53.01%) 89 (57.42%)

Other Gender 2 (1.20%) 1 (0.66%)

Did not answer gender 2 (1.20%) 0 (0%)

LGBTQ 13 (7.83%) 13 (8.39%)

Total participants
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was no increase observed on outcomes of interest from pre- to
immediate post-survey, but there was a significant increase by
follow-up, as if the intervention had delayed effects (b = 0.117,
p < 0.05). There was no significant deviation from the grand
linear and quadratic slopes described above for any of the
other racial groups. However, students identifying as Asian
and White reported significantly lower Attitudes ratings at
baseline (i.e., pre-survey). A similar pattern was observed for
the Behavioral Intent subscale, with students identifying as
Asian having significantly lower behavioral intent ratings at
the beginning of the study. No other significant differences
were evidenced at baseline.

Help-seeking
Descriptive statistics and chi-square tests were utilized to
explore reports of help-seeking between the Intervention
and Control groups. In the Intervention group, 5.45% of
participants at post-survey and 4.91% of participants at
follow-up indicated that they knew someone, including

themselves, who had sought adult support as a result of
BFFD. In the Control group, 0.67% at post-survey and
3.27% at follow-up indicated the same. Chi-square tests
revealed a significantly higher percentage of students in the
Intervention group reported that they knew someone who
had received help at post-survey (Χ2 (1, 314) = 4.362,
p = 0.037), but this difference was no longer significant by
follow-up (Χ2 (1, 316) = 0.203, p = 0.653).

Satisfaction
Descriptive statistics were utilized to explore satisfaction with
the BFFD program at post-survey for those in the Intervention
group. High satisfaction was achieved with average ratings in
the “Agree” range (M = 2.68 to 3.26) across items. Highest
agreement was seen on items indicating that BFFD is a good
way to learn about depression and suicide, that the
documentary was a helpful piece of the program, and that
participants learned new information about depression and
suicide. Most participants rated BFFD overall as “Good”

TABLE 3

Descriptive statistics of dependent variables over time

Full sample

Knowledge 0.749 0.131 0.818 0.155 0.812 0.140

Attitudes 3.285 0.443 3.352 0.464 3.373 0.412

Self-efficacy 2.798 0.524 2.956 0.590 2.955 0.538

Behavioral intent 3.039 0.705 3.075 0.708 3.053 0.656

Intervention group

Knowledge 0.745 0.138 0.881 0.159 0.854 0.141

Attitudes 3.245 0.435 3.414 0.456 3.399 0.414

Self-efficacy 2.795 0.522 3.094 0.549 3.073 0.487

Behavioral intent 3.044 0.707 3.207 0.693 3.160 0.634

Control group

Knowledge 0.752 0.123 0.750 0.116 0.767 0.125

Attitudes 3.329 0.449 3.286 0.465 3.345 0.410

Self-efficacy 2.801 0.528 2.809 0.599 2.830 0.563

Behavioral intent 3.033 0.704 2.935 0.698 2.939 0.661
Note: The knowledge subscale ranges from 0 (no items answered correctly) to 1 (all items answered correctly). The attitudes, self-efficacy, and behavioral intent
subscales range from 1 (“Strongly Disagree”) to 4 (“Strongly Agree”).

TABLE 4

Variance estimates at each level in the analysis, intra-class correlation coefficients, design effect measures, and reliability of level-1 slopes
per outcome variable in the multilevel random coefficients (MRC) models

Variables s2
u0 s2

r ICC DEFF Reliability

Knowledge 0.005 0.015 0.261 1.521 0.512

Attitudes 0.109 0.078 0.581 2.163 0.805

Self-efficacy 0.154 0.161 0.489 1.978 0.739

Behavioral intent 0.309 0.157 0.663 2.327 0.854
Note: s2

u0 = Variance at level-2 in the analysis or in other words between-person variance, s2
r = Variance at level-1 in the analysis or within-person variance

(variability due to time measurements, from pre-survey to post-survey to follow-up), DEFF = Design Effect, ICC = Intra-Class Correlation Coefficient.
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(50.92%) or “Excellent” (14.11%), with fewer students rating
BFFD as “Okay” (31.9%) or “Not Good” (3.07%). Table 5
presents participants’ average satisfaction with BFFD for the
163 participants (98% of total sample) who completed these
items.

Mann-Whitney U Tests were utilized to explore
satisfaction by gender, sexual orientation, ethnicity, and race
for those races for which there was a meaningful sample
size (i.e., Black, Asian, White, Multiracial). Black students
rated their overall satisfaction with BFFD higher (M = 3.15)
than students not identifying as Black (M = 2.73) (Mann-
Whitney U = 677, z = −0.200, p = 0.045). Results revealed
no other statistically significant differences.

Discussion

Building on emerging evidence generated through open trials
of BFFD, this is the first evaluation of BFFD that employs a
more rigorous design including a comparison group.
Following participation in BFFD, this sample of eighth
grade students demonstrated both enhanced knowledge of
and more adaptive attitudes towards depression beyond that
of a waitlist Control group. Additionally, students
demonstrated increases in both their confidence in knowing
how to seek help for depression, as well as in their intent to
seek this help if needed. Full improvements in intent to seek
help persisted into the three month follow up despite
declines for knowledge, attitudes, and confidence in
knowing how to seek help. Break Free From Depression was
equally effective regardless of gender, identification as a
member of the LGBTQ community, and ethnicity. With
regard to race, there was a reported delayed effect of BFFD
on measured constructs for Black students. Although
statistically significant improvement in knowledge, attitudes,
and help-seeking were not seen at immediate post-survey,
improvements were seen by the three month follow-up. It is
important to note that some baseline (i.e., pre-survey)
differences were seen across gender and race in some of the
outcome variables. Despite these differences, differences in
the effectiveness of BFFD were not seen. Furthermore,
approximately 64% of participants rated BFFD as good or
excellent, with participants agreeing, on average, that the
program was helpful in learning about depression.

Although changes from pre- to post-survey were
statistically significant, they were modest with small effect
sizes. There are many possible reasons for this related to the

FIGURE 1. Change in knowledge for intervention and control
groups.

FIGURE 2. Change in attitudes for intervention and control groups.

FIGURE 3. Change in self-efficacy for intervention and control
groups.

FIGURE 4. Change in behavioral intent for intervention and control
groups.
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context in which the intervention was provided. In targeting
all students within a grade, universal SEL programming like
BFFD reaches students with a wide range of baseline
knowledge, attitudes, and behaviors related to depression. In
doing so, the intervention is broader, and outcomes
observed include those who might start at lower baseline
levels as well as those who might start at higher baseline
levels. On a related note, the school at which this
intervention was provided has robust behavioral health
supports and suicide prevention programming in order to
provide continuity of supports across the time students are
enrolled at the school. As such, it is possible that students
started at a higher baseline than students might in another
school, which could lead to less robust changes over time, or
students could be impacted by other systemic factors that
limit the magnitude of the impact.

Despite small effects, by examining immediate post-
survey results, the findings of the present study build upon
the limitations of previous studies that looked only at long
term follow-ups. Instead of administering an immediate
post-survey, these programs administered post-surveys at a
three-month follow-up (i.e., SOS) [30] or a six-week and
four-month follow-up to focus specifically on what
information was retained (i.e., ADAP) [17,31]. Similar to
BFFD, significant increases in knowledge and help-seeking
behavior after SOS and ADAP were reported at all follow-
up periods [31]. It is possible that the reductions in
knowledge, attitudes, and help-seeking self-efficacy three
months after participating in BFFD are at least in part due
to some expected loss in retention of knowledge and help-
seeking strategies that may also have been seen in the other
interventions had there been an immediate post-survey.
Despite these reductions, increases in intent to seek help, a
crucial aspect of prevention, persisted.

Conclusions cannot be drawn based on the differences in
baseline and immediate post-survey results between different
groups. Here, present findings are compared to past research
findings to shed light on further needed exploration into
adolescents’ perspectives. When examining differences in
knowledge, attitudes, and help-seeking across gender and
race compared to previous studies, results from previous
studies are mixed and reflect the heterogeneity and

intersecting factors that may contribute to adolescents’ views
on depression and mental health. Similar to results
described in this study, Aseltine and colleagues (2007) found
that there were no significant gender differences in reported
knowledge and attitudes on depression three months after
students participated in SOS. In contrast, findings from the
ADAP demonstrated that female students reported higher
depression literacy and lower stigma toward depression than
male students at the four month follow-up [32]. Previous
research has found that females, on average, report less
internalized stigma about depression and mental health and
therefore may be more willing to seek information about
depression and help for themselves or others [33]. This may
help to explain the gender difference in baseline scores on
attitudes toward depression in the current study, and results
from the post-survey are encouraging in suggesting that
males’ attitudes toward depression improved to similar
levels as females’ following BFFD.

More exploration is needed to better understand the
relations between adolescents’ perspectives on depression,
depression prevention curricula, and racial identities, among
other critical and intersecting aspects of adolescents’
identities and lives. In the current study, Asian and White
students reported less adaptive attitudes toward depression
at baseline on average, and Asian students, on average,
reported significantly lower behavioral intention to seek help
than other racial groups. Some previous findings are in line
with the current study’s findings [34,35], and some studies
have found different results when it comes to attitudes
toward depression and seeking help among different racial
and ethnic groups [36,37]. It is known that factors
impacting adolescents’ attitudes toward depression and help
seeking include previous experiences with mental health
systems, perceived self-stigma, family and cultural beliefs,
and availability of appropriate, accessible, and affirming
services [37]. All individuals benefit from programming that
reflects their cultural experience and therefore may be more
likely to seek support when that support is culturally
relevant [38,39]. For example, some previous literature
suggests that Asian adolescents and their families may be
more likely to seek support from peers, medical
professionals, religion, and family [40]. Similarly, Black
Americans have previously reported being more likely to
seek help from religion and loved ones [41]. Specific
examination of mental health and help-seeking intent
among Black adolescents at a high-achieving public
secondary school found that Black students reported, on
average, being unlikely to seek mental health support at
school despite 33% reporting internalizing symptoms of
distress and only 11% receiving care in or outside of school
[42]. Furthermore, findings from Lu [36] indicate that,
compared to White adolescents, Black adolescents may
express more somatic symptoms of distress and be less apt
to report depressive symptoms or suicidal ideation even in
the midst of a suicide crisis [36]. Differences in symptom
presentation and help seeking behavior among Black
adolescents may have impacted students’ experience in BFFD.

Although modest, the present study’s findings suggest
the need for ongoing investigation into depression
awareness programming like BFFD. Given the emergence

TABLE 5

Intervention group participant satisfaction at post-survey
(N = 163 participants)

Item Mean (SD)

The activities and presentation held my attention 2.68 (0.84)

I learned new information about depression and
suicide

3.18 (0.87)

This program is a good way to learn about
depression and suicide

3.26 (0.73)

The documentary was a helpful piece of the
program

3.26 (0.80)

I would recommend this program to a friend 2.82 (0.85)
Note: Responses range from 1 (“Strongly Disagree”) to 4 (“Strongly Agree”).
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and prevalence of depression among youth, schools provide
an ideal setting for delivering awareness and prevention
programs that can alter or mitigate the trajectory of
depression among youth. Several meta-analyses [43,44] have
found that prevention programs for depression have a small
but significant effect on reducing and preventing depression
symptoms compared to the control group. However, less is
known about student knowledge and attitudes as they relate
to these programs. Examining knowledge and attitudes is
critical given that it is not expected that all students
participating in universal programs would report depression
symptoms at baseline. BFFD’s focus on these outcomes
provides evidence of the importance of providing students
with knowledge about depression and help-seeking
strategies in order to prevent future symptoms of depression
and other negative long-term outcomes.

Implications
Akin to Werner-Seidler and colleagues’ [44] meta-analysis of
school-based depression and anxiety prevention programs for
young people, this study’s results contribute to the literature
suggesting that school-based awareness programs have the
potential to promote youth mental health in important
ways. Although the changes from pre- to post-test are
modest, similar modest results have been found with regard
to other prevention programming, particularly in the areas
of suicide and obesity [45,46]. Among the reasons suggested
for this include implementation challenges [46], including
variability in facilitators, that might have obscured more
significant changes from pre- to post-test. As such, further
research is needed to better understand potential variability
within outcomes. Although variability within outcomes
could suggest the need to focus on those populations who
are most at risk, it could also be that those who are most at
risk might not show those same benefits in the context of a
targeted program. Targeted programs have greater
accessibility barriers and do not have the same potential to
impact other important aspects of the school environment
and school climate that might go unmeasured in studies like
the present one.

Programs like BFFD have the potential to equip
adolescents with tools such as increased awareness and
knowledge about the etiology and symptoms of depression,
more adaptive attitudes toward depression, and expansion
of help-seeking and coping strategies to help them better
recognize whether they or a friend are at risk for developing
depression. In turn, these acquired skills can help
adolescents better navigate how to and who to ask for help
when in need, as well as how to best cope with some of the
symptoms they experience. In the long term, depression
awareness programs such as BFFD can decrease the number
of teenagers who are suffering in silence and thus increase
the number of youth who are appropriately diagnosed and
treated, as research shows that 57% of adolescents
experiencing depressive disorders go undiagnosed and
untreated [1]. Developing culturally responsive depression
awareness and prevention curricula is especially critical for
students of color who may be more vulnerable to
developing mental health disorders due to experiencing

higher levels of external stressors and less likely to receive
culturally relevant services [47–50].

In coordination with the evidence base on depression
prevention programming more broadly, the findings of this
investigation suggest consideration of federal and state wide
policies and guidance surrounding the implementation of
awareness programs like BFFD in high schools by
integrating them in schools’ health and wellness curricula
and devoting the time to train health teachers to teach them
with fidelity. It is also important to note this in light of the
COVID-19 pandemic that has set the stage for
the proliferation of risk factors commonly associated with
the emergence and development of depressive and anxiety
disorders in youth, such as increased social isolation, rise in
the number of hours spent using social media, frequent and
at times chronic exposure to media as a whole, and
multiplication of losses experienced (loss of loved ones to
death, loss of routine, loss of hobbies/interest, loss of
financial stability, etc.) [51]. Even more so amidst the
pandemic, federal and state policies on the school-based
integration and implementation of mental health awareness
programs such as BFFD are paramount in identifying and
helping adolescents in need.

Limitations and future research
There are some limitations that highlight the importance of
future research in this area. First, due to logistical barriers,
classrooms were not randomly assigned to the intervention
or control group within the present study. In turn, there is a
possibility that there were differences between the
Intervention and Control groups that were not randomly
distributed and thus resulted in systematic differences in
these groups that could artificially inflate and/or obscure the
impact of the intervention. For example, the classrooms that
implemented BFFD in the Fall as part of the Intervention
group did so due to their willingness to modify their
schedule to integrate BFFD earlier in the year. It could be
that those Health teachers in the Intervention group were in
some way different than those in the Control group (e.g.,
more or less comfortable with mental health topics, more or
less busy), which could have an impact on the results.

Additionally, we recognize that the student and school
sample used in this study is unique. Given the nature of the
enrollment and admission process at the HAS where the
study was conducted, the student population and the overall
school experience may not be reflective of the general
student population, although literature suggests that a
depression awareness curriculum may be important for
students in HAS settings [52]. Furthermore, the participant
sample consisted of a disproportionately high percent of
White and Asian students. Over half of the student sample
population identified as White compared to less than twenty
percent who identified as Black and Latinx. These
demographics are not representative of the greater school
district to which the school belongs, making broader
implications difficult.

Finally, in order to further strengthen the cultural
relevance of depression awareness and prevention curricula,
it will be critical to help adolescents understand how

1112 IJMHP, 2023, vol.25, no.10



culture, as defined by the set of values, attitudes, beliefs, and
behaviors internalized from one’s family and ethnic
background [49,50], can have a significant influence on the
manifestation of depression and on how individuals cope
and navigate these symptoms. It could be that limitations in
the cultural significance could also be impacting the
magnitude of the results. Programs should aim to develop
materials that are optimally culturally relevant to Black,
Indigenous, People of Color (BIPOC) students in order to
help increase their effectiveness and satisfaction with BIPOC
youth. Depression curricula must address the impact of
racial trauma on BIPOC students’ vulnerability to develop
depressive disorders. For example, didactic materials could
be modified to include information demonstrating how the
impact of racial trauma stemming from accrued experiences
of micro-aggressions, discrimination, systemic racism, racial
profiling, and stereotype threat can erode the mental well-
being and self-esteem of BIPOC individuals by increasing
their vulnerabilities to symptoms such as hypervigilance to
threat, flashbacks, nightmares, avoidance, suspiciousness,
and somatic expressions such as headaches and heart
palpitations [53]. Moreover, adding a section that engages
students to learn and discuss different strategies to best
navigate and heal from racial trauma could also be quite
beneficial to the emotional well-being of BIPOC students.
Future research should also examine whether there is a
significant difference in the effectiveness and significance of
an awareness curriculum for BIPOC students when these
aforementioned elements are added and made salient in the
program.

Conclusion

Despite these limitations, current study findings provide
insight into depression awareness curricula and important
evidence of BFFD as a valuable school-based awareness
program. The findings of this study indicate how mental
health prevention programs should aim to increase student
knowledge, adaptive attitudes, and help-seeking as a means
to promote mental health awareness and coping strategies
among young people in a school setting.
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