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INTRODUCTION

Depressive disorders often start in adolescence, they 

have a chronic course often with relapses and remissions 

in adulthood. The etiology of depression in children and 

adolescents involves a complex interaction of genetic, 

neurobiological, cogni t ive, interpersonal and 

environmental factors, together with development 

factors (Rao & Chen, 2009; Sander, Herren, & Bishop, 

2015). Subclinical depression is not less important. 

Between 20% and 50% of adolescents has experience 

with subsyndromal depression levels (Kessler, Avenevoli, & 

Merikangas, 2001; Hankin, 2006; Cuijpers, van Straten, & 

Smit, 2007; Cuijpers, Sander, Koole, van Dijke, Roca, Li, & 

Reynolds III, 2014). Although a large number of 

adolescents experience subclinical levels of depression, 

they are seldom involved in research, preventive or 

intervention programs (Gotlib, Lewinsohn, & Seeley, 1995; 

Gotlib & Hammen, 2014). This was the main motive, the 

challenge and the starting point for reflection on the 

importance and justification for taking up this topic.  

According to Cuijpers and associates (Cuijpers, De Graaf, 

& Van Dorsselaer, 2004), individuals are considered to 

have subclinical depression when they manifest clinically 

relevant depressive symptoms, but they do not meet 

standard diagnostic criteria for depressive disorders 

defined according to the DSM (Diagnostic and Statistical 

Manual of Mental Disorders) classification (American 

Psychiatric Association, 1994 and 2000), at least one of 

the basic symptoms of depression, as well as one 

additional other symptom, but not more than a total of 

four symptoms, or those who have a score above the cut-

off level on the self-reporting depression scale, until the 

criteria for a depressive disorder according to the 

diagnostic interview is met . 

The researchers have used this criterion in this research, 

with the cut-off score of 16 on Centre for Epidemidogical 

Depression Scale (CES-D), or through scoring above the 

cut-off score and without meeting the criteria for a full 

clinical picture of Major Depression (MDD), on the basis of 

the diagnostic interview M.I.N.I. kid (M.I.N.I. kid screen 
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/DSM-IV - TR/ (Sheehan & Lecrubier, 2001/2006). Please 

note that not for a moment psycho-diagnosing 

according to the diagnostic classification was not only the 

goal of this study, but it was determining a research group 

with subclinical depression on the continuum of 

depression, according to the psychological model of 

depression. Subclinical depression is important from a 

clinical perspective, not only because the person may be 

in a state that necessitates treatment, but because it is 

associated with the risk of developing major depression 

that can be prevented or mitigated with treatment. 

Adolescent clinical and subclinical depression has a 

significant negative impact on adolescents’ well being, 

school performance and consequently produces 

maladaptive outcomes in terms of subsequent 

education and occupational functioning. Some 

researchers emphasis that, several key symptoms of 

depression, such as psychomotor retardation, poor 

initiative, impaired ability to concentrate, low self-esteem, 

sense of worthlessness, and social withdrawal may 

s ignif icantly impair cognit ive functioning and 

performance and diminish initiative in learning (Kirkcaldy 

& Siefen, 1998; Fröjd et al., 2008). Negative social 

feedbacks from teachers and poor social relationships 

with peers may also contribute to learning problems 

through paying attention to the depressed adolescent’s 

behavior and emotional problems instead of learning. 

According to Fröjd et al. (2008), depressed young people 

had impaired abilities to cope with academic 

responsibilities. 

Screening for depression is an important component in 

the implementation of a comprehensive mental health 

system in the schools. The authors believe that, the first 

step in preventing clinical depression development in 

adolescents, including school context, is screening and 

facing the existence of subclinical depression, on the 

continuum of the psychological model of depression. 

From a clinical point of view, subclinical depression is 

important for two reasons. First, subclinical depression is 

often a non-validating state with significant psychological 

suffering and need for treatment. The goal of treatment is 

to reduce depressive symptoms and improve quality of 

life. Another reason why subclinical depression is 

important from the clinical point of view is an increased 

risk of developing major depression. 

Stice, Shaw, Bojon, Marti, and Rohde (2009) in their meta-

analytical review of depression prevention programs for 

children and adolescents found that prevention 

programs that targeted high-risk adolescents produced 

larger effects than did programs that were universal. 

According to systematic review conducted by Thombs, 

Roseman, & Kloda (2012), the authors know very little 

about potential benefits of depression screening in 

childhood versus potential harms. The proposed 

systematic review could determine whether there is 

sufficient evidence to support screening. The conclusions 

drawn from the review could help not only to researchers, 

but also to policy-makers, health care providers and will 

allow decisions to be made about whether screening 

programs are likely to benefit children and adolescents.

Material and Methods

Objectives 

This research is a part of a larger research project with a 

focus on clinical and subclinical depression during 

adolescence. So far there has been no other study 

conducted with adolescents in Macedonia, whose 

research subject was subclinical depression and its 

screening in schools. This was an additional motivation for 

this research. 

The objective of this research was to introduce a 

procedure for selecting and grouping of the research 

sample and the screening of subclinical depression in 

adolescents ranging from 13 to 17 years of age in primary 

and secondary schools that was carried out in the Eastern, 

Central and Western part of Macedonia in the period of 

two and a half years. The data obtained should have a 

practical implication for designing preventive and 

intervention programs in schools. 

Instruments

In order to asses data, the authors applied the List of data; 

M.I.N.I. kid interview (Sheehan & Lecrubier, 2001/2006) 

and Centre for Epidemiological Depression Scale (CES-D, 

NIMH (National Institute of Mental Health), Radloff, 1977). 
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The List of data is a structured questionnaire designed for 

this research for all respondents, and it contains 

information on: gender, age, education, place, diagnosis 

(for clinical sample only), and the average school 

success. Questions about whether they have ever visited 

a psychiatrist/psychologist and what the reason was for it 

were also on the list. M.I.N.I. kid interview is a structured 

clinical interview for diagnosis screening according to 

DSM-IV-TR (Diagnostic and Statistical Manual of Mental 

Disorders (4th ed. Text Revision)) classification, the version 

for adolescents (Sheehan & Lecrubier, 2001/2006).

The presence and level of depressive symptoms are 

operationalized through Centre for Epidemiological 

Depression Scale (CES-D, NIMH, Radloff, 1977). Total score 

of 16 or higher is considered depressed. The CES-D is a 20-

item instrument developed by NIMH, Radloff (1977), to 

detect major or clinical depression in adolescents and 

adults in community samples. The CES-D includes twenty 

items comprising six scales reflecting major facets of 

depression: depressed mood, feelings of guilt and 

worthlessness, feelings of helplessness and hopelessness, 

psychomotor retardation, loss of appetite, and sleep 

disturbance. Scores range from 0-60, with depressive 

symptomatology indicated at a cut-off of 16 or above, as 

the authors used in this research as well. The CES-D has 

been shown to be a good reliable measure for assessing 

the number, types, and duration of depressive symptoms 

with high internal consistency (Radloff,1977). According to 

the pilot study conducted on the Macedonian sample, 

good measures of internal consistency are confirmed 

(α=.89).

Findings of the Present Study

Sampling Procedure and Procedure of Screening 

After receiving the approval of the Institutional Ethics 

Committee, the research was planned and conducted in 

accordance with the provided ethical procedures and 

codes of psychological research, in clinics and schools in 

the three main centers of socio-demographic regions in 

the Republic of Macedonia (Shtip, Eastern region; Skopje, 

Central Region; Bitola, Western region). According to 

ethical procedure, all participants agree to be involved in 

the research with guaranteed anonymity and signed 

informed consents. 

For the purposes of this project, the sampling procedure 

was carried out in the next two phases. In the first phase 

(pilot study) for the purpose of checking the instruments 

reliability (Cronbach alpha coefficient) on the non-clinical 

sample of adolescents between the ages of 13-17 years, 

a sample of 300 adolescents of both sexes in primary 

school (grade 7 and 8) and high school (I, II, III year) in 

Skopje was planned. Of the total 300 planned 

adolescents, the pilot study took into consideration the 

data of 282 adolescents. The instruments showed good 

psychometric properties (more details on this in the 

previous section on instruments). 

In the second phase, for the purposes of the main 

research, the draft study planned a clinical sample of 150 

adolescents between the ages of 13-17 years in 

Macedonia, 50 in each of the following centers: Shtip, 

Skopje and Bitola (Figure 1). The main research took place 

between January 2012 and August 2014. The criterion for 

inclusion in this pattern is to meet the diagnostic criteria 

DSM-IV-TR / DSM-V (APA, 2000; 2013) for unipolar 

depressions without psychotic features (Major Depression, 
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Figure 1. Presentation of the Clinical Sample in the Research

Figure 2. The selection and grouping procedure of the 
research sample

Clinical Sample in Research

Clinical sample according to draft plan 150

150 (50 from each of the three Clinical centers)

Final Clinical Sample in Research

139 (from three Clinical Centers:  Shtip, Skopje and Bitola) (of the planned 

150, there were 11 incomplete sets of instruments)

Initial sample according to draft plan

th th180 at the age of 13 and 14 years, 7  and 8  grade of primary school, 540 
at the age of 15,16 and 17 years, I, II, III year of high school and secondary 
vocational schools. 240 of each of the three socio-demographic centers 

Shtip, Skopje and Bitola, a total of 720 .  

Of the planned total number of 720, due to 13 incomplete sets of 
instruments, for further selection activities 707 respondents of the control 

and subclinical sample were taken into account.

Clinical Sample Subclinical Sample

140  respondents
Exclusive criterion  

cut-off < 16 on CES-D
M.I.N.I kid

133  respondents
cut-off > 16 on CES-D

M.I.N.I kid



MDD). The data for 139 adolescents were taken into 

account in the final clinical sample. 

A control and a sub-clinical sample of adolescents 

between the ages of 13-17 years were also provided 

(Figure 2). These samples were formed from a larger 

sample of adolescents: 180 from primary schools (grade 

7 and 8); 540 from high schools and vocational schools (I, 

II, III year) in Shtip, Skopje and Bitola. There was a total of 

720 adolescents, of which 240 were divided by their 

socio-demographic center. The final sample for further 

selection activities (control and subclinical sample) 

covered only adolescents who had completely filled out 

instruments, or a total of 707. The cut-off score for 

subclinical depression, on the CES-D, i.e. the score above 

which the respondents with subclinical depression are, is 

determined to be above 16. This cut off score is 

determined based on literature and world research the 

number of which is unfortunately very small (Cuijpers & 

Smit, 2004; Cuijpers, 2014).

From a total of 707 adolescents, by using the CES-D and 

the cut-off score for adolescents (score above 16), the 

researchers formed the sub-clinical sample. The 

respondents in this sample do not meet DSM-IV-TR / DSM-V 

criteria for Major depression, but they achieve CES-D 

scores over 16, as the cut-off score. To this end, the 

researchers have conducted a screening interview with 

M.I.N.I. kid interview. If respondents have a score >16 on 

the CES-D, and do not meet the criteria for M.I.N.I. kid 

interviews for major depression (according to DSM-IV-TR / 

DSM-V criteria), then enter the sub-clinical sample. The 

number of respondents who met the criterion for the 

subclinical sample was 133 adolescents. Of the 

remaining adolescents who have low scores on the CES-

D, below the cut-off score of subclinical depression, the 

researchers formed a control sample of adolescents. The 

exclusive criteria were: the presence of organic and 

psychotic disorders; somatic diseases; IQ below 75. In 

order to get a more refined control sample, the 

psychologists in schools conducted a screening using 

M.I.N.I. kid interviews, based on the data obtained from 

the list of basic data.

For the control sample, all adolescents who answered yes 

to questions pertaining to visiting psychologists/ 

psychiatrists and the possible reasons for this were 

interviewed and then, based on the findings, excluded 

from the sample. The number of respondents who met the 

criterion for the control sample was 140 adolescents. So, 

the final sample consisted of: the clinical group, 139 

(33.7%) respondents; the subclinical group, 133 (32.3%) 

respondents, and 140 (34.0%) respondents in the control 

group, or a total of 412 respondents. 

The research at the clinics was conducted by psychiatrists 

and clinical psychologists who informed parents and 

adolescents about the purpose of research and obtained 

informed consent from them. During diagnosing, in 

addition to other instruments, the same instruments that 

were assigned to the non-clinical sample (control and 

subclinical) were used.

The Description of the Research Sample by Relevant 

Clinical Characteristics and Socio-demographic 

Variables: Frequency per Group, Sex, Age and School 

Average Success

·The description of the research sample by relevant 

clinical characteristics

Table 1 shows the group of the research sample 

according to relevant clinical characteristics by 

frequency and percentage of representation. As it can be 

seen from this table, out of the total number of 

respondents in the sample, the frequency of subjects in 

the clinical group is 139 (33.7%), the frequency of 

respondents' representation from the subclinical sample 

is 133 (32.3%), and frequency in the control group is 140 

(34.0 %).

Overview and Description of the Sample Structure by 

Socio-demographic Variables: Frequency per Group, 

Sex, Age, And School Average Success

RESEARCH PAPERS

Group Frequency Percent Cumulative 
percent

Clinical 139 33.7 33.7

clinical 133 32.3 66.0

Control 140 34.0 100.0

Total 412 100.0

Table 1. Representation of Groups in the Sample 
(Clinical, Subclinical and Control Group) 
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According to Table 2, the representation of female 

adolescents in the total sample is slightly higher than that 

of the male respondents (61.7% vs. 38.3%). The number 

and percentage of respondents in the above-mentioned 

categories is given.

Respondents in the sample were between the ages of 13 

to 17 years. The largest number of respondents in the 

sample was at the age of 17 (134 or 32.3%), followed by 

the age of 16 (124 or 30.1%), then at the age of 15 (81 or 

19.7%), at the age of 14 (44 or 10.7%), and at the age of 

13 (29 or 7.0%) (Table 3). The average age of the entire 

sample was M=15.70, SD=1.22. 

Table 4 provides data on the school average success of 

the respondents in the sample. As it can be seen, the 

largest number of respondents-160 has the average 

success of 4.00 (38.8%); then 153 respondents with the 

school average success of 3.00 (37.1%) and the smallest 

number of 99 respondents with the average of 5.00 (24%).

Discussion 

The researchers were interested how to identify risk group 

of adolescents for prevention and school-based 

depression intervention. In order to answer the research 

question in this study, the data were statistically analyzed 

using the computer program SPSS 18.0 (SPSS Inc., 2009). 

Data analysis included the usual statistical analysis for 

analyzing the item of reliability (Cronbach alpha 

coefficient) for the applied tests. In addition to the usual 

descriptive statistical analysis, it also included the one 

factor analysis of variance, ANOVA. 

The research results of quantitative differences in relation 

to the level of depressive symptoms on the CES-D 

instrument between clinical, subclinical and control 

group

Table 5 shows information that the researchers 

considered important for further description of the 

research sample. They can notice a different significance 

of the average score on the CES-D instrument in all three 

groups. The researchers started determining the 

significance of differences between the three groups in 

the sample (clinical, subclinical, control) in relation to the 

level of depressive symptoms on the CES-D instrument. 

Single factor univariate analysis of the variance, and the 

differences of the three groups according to the level of 

depressive symptoms on the CES-D instrument were 

tested: clinical, subclinical, control. The analysis showed 

that, there are significant differences F (2,409) = 

5527.842; p <.001).

RESEARCH PAPERS
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Age Frequency Percent Cumulative 
Percent

13 year 29 7.0 7.0

14 year 44 10.7 17.7

15 year 81 19.7 37.4

16 year 124 30.1

17 year 134 32.5 100.0

Total 412 100.0

Table 3. Representation of Respondents according to Age 

GPA Frequency Percent Cumulative 
percent

3.00 153 37.1 37.1

4.00 160 38.8 76.0

5.00 99 24.0 100.0

Total 412 100.0

Table 4. The Representation of Respondents by 
School Average Success (GPA)
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Table 2. Representation of Respondents in the Sample by Sex

Sex Frequency Percent Cumulative 
percent

Female 254 61.7 61.7

Male 158 38.3 100.0

Total 412 100.0

Group N M SD SE

95% Confidence
Interval for Mean 

Min Max
Lower
Bound 

Upper
Bound 

Clinical 139 51.194 5.438 .462 50.282 52.106 38.00 60.00

Subclinical 133 20.752 2.258 .196 20.364 21.139 17.00 25.00

Control 140 7.736 1.625 .138 7.464 8.007 5.00 12.00

Total 412 26.599 18.690 .921 24.789 28.410 5.00 60.00

Table 5. Descriptives of Research Samples



The researchers wanted to test between which groups 

there were significant differences, and to this end they 

started the Scheffe's test of subsequent comparison of 

groups. Scheffe tests showed that, the differences were 

significant between all the three groups: depression was 

most pronounced in the clinical (M=51.194), then in the 

subclinical (M=20.752) and it was lowest in the control 

sample (M=7.736), which not only corresponds to the 

level standards of depression symptoms on the instrument 

CES-D, but it also speaks in favor of the fact that the groups 

were well-selected by the way of forming the subclinical 

group with the cut off score >16 (Tables 6 and 7) and Figure 3. 

The results of this research could be used in further 

research that are necessary, especially in the direction of 

the development of better preventive, diagnostic and 

therapeutic strategies. The results obtained will give a 

contribution to the overall scientific knowledge in the field 

of clinical psychology, which will allow the creation of a 

specific model for early diagnosis, rational treatment, and 

with it a better long-term prognosis and improvement of 

the quality of the life of adolescents, which in addition 

gives practical meaning to this work. 

Conclusion

These findings seem to have implications for school and 

mental health professionals in early detection and 

intervention with depression vulnerable adolescents. 

From the theoretical-research aspect, the contribution of 

this paper is the emphasis of the necessity of 

complementary and integrated approach, as well as of 

the necessity of strengthening the developmental-

psychological and psychopathological perspective in 

research and the explanation of etiology, appearance, 

maintenance and repetit ion of depression in 

adolescence. 

Similarly, the developmental approach emphasizes the 

importance of the social context, socio-cultural 

environment in which cognition takes place, as well as the 

importance of the role of social support, as it is perceived 

by adolescents, especially in the transition medium and 

late chi ldhood/ear ly adolescence and ear ly 

adolescence/late adolescence. Preventive efforts can 

be selectively targeted at children and adolescents with 

academic problems. The authors recommended new 

research in future and research findings from 

developmental psychological perspective would be an 

invaluable contribution to a very important goal in this 

area the development of empirically substantiated 

approaches in diagnostic and therapeutic strategies and 

treatment. 

Bearing in mind that screening for depression is essential 

to ensure accurate diagnosis, follow-up, and effective 

treatment planning, there are many factors and 
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CES-D

Sum of
Squares df

Mean
Square F Sig.

Between
Groups 

138447.131 2 69223.566 5527.842 .000

Within Groups 5121.789 409 12.523

Total 143568.920 411

Table 6. The Significance of Differences between Groups with 
respect to Levels of Depression Symptoms on the CES-D by using 

the one-way ANOVA

subclinical

CES-D
Scheffe

(I) group (J) group

Mean
Differ.
(I-J) 

Std. 
Error Sig.

95% Confidence 
Interval

Lower
Bound 

Upper
Bound 

Clinical subclinical 30.442* .429 .000 29.388 31.497

control 43.458* .424 .000 42.418 44.499

Subclinical clinical -30.442* .429 .000 -31.497 -29.388

control 13.016* .428 .000 11.963 14.068

Control clinical -43.458* .424 .000 -44.499 -42.418

-13.016* .428 .000 -14.069 -11.963

*p < 0.001

Table 7. Multiple Comparisons between groups-Scheffe 
Post hoc Test

Figure 3. The Significance of Differences in Relation to the Level of 
Depression Symptoms on the CES-D Instrument between Clinical, 

Subclinical and Control Group 



recommendations that have to be taken into 

consideration. Important stakeholders must be involved 

before the screening takes place. These stakeholders 

may consist of school administrators, teachers, families, 

and mental health organizations. Consent must be 

acquired from students getting assessed, parents/ 

guardians, and school districts. Then, National strategy 

and guidelines should be determined for the 

implementation, compilation, scoring, analysis, and 

follow-up of the assessment. Screening of mental health 

problems in schools and school based mental health 

programs are very important because it has led to 

increased identification of at risk adolescents, 

connection of those students to appropriate services, and 

promotion of positive mental health. 
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