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Abstract
This study used a single subject research design and a cased-based time-series
analysis to examine changes in self concept among seven adolescents with a depressive
diagnosis who participated in an out-patient group therapy called Rites of Passage
Ensuring Success (ROPES). The purpose of the study was to determine if changes in
self-concept occurred at specific time frames during and following attendance in the
group therapy. The curriculum, which was based on adventure therapy and problem
solving therapy, was developed and led through the collaborative efforts of both a
Certified Therapeutic Recreation Specialist (also referred to as a “recreation therapist”)
and a Licensed Clinical Social Worker. Six of the seven participants demonstrated
significantly improved self-concept on the Tennessee Self-concept Scale-2-Short at
one or more segments of treatment; however, none of the participants followed all
of the hypothesized changes in the time-series. The pre and post-treatment results
were impressive and if replicated in a larger study that includes a control group, the
treatment could be proven to be an effective new course for recreation therapists to
use in depression treatment for adolescents.
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Emotional disorders such as clinical
depression become more prevalent as
children reach adolescence, and continue
to occur with increased frequency in the
late teen years (Kutcher & Chehil, 2008).
Studies have found initial treatments
of adolescents with depression to be
ineffective in about 40% of teens and
recurrence is highly probable for many
teens that are diagnosed with an emotional
disorder (Brent, Clarke, Wagner, Asarnow,
Zelanzne, 2008; Dunn & Goodyer, 2006).
There
are
many
different
environmental and biological factors
that contribute to the likelihood of an
adolescent being diagnosed with an
emotional disorder. One of these is a
poor self-concept. Self-concept is defined
as “one’s conception and evaluation of
oneself, including psychological and
physical characteristics, qualities, and
skills,” (VanderBos, 2007, p. 828). People
with a negative self-concept are “less likely
to say positive things about themselves…
will often feel anxious, depressed,
and unhappy, and exhibit little selfconfidence” (Fitts & Warren 1996, p. 22).
Low self-concept is often associated with
chronic depression, eating disorders, and
persistent self-defeating behaviors (Fitts,
& Warren, 1996). Improving self-concept,
and therefore decreasing the negative
feelings and behaviors associated with it, is
a valid goal in treatment of psychological
disorders.
Self-concept
is
of
particular
importance for adolescents due to the fact
that they are for the first time developing
their self-image apart from their family.
Many changes take place both internally
and externally during adolescence. The
inability to adapt to these changes can
cause significant stress and lead to many
disappointments. Compared to their peers
who might face similar social problems,
(i.e., being turned down for a date, doing
Riley

poorly in a class, not making a sport team,
etc.), a teen with depression or anxiety will
have increased difficulty bouncing back
and eventually dealing with or dismissing
the social problem due to symptoms
and behaviors related to their disorder.
A positive self-concept could offset the
negative effects of these disappointments.
If adolescents have positive self-images,
they will be better equipped to set
appropriate behavioral goals, dismiss areas
in which they are not as competent, and
compensate for their weaknesses through
their strengths (Fitts & Warren, 1996).
A recreation therapy-based group
treatment for adolescents with depression
was created to improve the self-concept
of the participants. The treatment took
place one day a week for 10 weeks in an
outpatient setting. The course was broken
into two different sections and it was
hypothesized that self-concept scores
would improve for participants in the
program at three different times; in the
first five weeks of treatment there would
be a small improvement, then a larger
improvement in the last few weeks of
treatment as the group utilized the skills
learned in a community service project,
and then there would be another slight
improvement post treatment.
Adventure Therapy
Research comparing different types
of active group therapy treatments
for adolescents with depression can
provide insight into the most important
curriculum aspects yet this type of research
is rarely conducted. This author was able
to find only one study that evaluated
the differing effects between a Social
Skills Group (SSG) treatment versus
Therapeutic Support Group (TSG) for
adolescents with depression (Fine, Forth,
Gilbert, & Haley, 1991). It was found
that the TSG participants experienced a
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higher rate of immediate post-treatment
progress than the SSG participants. It
was reported that a possible reason for
the increased initial effectiveness of the
TSG was that the TSG group “provide[d]
experiences of encouragement, cohesion
and opportunities of self expression” (Fine
et al., 1991, p.83). Therefore, logic suggests
that adventure therapy, a type of therapy
that places a high emphasis on all three
of these aspects, would be beneficial to
include in a new group therapy curriculum.
Adventure therapy techniques have
been found to have many clinically
significant positive impacts on participants
including
improved
self-concept,
decreased behavioral problems, and
improved interpersonal skills (Gillis, Gass,
& Russell, 2008; Gillis, & Speelman, 2008;
Hattie, Marsh, Neill, & Richards, 1997).
In addition, adventure programming
is consistently found to produce longterm benefits for patients, with gains in
evaluated effect sizes reported between the
end of adventure programs and the followup assessments (Hattie et al., 1997). This
finding suggests that adventure therapy
could have the long-term effects that are
needed to decrease the high recurrence rate
associated with adolescent onset emotional
disorders (Dunn & Goodyer, 2006).
Cognitive Behavioral Approach
Cognitive behavioral therapy (CBT)
is a main component in many researched
group therapy treatments for adolescents
with psychological disorders (Albano
& Barlow, 1996; March et al., 2004;
Rohde, Lewinsohn, Clarke, Hops, &
Seeley, 2005). CBT has been defined as a
therapy that “incorporate[s] the cognitive
activities of the client [to behavioral
modification techniques] in the effort to
produce therapeutic change” (Braswell, &
Kendall, 2001, p. 247). The “Adolescent
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Coping with Depression Course” (Rohde,
Lewinsohn, Clarke, Hops, & Seeley, 2005),
is one of the most thoroughly researched
group CBT treatments for adolescents with
depression.
The adolescent coping with depression
(CWD-A) course is an eight-week, 16-class
CBT group therapy that was adapted from
an adult curriculum in 1990 (Rohde et
al., 2005). This treatment was found to
have a statistically significant impact on
decreasing scores on the Beck Depression
Inventory (change score effect size = .61;
Rohde et al., 2005, p. 226). The curriculum
places a heavy emphasis on teaching
effective problem solving, which is a
common practice for adolescent treatment.
It was reported in the Handbook of Cognitive
Behavioral Therapies that, “various forms of
CBT with youth, share the common goal
of helping young people develop a world
view that is characterized by a constructive
problem solving attitude” (Braswell &
Kendall, 2001, p. 247).
Problem-solving therapy (PST) has
been recognized as its own treatment under
the cognitive behavioral therapy umbrella
(Dobson, 2001). In addition to teaching
problem-solving skills, PST also encourages
the participant to have a positive
outlook about problems and to practice
implementing solutions (Bell, 2009).
In a large meta-analysis, PST was found
equally as effective as other psychosocial
therapies and medication treatments, as
well as significantly more effective than
support/attention and wait-list controls
(Bell & D’Zurilla, 2009). The issue of social
problem solving is especially important for
adolescents because of their heightened
concern with peer acceptance, as well as
issues related to the conflicts they face as
they move toward being an independent
adult. Some of the most significant
stressors in adolescence are related to
increased complexities in their social and
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familial relationships. This stress that they
face with their interpersonal conflicts can
be eased by the use of productive social
problem-solving (Braswell & Kendall,
2001).
Multi-disciplinary Collaboration
Recreation therapists and social
workers have been helping people deal
with social stressors through different but
related methods for many years, making
them a strong team for teaching social
problem solving. Programs that already
are in practice that address adolescent
depression, such as the Adolescent Coping
with Depression Course (CWD-A), do not
utilize the skills and techniques of recreation
therapy in either implementation or
curriculum development. This is especially
surprising because significant portions of
the CWD-A course addresses “increasing
pleasant activities” (Rohde et al., 2005),
a concept that is closely related to the
essential component of recreation therapy
called leisure education.
Other studies have found that
treatment approaches that utilize the
skill of more than one profession can
have a significant impact on symptoms of
depression. A multi-disciplinary approach
was recently researched in a program called
“Relief of chronic or resistant depression”
(Re-CHORD; Murray et al., 2009). ReCHORD utilized group interpersonal
psychotherapy in combination with
occupational therapy and was found
to produce significantly greater rates of
remission than treatment as usual.
Summary
Since
each
of
the
potential
interventions discussed above are effective
at decreasing symptoms of depression,
they may be even more effective when
aspects of them are combined. Based on
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this rationale, this study seeks to examine
the effectiveness of a multi-disciplinary
therapy program that has been developed
based on principles associated with
adventure
therapy,
problem-solving
therapy, and multi-disciplinary group
treatment approaches. A single subject
research design was implemented across
multiple subjects. This design was chosen
to address the difficulties associated with
obtaining a control group and the limited
number of participants that could be
obtained as a result of the monetary and
time restrictions of the funding research
grant. In an effort to compensate for
this lack of a control group, a time-series
analysis and a more specific hypothesis
were used to obtain meaningful and
useful information. It was hypothesized
that a small change would occur from the
baseline (Phase 0) to the first five weeks of
treatment (Phase 1), when the treatment
focused mostly on skill development
and the building of group cohesion.
Then, a significant change would occur
during the last five weeks of treatment
(Phase 2), when treatment shifted from
skill acquisition to skill implementation
and group cohesion was more solidified.
Finally, it was hypothesized that scores
would either improve slightly or stabilize
during post-treatment (Phase 3), similar
to the findings of other adventure therapy
group studies (see Table 1) (Hattie, Marsh,
Neill, & Richards, 1997).
Method
Sample
Patients with a current diagnosis of
Major Depressive Disorder, Depressive
Disorder NOS, Dysthymic Disorder, or
an Adjustment Disorder with a depressed
mood component were asked to participate
in the study. Participants were adolescents
from age 12 to 16 who took part in the
Rites of Passage Ensuring Success (ROPES)
35

Table 1
Treatment Phases with Associated Time Frame and Content
Phase Name

Time Frame

Phase 0 (pre-treatment)

Three to four weeks prior to treatment in the
ROPES course

Phase 1 (Skill acquisition)

The first five weeks of the ROPES group 		
therapy treatment, which focused mostly on
learning problem solving skills, interpersonal
skills, and cognitive behavioral skills, as well as
group cohesion and goal setting.

Phase 2 (Skill implementation)

The last five weeks of the ROPES group therapy
which consisted mostly of therapeutic support,
leadership skill development, skills refinement,
and included the participant-led service learning project.

Phase 3 (post-treatment)

Three to four weeks after the final ROPES class.

program.
Referrals to the program
came from clinicians in the psychiatric
outpatient, partial hospitalization, and
in-patient units of Children’s Memorial
Hospital (CMH); however, the ROPES
program was only conducted in the outpatient setting. Willing participants (and
their guardians) signed an IRB-approved
consent form and completed the full
Tennessee Self-Concept Scale (TSCS-2) for
the initial assessment. Participants were
selected for the study if their TSCS-2 Total
self-concept T-score was in the “low” selfconcept range (< 40T; Fitts & Warren, 1996,
p. 22).
Of the 15 who took the initial
assessment, 10 met the study criteria. Of
these 10, two participants dropped from the
study before attending a ROPES class, and
one dropped after attending just one class.
These participants did not provide enough
data to be included in the time-series
analysis. Another participant dropped
from the study at week 7 of treatment,
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missing one class (week 6 of treatment,
when the curriculum shifted from phase
1 to phase 2), then returning for his final
class (week 7). In addition, he took part in
more intensive services during the course
of the study to address his ongoing needs.
His data was initially gathered, but there
were not enough data points to analyze
phase two or three of treatment. Six other
participants completed all four phases of
the study, bringing the total sample size
to seven. Of the seven whose data were
included, five were males and two were
females. Some participants continued to
see their out-patient therapist providers
for a maximum of 1 hour per week, as
well as any medication treatment, but did
not receive any other known psychiatric
treatment while participating in the study.
Participants attended one of four
ROPES group therapy sessions that took
place throughout the course of the study.
The ROPES program is a 10-week course
that meets for one 90-minute group
Outpatient Therapy Program

therapy treatment class per week. Sessions
took place in an indoor activity room in
the out-patient department at Children’s
Memorial Hospital in Chicago. Groups
included eight to 12 participants per
course.
The Program
Each class included verbalization of
feelings, problem solving, leadership skill
development, social skills practice, and an
adventure initiative/experiential activity.
Throughout the course, a different topic
was chosen to be the main focus for each
weekly class. Topics included learning
coping skills, goal setting, listening,
teamwork, brainstorming, assertiveness
training,
conflict
resolution,
plan
implementation, and evaluation. There are
only nine topics in the 10-session course so
that the therapist can choose the one that
is most needed for the particular group
to spend extra time with. The topics are
frequently revisited and expanded upon as
the course progresses.
The course was inspired by both
Islands of Healing: A Guide to Adventure-based
Counseling (Schoel, Prouty, & Radcliffe,
1989),
and
Problem-solving
Therapy,
(D’Zurilla & Nezu, 2007), along with prior
knowledge of group cognitive behavioral
therapy and interpersonal group therapy
practices. Therapy was provided by a male
Certified Therapeutic Recreation Specialist
(recreation therapist) trained in adventurebased counseling and a female Licensed
Clinical Social Worker.
In developing the ROPES therapy
curriculum, three significant developmental
characteristics of adolescence were used to
guide the decisions about what to include
and how to present the problem solving
material. These three characteristics were
(a) the struggle between dependence on
authority figures and independence, (b) the
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increased importance of peer acceptance,
and (c) the increased focus on identity
development (Carswell & Stafford, 2008 p.
27-30).
Struggle between dependence and
independence. To address the pull between
dependence and independence felt by
adolescents, adventure-based counseling
(ABC) was chosen as a key component
of the treatment. ABC utilizes adventure
activities
with
groups
to
provide
therapy, turning “passive therapeutic
analysis and interaction into active and
multidimensional experiences,” (Gass,
1993 p. 5). Instead of just having a
therapist talk to the patient about what
they might do differently, the experiential
aspect of ABC allows the patients to
experience a problem and helps them
develop new insights into how behaviors
affect themselves and others by practicing
problem solving. There is a strong emphasis
on group leadership and the final goal in
the treatment is that of independence,
with the group conducting the processing
of an activity through the earlier modeled
methods and the staff merely providing
guidance (Project Adventure, 2007).
Another way the ROPES program
addresses
this
struggle
toward
independence is through the service
learning project. Each ROPES course
culminates in a final group service
project, which allows the participants to
make decisions and work together apart
from the therapists. Participants apply
their knowledge of the leadership skills
developed through ROPES by planning
and implementing the service learning
project together, giving them a sense of
power and ownership in their treatment.
The adolescents brainstorm and vote on a
societal problem that the group will work
to ameliorate. They then choose an actual
agency to help, contact the agency, and
develop a project to complete for them. For
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example, in a previous ROPES session, after
voting and planning, participants assisted
the Anti-cruelty Society by making cat toys.
The strong participant-driven focus allows
the adolescents to work autonomously
from the adult therapists and it is meant
to validate their sense of independence as
well as their acquisition of the skills.
Increased
importance
of
peer
acceptance. To address the importance of
peer acceptance in adolescents, a group
therapy format was chosen for the ROPES
treatment. This allowed the therapists to
use the strength of peer feedback, as well
as provide opportunities for patients to
practice social problem-solving with peers
in a controlled setting. Kevin J. O’Connor,
a clinical psychologist and author of “The
Play Therapy Primer,” (1991) noticed this
increased benefit of the group experience
and explained that, “for a child to try a
new behavior and be reinforced by peers
is a more powerful and curative experience
than any amount of discussion in which
he might engage with… an individual
therapist or… group leader” (p. 330).
Identity
development.
Normally
developing adolescents will experience
an increase in abstract reasoning and
intellectual abilities. As individuals progress
through adolescence, they will start to set
limits and more appropriate goals than
in their childhood years (Carswell &
Stafford, 2008, p. 29). Adolescents with
low self-concept will likely have continued
difficulty with this area, even though they
might be developmentally ready (Fitts, &
Warren, 1996). Setting limits and suitable
goals can help them make appropriate
decisions based on who they want to
become. The goal-setting training in the
ROPES curriculum can assist adolescents
with a clinical emotional disorder in
acquiring the skills that their peers with
higher self-concept will be attaining more
readily through trial and error.
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In addition to the goal-setting
training, there is also a large focus on
positive qualities in ROPES to enhance the
adolescents’ understanding of the positive
aspects of their identity. During each class,
participants are reminded that everyone
has talents to utilize and that they should
treat everyone (including themselves) as a
valuable person, through the adventurebased counseling group guidelines called
the “Full Value Contract” (Schoel, Prouty,
& Radcliffe, 1989). Positive qualities are
also emphasized in letters from the parents
which the participant receives on the last
day of treatment.
Instrumentation
The Tennessee Self-Concept Scale
version 2 (TSCS-2) was chosen to measure
the self-concept of the participants in this
study (Fitts, & Warren, 1996). The TSCS-2
calculates an individual’s total self-concept
by analyzing responses to questions about
feelings related to their physical, moral,
personal, family, social and the academic/
work aspects of their life. The form was
thoroughly tested for reliability and
validity. Because the time-series analysis
requires participants to complete multiple
assessments per week, a validated short
form was needed to decrease the burden
on study participants. The TSCS-2 short
form (TSCS-2-S) is made up of 20 carefully
selected questions from the full TSCS-2
identified through a large development
group (N = 972). The short form was then
evaluated in a cross-validation group and
the correlation was found to be .94 (N =
892) and the internal consistency was
found to be .84 (Fitts & Warren, 1996).
The high reliability of the short version
influenced the decision to select the TSCS2 as the evaluation tool of this time-series
analysis.
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Procedures and Data Analysis
A case-based, time-series analysis for
short-stream time-series data (Borckardt,
Nash, Murphy, Moore, Shaw, & O’Neil,
2008) was conducted using the Simulation
Modeling Analysis Program (SMA), version
8.3.3 (Borckardt, 2006). This program
examines whether the relationship between
the dependent variable (e.g., depression,
self concept ratings) and the intervention
variable (phases in ROPES treatment)
differs from what would be expected were
the data points generated randomly. It is
suitable for use with auto-correlated data
(i.e., for a particular individual exhibiting
a given level of the dependent variable at
study onset, it would be expected that the
ratings of that variable would be correlated
and not independent of one another).
Time-series analysis is suitable for such
analyses and better than visual inspection
of trends since researchers can easily
overestimate treatment effects when using
visual inspection (Borckardt et al., 2008).
SMA determines the probability that phase

differences in the patterns of scores could
be due to random variation.
Results
For the time-series, participants were
asked to complete two TSCS-2 short forms
(TSCS-2-S) per week starting four weeks
before treatment and ending four weeks
following treatment. After all data were
collected, each participant’s data points
were entered into Simulation Modeling
Analysis Version 8.3.3 (SMA). Participants
completed an average of 28 assessments. Of
the participants who completed treatment,
the fewest assessment points collected
was from participant F1 (see figure 5) who
completed 19 assessments, and the most
was from participant M2 (see figure 2) who
completed 35 assessments.
While statistical trendlines are not
necessarily sufficient for determining
significance, the information is helpful
for determining direction of change. The

Figure 1: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant M1
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Figure 2: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant M2

Figure 3: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant M3

Figure 4: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant M4
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Figure 5: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant M5

Figure 6: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant F1

Figure 7: Plotted Tennessee Self-concept Scale 2, T-Scores
for Participant F2
Riley
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trendlines indicated that five of seven
participants demonstrated improvement
in their self-concept scores over the course,
and two remained stable in their selfconcept scores. None of the participants
demonstrated an overall decline on the
self-concept assessment (see Figures 1-7).

significant change (participants M2, M3,
and F2). From phase 1 to phase 2, only
one of the seven participants exhibited
significant change (participants M1) and,
from phase 2 to phase 3, four of seven had
significant change (participants M3, M4,
M5, and F2).

The SMA was run to analyze
differences between the four phases for
each participant. Phase 0 to phase 1, then
phase 1 to phase 2, and, lastly, phase 2
to phase 3, were analyzed (see Table 1).
There were only 20 analyses run because
participant M2 dropped from the study and
did not provide enough data to evaluate
phase 2 to 3. After running the SMA on
the four phases for each participant, it was
found that 11 of the 20 phase comparisons
were found to be statistically significant
at the .05 level or better. However, when
reviewing the graphs, it is apparent that
three of those were significant in the
negative. Participant M2 was declining
from phase 1 to phase 2 as he was about to
leave treatment for more intensive services,
and participant M4 also declined from
phase 1 to phase 2, but then improved in
the last phase. Participant M5 decreased
from phase 0 to phase 1, he only had four
phase 0 scores.

Two participants, M3 and F2, had
the most significant scores throughout
the course of treatment. Participant M3
showed significant change (p < .001) from
baseline to the first part of treatment as well
as change at an increasingly significant
level (p < .0001) from phase 2 to phase 3.
He did not fulfill the entire requirements of
the hypothesis because his scores had only
a gradual increase from phase 1 to phase 2
with a variation that was not statistically
significant (p = .460). Participant F2 had a
slight change at the beginning of treatment
with a statistical significance of p = .037,
and an increasingly significant change (p <
.001) during phase 3. Similar to participant
M3, her phase 1 to phase 2 was also not
statistically significant (p = .302).

Hypothesis Tests
Eight out of the 20 phase comparisons
were significant in the positive direction.
Analysis was also run to compare the pre
to the post treatment (phase 0 to phase
3), and it was found that four out of the
six participants that completed the study
showed significance at the .05 level or
greater. All of the four pre to post score
trends were in the positive direction.
The specific eight phase comparisons
that were significant at the .05 level or
less are as follows: From phase 0 to phase
1, three of seven participants exhibited a
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Of the remaining five participants, all
except one demonstrated improvement of
statistical significance in their self-concept
scores for at least one of the hypothesized
segments. Participant M1 improved his
self-concept during the first phase of
treatment (phase 1 to phase 2, p = .049).
Participant M2, even though he did not
complete the study, was showing improved
scores from baseline to the first half of
treatment (phase 0 to phase 1, p < .001).
Participants M4 and M5 demonstrated
significant change in the post treatment
phase (phase 2 to 3, p = .008 and p = .005
respectively).
The majority of changes in this study
took place post treatment. Out of the six
participants that reached the final stage of
treatment, four demonstrated a significant
change (p-value of .05 or better) from phase
Outpatient Therapy Program

2 to phase 3. This is twice as many as the
number of participants who demonstrated
significant change in the implementation
phase (phase 1 to phase 2).
Discussion and Implications
In this study, multiple participants
demonstrated improvement at specific
phases of the treatment. Due to the
fact that none of the participants
demonstrated significant change in all
three of the hypothesized segments on
either assessment, the hypothesis was not
supported with the time-series analysis
of the seven participants. However, in
hindsight, this hypothesis likely represents
the ideal, not allowing for individual
differences in client readiness, client
status, and client reactivity to different
aspects of the program. More meaningful
than this lack of consistent improvement
across all phases for all participants are
the observed significant improvements
that were observed at specific points in
treatment and the tendency for significant
improvement from the beginning to the
end of the program. In regard to previous
research, this study provides at least partial
confirmation of earlier studies that have
documented the ability of adventure based
programs to positively impact self-concept
(Gillis, Gass, & Russell, 2008; Gillis, &
Speelman, 2008; Hattie, Marsh, Neill, &
Richards, 1997). Furthermore, this study is
congruent with earlier findings regarding
programs grounded in problem-based
learning (Bell & D’Zurilla, 2009).
Overall, this study does provide
insights that could be helpful for future
recreation therapy treatment and supports
the use of multi-disciplinary collaboration
when implementing such programs.
Furthermore, the finding that the majority
of significant changes occurred in the post
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treatment phase suggests that perhaps
there are delayed effects in a person’s
thoughts about themselves for a therapy
that includes adventure-based counseling
and/or problem-solving therapy. While
experiential learning opportunities during
therapy help to create emotions similar to
those experienced in real-life situations and
provide problem-solving opportunities, it
might not be until patients can experience
success in their day-to-day lives after the
therapy that they can realize their own
power, which results in even greater
improvement in their self-concept. At that
point, they may be able to better transfer
the credit of their success away from
the therapist and realize that they are in
control. The more patients realize that they
can solve problems without the assistance
of a therapist or organized curriculum,
the more it will foster an internal locus
of control instead of an external locus of
control that is dependent on the therapist
or the therapy program.
This increase in self-concept post
treatment might also signify that the
therapy could potentially have longlasting effects. This finding is congruent
with the research findings from the 1997
meta-analysis of 96 adventure programs
in which post-treatment effect sizes
improved .17 above the .34 that was found
in the immediate program effects (Hattie
et al., 1997). This later improvement
could suggest that this type of treatment
has lasting effects that might decrease the
number of recurrent episodes a patient
with an emotional disorder experiences.
In addition to the TSCS-2 short form
that was used in the time-series analysis,
the full TSCS-2 was completed at the initial
(three to four weeks before treatment) and
at the final post-treatment assessment
(three to four weeks after treatment). Small
sample size prevented inferential analysis
of overall group improvements from pre to
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post test; however, the scores are notable
(from the TSCS-2 Long Form). All six of
the participants who completed the post
assessment improved from their initial
pre assessment scores. The improvements
ranged from three T-score points to a
26 T-score point improvement, with the
statistical mean being an improvement of
12.8 T-score points.
ROPES curriculum differs from the
traditional cognitive behavioral therapies
in two significant ways: its service learning
component and its multi-disciplinary
social work and recreation therapy team.
The service learning project took place
the second to last week of treatment,
when many scores started to improve. The
statistically significant improvements that
took place during the post treatment may
have been related to this service learning
project, suggesting that a study may be
warranted to observe the differences
between an adolescent group therapy
that includes a service learning project
versus one that does not to find if the
unique component is truly beneficial. The
multi-disciplinary effects were not able to
be evaluated in this study because there
were no non-multidisciplinary control
treatments to compare the results to, but
the positive results of this study suggest
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that it is an important approach to study
in the future.
Another area of interest is in the
concept of group attendance. Participant
M2 was the one participant who
demonstrated the greatest level of change
throughout the treatment; notably, he
was also the only participant to attend all
10 classes of the ROPES curriculum. This
finding may warrant a study to observe
the difference in effects of treatment
between participants who attend the full
curriculum and participants who miss one
or more classes.
The data that was gathered and
analyzed in this study provides insight into
a new intervention that has the potential to
be replicated and utilized to improve selfconcept in adolescents with depression.
By incorporating the most effective
components of therapy modalities, as
well as adding a service learning project,
therapists could more holistically address
the complex developmental stage of
adolescence that becomes even more
complex when teens are also dealing with
emotional disorders. Future analysis will
determine the overall effectiveness of a
multi-disciplinary approach to treatment
and, if found to be positive, could provide
an alternative depression treatment for
adolescents.
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