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Abstract 

Adolescent depression is a significant problem in New Zealand. The Youth2000 

survey indicated that around 9.0% of male and 18% of female secondary school 

students reported feeling depressed. School Guidance Counsellors (SGCs) are ideally 

placed to identify, assess and treat these adolescents. However, SGCs are rarely 

included in mental health research.  

I investigated the beliefs, knowledge and practice of SGCs around adolescent 

depression. There were three stages to the research. Stage One used a qualitative 

approach, with nine focus groups held in Auckland in 2004. Fifty-two SGCs 

participated. I developed a thematic map from the results that emerged. Category One 

“Beliefs and Knowledge” had three themes: causes, negative connotations and 

different presentations. Category Two “Practice” had five themes: assessment, 

referrals, effective therapy, systems and training needs. 

Stage Two comprised a questionnaire based on these results. This investigated SGCs’ 

knowledge of depression, assessment, training and referral decisions. It also requested 

demographic data. In 2005, this was sent to 455 SGCs throughout New Zealand. Two 

hundred and forty SGCs (53%) responded. Eighty percent did not believe that their 

initial training equipped them adequately to work with mild to moderately depressed 

adolescents. SGCs wanted further training, especially appropriate strategies. They 

requested information based on research and presented by clinicians.  

In Stage Three, I developed a training workshop on assessment, referral and treatment 

of adolescent depression, tailored to SGCs’ needs. Thirty-nine SGCs attended 

workshops in 2006. Evaluations were positive and indicated that this training was 

appropriate and useful. SGCs would recommend the workshop to others.  

Strengths and weaknesses of the study are discussed and recommendations made 

about future developments. There is emphasis on the need for policy to encourage 

collaboration between SGCs and Child and Adolescent Mental Health Services 

(CAMHS), education and health, training providers and the New Zealand Association 

of Counsellors. As SGCs are placed outside both teaching and health, they need to be 

adequately trained and receive regular professional development, supervision and 

consultation around depression. CAMHS are well placed to offer training to SGCs 

based on identified needs and evidence-based practice.  
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Chapter 1  

Aims, Objectives and Introduction to this Research 

1.1 Overall aims and objectives of the research 

1.1.1 Key aims 

In this research, I aimed to investigate the beliefs, knowledge and practice of New Zealand 

School Guidance Counsellors (SGCs) about assessment and treatment of adolescent 

depression. From this, I could determine the training needs of SGCs in this area. I aimed to 

develop, deliver and evaluate a training package for SGCs that would be suitable for working 

with depressed adolescents in New Zealand.  

1.1.2 Key objectives 

1) To investigate the beliefs, knowledge and practice of SGCs in the assessment and 

treatment of adolescent depression. 

2) To determine the perceived need for specific training for SGCs in:  

a) detection and assessment of depression 

b) interventions to treat mild to moderate adolescent depression 

c) appropriate referral procedures when necessary. 

3) To develop, pilot and evaluate a training workshop for SGCs on assessment, treatment and 

referral of depressed adolescents. 

1.2 General introduction to the research 

1.2.1 My background 

My training and work experiences have meant that the area of SGCs and their knowledge of 

depression are of great interest. Originally a teacher, I trained and worked as an educational 

psychologist. More recently, in New Zealand, I worked as a family therapist in a youth health 

setting. One of my roles there was to develop a regular group meeting for the SGCs in the 

area, which I facilitated for several years. This meeting provided an opportunity for 

networking and for education. Although I have never been a School Guidance Counsellor, I 

believe I have considerable understanding of their job. I appreciate their determination to do 

the best for their students, but am aware of the difficulties they can experience when working 

with young people whose mental health needs require more than simply good counselling.  
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1.2.2 SGCs and Adolescent depression 

Adolescent depression in New Zealand is a serious problem (Adolescent Health Research 

Group, 2003; Andrews, Merry, & Van Altvorst, 1998; K. R. Brown, 2005; Manthei, 1999b; 

Ramage et al., 2005). School Guidance Counsellors (SGCs) are often the first professionals 

who have an opportunity to meet with young people suffering from depressive symptoms 

(Besley, 2001; K. R. Brown, 2005; Crowe, 2006; Manthei, 1999b). Initially, in New Zealand, 

SGCs were trained and experienced teachers who undertook training in counselling and 

guidance focussing on adolescents. However there does not appear to be specialised training 

available for SGCs who work with students who have emerging mental health problems 

(Besley, 2001; Crowe, 2006).   

1.2.3 Skills which SGCs bring to their work  

SGCs have a wide variety of skills that they bring to the job, in particular knowledge of young 

people, adolescent development and issues which adolescents face in their growing up. SGCs 

have generic counselling skills and engage well with young people. However more is needed 

than that. As the incidence of emerging mental health problems among NZ young people is 

increasing (Adolescent Health Research Group, 2003; Beautrais, Wells, McGee, & Oakley-

Browne, 2006; Joyce, Oakley-Browne, Wells, Bushnell, & Hornblow, 1990), SGCs are 

therefore more likely to be working with adolescents with common mental health problems, 

such as depression and anxiety.   

1.2.4 The questions to be investigated in this research 

I have been concerned about the apparent gap between training received and the work that 

SGCs are expected to do in today's High Schools. The main problem was that many SGCs do 

not appear to have sufficient skills to work therapeutically with young people who may be 

depressed. If these skills are not taught during in initial counselling training, whether at 

University, Polytechnic or Tertiary College perhaps they are acquired through later 

professional development. However I knew that some SGCs were unable to access regular 

professional development for a variety of reasons, and so many were unlikely to have had the 

opportunities to learn approaches known to be appropriate in working with mild-moderately 

depressed adolescents. 

It was this situation that led to the research questions, which were to be answered in this 

research. What did SGCs believe about adolescent depression? What was the actual level of 

their knowledge about adolescent depression and was this sufficient for the work that they 
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did? What did SGCs know about identification and assessment, referrals and risk, as well as 

evidence-based ways of working with mild-moderately depressed adolescents?  

1.3 The need for exploratory research 

I found no previous studies in the research literature examining adolescent depression from 

the perspective of SGCs in New Zealand (Besley, 2001; J. Miller, Manthei, & Gilmore, 

1993), and only a limited number of studies from overseas (Auger, 2005; Baginsky, 2004; 

Baruch, 2001; Bauer, 1987; Birdsall & Miller, 2002; Black, 1996; J. Burns & Hickie, 2002; 

Capuzzi & Gross, 1998; Hoagwood & Erwin, 1997; Kirchner, Yoder, Kramer, Lindsey, & 

Thrush, 2000; Leane & Shute, 1998; Maag, Rutherford Jr, & Parks, 1988; Rice & Leffert, 

1997). There was considerable research about the role of school counsellors and suicide 

prevention, in New Zealand (K. R. Brown, 2005; Burnett, 1999; Fleming, 2003; Fleming, 

Merry, Robinson, Denny, & Watson, 2007; Fortune, 2003; Fortune & Clarkson, 2006; 

Massey University, 2000; L. McCarthy & Hermansson, 1998; McGuiness, 1998; Mental 

Health Foundation, 1997; National Health Committee, 1998; Whitham, 2005) as well as 

overseas (Culp, 1998; Greenberg, Domitrovich, & Bumbarger, 2001; Keys, Bemak, & 

Lockhart, 1998; King, 2000; King & Smith, 2000; McGuiness, 1998; Popenhagen & Qualley, 

1998; Repie, 2003; Scouller & Smith, 2002). This suggested that an investigation of the needs 

of New Zealand SGCs about identification and treatment of adolescent depressant would be 

worthwhile. 

1.3.1 Reasons for choosing a research project in Three Stages 

Initially this research was envisaged as consisting of planning and delivering a pilot training 

workshop for SGCs which would be evaluated. However it became evident from a brief 

preliminary study (Bulkeley, 2002) that the beliefs, knowledge and skill level of SGCs in 

relation to adolescent depression was almost entirely unknown. This information was 

combined with my strong belief that when participants are themselves consulted and their 

opinions valued, there is increased likelihood of research results being seen as relevant and 

pertinent to the participants. Thus the research changed from simply being the development 

and evaluation of a workshop for SGCs, to a research project in three stages. This would seek 

to investigate what knowledge SGCs already had about adolescent depression, where this had 

come from, what new knowledge they desired and what methods of delivery were preferred.  
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1.4 Summary 

This research thus became exploratory and participatory. It developed into 3 sequential stages 

and as such sits as a substantial piece of research that is relevant for SGCs working in High 

Schools in New Zealand. The aim was to identify the main factors that SGCs regard as 

significant in the areas of assessment, treatment and referral of depressed adolescents. These 

findings informed the need for, and development of, a training package for SGCs.  
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Chapter 2  

Setting the Scene 

The aim of this research was to investigate the beliefs, knowledge and practice of 

School Guidance Counsellors (SGCs) and assess the need for training to assist them in 

their work with adolescents with mild-moderate depression. It is important to 

understand the work of school counsellors and their place within the school setting 

and also their relationship with other health professionals. 

2.1 School Guidance Counsellors or School Counsellors? 

In New Zealand there is considerable disagreement about what to call those who 

counsel in a school. The Post Primary Teachers’ Association carried out a survey in 

2004 (PPTA, 2004) to which there were 256 replies, reported as “an excellent 

response rate” (p.1). The SGCs were asked about job titles, with results indicating that 

70% were employed as Guidance Counsellor or School Guidance Counsellor, 15% as 

Counsellor but not Guidance (e.g. School Counsellor), 9% Guidance but not 

Counsellor (e.g. Head of Department of Guidance), while 2% had titles involving 

student support. Other titles included Student Advisor, Teacher in Charge of Pastoral 

Care and Pastoral Care Assistant (PPTA, 2004). 

An Internet search for New Zealand entries for “School Guidance Counsellor” in late 

2008 found 690 entries while for “School Counsellor” there were 1280 (Google, 

2008b). There was considerable overlap, with many entries using both terms 

interchangeably. These included universities, other training institutions, individual 

schools, government departments, counselling organisations and agencies, and 

websites for adolescents seeking help.  

The New Zealand Association of Counsellors (NZAC) sends a publication to all 

schools that advertise a counselling vacancy. This is called the “School Guidance 

Counsellor Appointment Kit” (New Zealand Association of Counsellors, 2002). This 

kit includes reference to School Guidance Counsellors, School Counsellors, and 

Guidance Counsellors as well as to Counsellors. The question of what title to use is 

clearly not straightforward. In this thesis I will mainly use the term School Guidance 

Counsellor and its acronym SGC. Since 1999 I have facilitated a group for School 

Guidance Counsellors in South and East Auckland that is known as the SGC group. 
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The use of SGC is commonly accepted and the websites for the 2007 and 2008 School 

Guidance Counsellor conferences were at www.sgcconference.co.nz (Google, 2008a). 

A School Guidance Counsellor works in schools and historically had a background in 

teaching although this is changing.  

Overseas the situation is similar. In Australia, there are several names used for those 

who offer counselling to school students (AGCA National Executive, 2008). No two 

states have exactly the same titles or required qualifications, and there are different 

names used in government, private and Catholic schools. Guidance Officers work in 

New South Wales, Queensland, South Australia, Tasmania and Victoria, while the 

Australian Capital Territory, New South Wales, Northern Territory, South Australia 

and Western Australia have School Counsellors. In many states Guidance Officers or 

School Counsellors need to be both registered teachers and psychologists, but this 

varies considerably and when there are difficulties in finding suitable applicants for 

positions, these requirements can be modified. Only in Queensland is it clearly stated 

that Guidance Officers in Government schools must be registered teachers with 

additional post-graduate qualifications in guidance and counselling (McMahon & 

Patton, 2000). Tasmania is about to change from having Guidance Officers to School 

Psychologists.   

In England, Wales and Northern Ireland, the term used is School Counsellor (Lang, 

1999) but occasionally Specialist School Counsellor is used (Baginsky, 2004). 

However professional guidelines simply use the term Counsellor (British Association 

for Counselling and Psychotherapy, 2002). In Scotland there is a very different system 

with Guidance Teachers who are not counsellors and do not undertake any form of 

therapy (Howieson & Semple, 2000). 

In the United States of America, School Counselor is the usual term (Macdonald & 

Sink, 1999; Walsh, Barrett, & DePaul, 2007), although School Guidance Counselor is 

also used (Schneider, Friedman, & Fisher, 1995) while Professional School Counselor 

is the preferred term of the American School Counselor Association (J. Bowers & 

Hatch, 2005). In Canada, (Paterson & Janzen, 1993), Israel (Erhard & Harel, 2005; 

Tatar, 1998), Malawi (Maluwa-Banda, 1998), Nigeria (Aluede, McEachern, & Kenny, 

2005) and Singapore (Rivera, Nash, Wah, & Ibrahim, 2008), the usual term is School 

Counsellor. 
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In Ireland three terms are used, School Counsellor, Guidance Counsellor (Canadian 

School Counsellors, 2004) and High School Counsellor (Lyons, 2000). In South 

Africa, Guidance Teachers and School Psychologists counsel in schools (Bernard, 

Pringle, & Ahmed, 1997) while in Hong Kong there are Counsellors, Teacher-

Counsellors and Guidance Teachers (Chan, 2005). 

In this thesis, I will be using the term School Guidance Counsellor, and its acronym, 

SGC when referring specifically to those counsellors working in New Zealand 

schools. School Counsellors working in other countries will generally be referred to 

by the common term used in that country. 

2.1.1 The position and role of School Counsellors 

The position and role of School Counsellors is complex and has changed considerably 

since their introduction. The development of counselling in schools over the last 40 

years has been problematic in several ways in many countries. These difficulties, 

which have contributed to the uncertain position in which many School Guidance 

Counsellors find themselves include: 

1) The separation of counselling from guidance and pastoral care. 

2) Weakened support for school counsellors by education policy makers, local 

education authorities and school management.   

3) Increased isolation of counsellors from teaching staff and employment of 

trained and often very experienced counsellors who are not teachers. 

4) The growth in school health services, often not including counselling. 

5) Work with adolescents who have emerging mental health problems, without 

adequate training. 

These five issues will be discussed below to give more understanding of the role and 

issues of being a school counsellor in today’s high schools.  

2.2 The separation of counselling from guidance and 
pastoral care 

2.2.1 Pastoral care, guidance and counselling overseas 

In many countries a close relationship existed in the past between guidance and 

counselling in schools. Developments such as the professionalism of counselling as a 

career and the growth of pastoral care, which includes guidance, have led to changes. 
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Historically in the United Kingdom, pastoral care refers to those structures that 

schools put in place to help ensure the personal and social development of school 

students (Department of Education and Science (DES), 1989). It can be seen to 

include guidance and counselling as specific aspects. These were felt to be separate 

concepts with school counselling considered as one potentially valuable contribution 

to the protection of the mental health of children as early as 1967.  In his pioneering 

article Daws gave four reasons for having school counsellors (Daws, 1967). Firstly, 

more students need counselling than teachers can provide. Trained counsellors who 

can support the students can best meet this need. As adolescents stay at school longer 

they have more personal issues to bring to counselling. Finally, larger schools with 

students from a greater variety of backgrounds mean that more students are likely to 

be in need of counselling. 

Guidance was seen as increasingly relating to career or vocational guidance in 

schools. While strongly connected to education this also had the sense of guidance 

through life, in parenting, religious settings, mentoring and more generally. Guidance 

elements appeared in the Personal, Social and Health Education (PSHE) programmes, 

which were an established although not statutory part of the National Curriculum 

(Watts & Kidd, 2000). 

2.2.2 The relationship between guidance and counselling 

Guidance can be seen as encompassing counselling. As recently as 1993 in England 

and Wales, the Standing Conference for the Association of Guidance in Educational 

Settings (SCAGES) viewed counselling as one of many activities within guidance. 

Watts argued that there was considerable overlap and did not wish the separation to 

increase (Watts & Kidd, 2000) while Best suggests that it is possible  

to identify conceptual differences between the different tasks teachers do and 
between the different structures and processes which schools institutionalise 
to facilitate these tasks and ensure they are done.  

(Best, 1999). 

When a range of pastoral care and guidance groups in England and Wales came 

together to form SCAGES, counsellors in schools became separate from this grouping 

as they joined the Standing Conference for the Advancement of Counselling that was 

established in 1971. This later became the British Association of Counselling (BAC) 
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in 1976, which was seen by some as an organisation for those individuals “aspiring to 

professional status as counsellors” (Watts & Kidd, 2000). 

However guidance can also be seen as directive and thus the opposite of counselling 

which is seen as non-directive. Hui, writing about guidance in Hong Kong schools is 

very clear stating that ‘guidance’ and ‘counselling’ are two distinctly different 

concepts. In Hong Kong, guidance aims at helping students in their whole-person 

development, whereas counselling aims at helping students to cope with distress and 

confusion (Hui, 2002). This is even though both written and spoken Cantonese 

translations of the two terms are the same, `fuh-douh’, meaning to ‘assist and guide’. 

Like Best, Hui looks at the tasks and when these are employed, acknowledging that 

teachers may employ counselling skills in guiding and interacting with students. This 

is seen as distinct from counselling which Hui believes should be offered only by 

those who have received appropriate training. McGuiness is in agreement but also 

suggests that skills of counselling are fundamental and necessary for teachers so they 

may be effective in their work (McGuiness, 1998).  

In Scotland the term guidance is used in place of pastoral care, with secondary schools 

having well established guidance departments since 1971. However guidance staff are 

also classroom teachers, with credibility among colleagues seen to depend partly on 

their perceived ability as classroom teachers. Many adolescents reported this as 

causing difficulty and expressed a desire that guidance staff be full-time (Howieson & 

Semple, 2000). While the use of counselling skills is an important part of the role of 

guidance staff, Howieson and Semple emphasise that the Scottish Office Education 

and Industry Department (SOEID) clearly states that “guidance teachers are not 

counsellors and do not undertake therapeutic counselling” (Howieson & Semple, 

2000). This is seen as similar to the pastoral care system in England and Wales. 

In the United States of America, in the early 1900s, vocational guidance was the term 

used for guidance and counselling and involved helping students in the transition from 

school to work (Gysbers, 2001). From the late 1920s onwards there was less emphasis 

on vocational guidance and more on educational guidance. As in other countries, the 

early work of vocational counselors was carried out by teachers without formal 

counselling training, who worked within a developing structure. 

The mental health movement of the 1930s led to the rise of personal counselling, with 
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those working in guidance in High Schools focussing more on this aspect. In the 

1930s, a new organizational structure for guidance and counseling was introduced, 

called pupil personnel work (Gysbers, 2001). Staff included attendance officers, 

visiting teachers, school nurses, school physicians, and vocational counselors. This 

changed to pupil personnel services (PPS) in the 1960s and later became guidance and 

student services. Gradually counselling came to be central to this service. A major 

change occurred when the focus changed to the provision of information to 

individuals thus narrowing the field of guidance and counselling ("Carl D. Perkins 

Vocational-Technical Education Act Amendments of 1998," 1998).  

Gysbers reported that historically guidance and counselling were not placed as an 

integral part of education, and that concern had been expressed about this as early as 

the 1920s by Myers and Payne (Gysbers, 2001). In the USA a programme of guidance 

and counselling is seen as giving counsellors the “structure, time and resources to 

fully use their expertise” (Gysbers, 2001) . 

In Australia although the education system is centralized, individual states have 

considerable control over a range of matters, in particular on how to spend money on 

schools. The role of school counsellor in the early 1990s was seen to be a combination 

of a counsellor-psychologist model with students seen on a referral basis (Humes, 

1991). 

2.2.3 Legislation and guidelines around guidance in New 
Zealand 

When guidance networks were introduced in the 1970s, literature from New Zealand 

and overseas supported these as being a core function of the school, along with 

curriculum and administration, (Renwick and Tolbert, cited in S. Webb, 1997, p.25). 

Guidance referred to the “growth, development and learning of the whole person – 

cognitive, emotional, social, spiritual and physical” (S. Webb, 1997).These principles 

were evident both in relations between school staff and in programmes run for 

students. Counselling was seen as a specialized activity, which was offered within 

guidance networks in schools, and as such required specialist training. This role was 

initially well-defined and supported by the Department of Education, as seen in the 

funding of tertiary training for SGCs.  

Section 77(a) of the Education Act 1989 states:  
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The Principal of a state school is required to take all reasonable steps to 
ensure that (a) students get good guidance and counselling; and (b) a 
student’s parents are told of matters that, in the principal’s opinion –  

(i) are preventing or slowing the student’s progress through the 
school; or 

(ii) are harming the student’s relationships with teachers or other 
students.   

(Ludbrook, 2003) 

Section 77 does not, however, define counselling, whether it is restricted to 

educational and school–related concerns or also includes dealing with the emotional 

and relationship issues which students are facing at school as well as in their personal 

life. Ludbrook suggests that some school principals have taken the view that the type 

of counselling envisaged is academic or school related and therefore classroom 

teachers are best equipped for this. However, most secondary schools do employ 

specialist counsellors who are seen as part of the teaching staff (Ludbrook, 2003). 

The National Education Goals (NEGS) are statements of desirable achievements by 

schools and of government policy objectives for schools. Four goals are particularly 

relevant to guidance: Goals 1, 2, 3 and 10. 

1) The highest standards of achievement, through programmes which 
enable all students to realise their full potential as individuals, and to 
develop the values needed to become full members of New Zealand’s society. 

2) Equality of educational opportunity for all New Zealanders, by 
identifying and removing barriers to achievement. 

3) Development of the knowledge, understanding and skills needed by 
New Zealanders to compete successfully in the modern, ever-changing world. 

10) Respect for the diverse ethnic and cultural heritage of New Zealand 
people, with acknowledgment of the unique place of Māori, and New 
Zealand’s role in the Pacific and as a member of the international 
community of nations.  

(Ministry of Education, 1989b). 

The National Administration Guidelines (NAGS) are codes or principles for school 

principals and Boards of Trustees to follow. Those of particular relevance to SGCs 

include the following:  

The Board of Trustees through the principal and staff are required to:  

1 (iv) develop and implement teaching and learning strategies to address 
the needs of students and aspects of the curriculum identified in (iii) above; 
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(namely students who are not achieving; who are at risk of not achieving; 
and who have special needs). 

1 (vi) provide appropriate career education and guidance for all students 
in year 7 and above, with a particular emphasis on specific career guidance 
for those students who have been identified by the school as being at risk of 
leaving school unprepared for the transition to the workplace or further 
education/training. 

(Ministry of Education, 1989a). 

The Board of Trustees is required to:  

5 (i) provide a safe physical and emotional environment for students; 

5 (ii) comply in full with any legislation currently in force or that may be 
developed to ensure the safety of students and employees.  

(Ministry of Education, 1989a). 

Additionally the Human Rights Act includes protection from any form of 

discrimination, victimization and sexual harassment ("Human Rights Act," 1993). An 

Education Evaluation Report identified a number of factors associated with the safe 

emotional environment of a school, which included good systems of student support, 

comprehensive guidance systems and a commitment to promote the welfare of 

students (Education Review Office, 1994). 

2.3 Weakening of support for school counsellors by 
education policy makers, local education authorities 
and school management 

This is a theme that occurs in many countries and is frequently linked to the market-

place economy, which increasingly became influential in education in the 1980s and 

1990s. Within ten years of a report into secondary schools in England (Her Majesty's 

Inspectorate of Schools, 1979) which clearly stated that “The personal and social 

development of children is one way of describing the central purpose of education” 

the Education Reform Act was passed ("Education Reform Act,"). This meant a major 

change in the education system with a move towards seeing “value” in education by 

meeting performance indicators (Robson, Cohen, & McGuiness, 1999). 

In the United States, school counsellors faced a variety of challenges, including the 

need to meet the changing needs of students. Working within the National Standards 

means school counsellors are accountable to stakeholders. In particular the 1980s was 

a period of transition to models described as “product-competency or results-based 
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models” (Herr, 2001). 

2.3.1 History of School Guidance Counsellors in New Zealand 

A range of guidance services in New Zealand secondary schools developed in the 

mid-twentieth century. The last to be established were School Guidance Counsellors 

(SGCs) in 1959. They were seen as one way “to help with problem pupils in post-

primary schools” as recommended by the Mazengarb Report (Mazengarb, 1954). In 

the 1950s, there were an increasing number of suspensions, expulsions and other 

disciplinary problems in secondary schools. Visiting Teachers (social workers who 

were qualified teachers) had been placed in clusters of primary and secondary schools 

during World War II, and this work continued. Some secondary principals believed 

that further help was needed. In particular, there was a request to have a professional 

working within individual schools, rather than for a cluster. In 1959, a pilot guidance 

counsellor scheme was developed in schools to ascertain whether Visiting Teachers or 

SGCs were more effective (Besley, 2001). 

The first SGCs were appointed to Tauranga Boys’ College and Avondale Girls’ High 

School (Christchurch) at the end of 1959. These experimental positions were within 

one school and combined the functions of career advisor, educational advisor and 

Visiting Teacher. The functions of a School Guidance Counsellor and Visiting 

Teacher were compared in 1962. The Director of Education reported to the Minister 

that for larger schools the SGC system was more effective while groups of smaller 

schools benefited more from the Visiting Teachers. It was decided to continue with 

both types of guidance position (Besley, 2001). 

Many schools requested one of the new SGC positions, but these were not granted 

until the Currie report was published (Department of Education, 1962). This report 

endorsed the positions, suggesting that there needed to be an almost full-time 

guidance or counselling officer to provide counselling and co-ordinate other services. 

This SGC would need to have a higher qualification than other teachers and would be 

given a position of responsibility with an associated salary. SGCs were permanently 

established in 1964. 

By the late 1960s, however, there were not many SGCs employed both because of 

financial and political restrictions around the appointments, as well as lack of 
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agreement about their effectiveness. Targeted schools in new suburbs, in low socio-

economic communities, or those with large numbers of Māori students were chosen. 

Besley comments that these students were mainly perceived as needing further 

disciplinary control and that this was largely seen as the role of the SGC (Besley, 

2001). 

The Post Primary Teachers’ Association (PPTA) developed a policy on school 

guidance counselling in 1968, which influenced a Working Party Report (Department 

of Education, 1971). This stated that the role of SGCs was to involve educational 

guidance, vocational guidance and personal counselling. The first two of these were 

more prominent at this time, with personal counselling seen as much less important.  

2.3.2 Tomorrow’s Schools and other changes 

The numbers of SGCs in secondary schools increased throughout the 1970s and 

1980s, culminating with a statement in the Education Gazette requiring all state and 

integrated secondary schools with a roll of over 400 to use the guidance time 

allowance to appoint a full-time SGC (Department of Education, 1988). Positions 

were dependent on the size of the school roll. There would be two full-time SGCs 

with over 1200 students, and three SGCs with a roll of over 1800. Besley refers to this 

as “the high point in school counselling provision” (Besley, 2001). However changes 

in the policy and clarity about the role of the SGCs began to occur about this time 

with “Tomorrow’s Schools”, which had the aim of allowing schools to be self-

managing (Ministry of Education, 1988). This removed any centralised role in the 

appointment, training and support of guidance counsellors.  

Later, guidance was removed as a specifically resourced area in schools. SGCs were 

to be appointed and managed by the Board of Trustees of each school, with no 

separate staffing allocation. Resources in some schools were cut and there was a 

reduction in the availability of specialist counselling services within guidance. The 

tagging of guidance counsellor positions was also removed (Ministerial Reference 

Group, 1995). 

As well as policy level changes that affected SGCs, the move from Education 

Inspectors to the Education Review Office (ERO) meant guidance was reviewed in a 

different way. In many cases inspectors with a particular interest in, and responsibility 



 

15 

 

for, the function of guidance in secondary schools did not move over to ERO. 

Together these changes led to a reduction of guidance and counselling time in many 

schools and the job became much less defined (Besley, 2001). So at a time when 

counselling had become a recognised part of secondary school life, it became much 

less visible to the Ministry of Education, with little further guidance policy until the 

later staffing report in the mid 1990s (Ministerial Reference Group, 1995). 

A survey by the Post Primary Teachers’ Association (PPTA, 2004) enabled SGCs to 

express their concern about the lack of advocacy to the Boards of Trustees, principals, 

teachers and the government around the need for counsellors in schools, and the huge 

pressures some SGCs face. Comments were made by SGCs that since the report on 

staffing (Ministerial Reference Group, 1995) counsellors had lost full-time 

counselling status and the management units (related to their salary) that they were 

entitled to receive. Before this report, there was a guidance component in staffing 

delivery mechanism to secondary schools.  

A PPTA submission to the School Staffing Review Group expressed concerns that 

there were pressures to transfer guidance time into administration and curriculum at a 

time when schools faced increased demands for guidance because of a significant 

increase in social and emotional problems among students. There were also more 

demands placed on guidance with the increased number of older adolescents who 

remained at school, as well as from teachers suffering from stress, similar to concerns 

expressed earlier in the UK (Daws, 1967). The PPTA requested that guidance time be 

specifically provided to recognise the requirement to meet the pastoral and guidance 

needs of secondary school students formally, and also to introduce a decile-weighted 

component to recognise the higher needs in low-decile areas (PPTA, 2000). 

The Ministerial Reference Group proposed a new base-staffing component for 

guidance and pastoral care and a decile-weighted component for Years 9 to 13. 

Specific time given for guidance would recognise the time required to meet the 

increased pastoral and guidance needs in secondary schools (The School Staffing 

Review Group, 2001). Writing in the NZAC Newsletter, Ian Frayling who held the 

SGC portfolio on the NZAC executive committee from 2005-2007, reminded SGCs 

that following the 2004 survey, PPTA had been working hard on their behalf. Data 

clearly showed the erosion of the counsellor to student ratio and how counsellors were 
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increasingly being asked to take on teaching roles (Frayling, 2005). 

 

2.4 Increased isolation of counsellors from teaching staff 
and the increasing employment of trained counsellors 
who are not teachers 

2.4.1 Originally all School Guidance Counsellors were trained 
teachers 

When school counsellor positions began in many countries, teachers were given these 

positions, either before, during or after some counselling training (Daws, 1967; 

Dryden, Mearns, & Thorne, 2000; Gysbers, 2001; Humes, 1991; Maluwa-Banda, 

1998; McLaughlin, 1999). In New Zealand, as the positions of SGCs became 

established, both the PPTA and the Department of Education supported the policy that 

trained teachers were appointed as SGCs and would undertake further training in a 

specialist area. The main reasons given for this were that SGCs needed to have 

knowledge of and understanding about school systems, to have experience of 

adolescents, to be able to work effectively with students and staff and to be able to 

work well within the guidance network of pastoral care staff (Besley, 2001). Thus in 

1969 SGCs were established as specialist teachers (Department of Education, 1969). 

At this stage in New Zealand education, government policy detailed what the job of a 

School Counsellor entailed, and three main areas that were excluded; direct discipline, 

teaching examinable subjects and dealing with truancy. There was consistency in the 

definition and role of SGCs who worked in state schools. They were trained “on the 

job”, with the first training course starting at the University of Canterbury in 1973. 

Later Massey, Auckland, Waikato and Otago universities ran similar courses. SGCs 

were funded to attend these courses and there was a form of bonding to repay this 

government investment in the training of SGCs. These courses have changed their 

names over time, reflecting a more general counselling education, rather than just 

training for SGCs (M. Agee, personal communication, April 12, 2006). 

The NZAC Appointment Kit explains clearly the role of an SGC. This includes 

professional relationships with students and consultation relationships with staff, 

parents and community groups, as well as the expectation that the counsellor can be 

expected to provide leadership and expertise.  
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In setting up an effective guidance network the school should look to provide 
an environment which meets the educational, vocational, social and personal 
needs of each student. The counsellor is pivotal in this role. 

(New Zealand Association of Counsellors, 2002). 

As the guidance function is important in helping schools meet their legal 

requirements, counselling in schools can be seen both as having a preventative and a 

treatment role. However it is no longer obligatory to employ a guidance counsellor, 

and although most schools still do so, the role and function of the SGCs can vary 

greatly. The Ministry of Education offers funding for training SGCs each year on five 

selected courses, but this funding can be accessed only by those who already hold a 

guidance counsellor position in a school (Ministry of Education, 2006). The 

conclusion appears to be that while the Ministry recognises the value of SGCs, its 

support extends only to funding training, as it does not take responsibility for the 

actual role SGCs play in their school, or for ongoing professional development or 

training.  

A publication by the Education Review Office entitled “Choosing a Secondary 

School” positively advocates the need for and range of activities encompassed in the 

role of a guidance counsellor.  

Most secondary schools have a guidance counsellor who holds a special 
senior position in the school. The guidance counsellor has overall 
responsibility for the pastoral care or guidance network the school provides 
for student welfare. The guidance counsellor brings in people from other 
agencies with special expertise to deal with personal problems beyond the 
usual scope of a school.  

In good schools the guidance counsellor works alongside other teachers to 
make sure that all students are able to learn in a safe physical and emotional 
environment. The guidance network headed by the counsellor has a role in 
such matters as career advice and guidance, student discipline, settling new 
students into the school, developing study and learning skills and helping 
overcome emotional problems.  

(Education Review Office, 1997) 

The inclusion of guidance time in an inadequate curriculum component under MRG, 

and rising pressures on administration time requirements and curriculum delivery has 

meant this time has been eroded (PPTA, 2000). 
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2.4.2 The current position in New Zealand 

At present in New Zealand schools, SGCs are registered as teachers. Those who enter 

after training and experience in counselling, rather than teaching, are appointed with 

Limited Authority to Teach (The New Zealand Teachers Council, 2004). This is still a 

small number but is increasing steadily. However with SGCs registered as teachers, 

there is no recognition that the majority of their work is counselling rather than 

teaching. 

The New Zealand Teachers Council (NZTC) requested submissions for a Draft 

Revised Policy for LATs (The New Zealand Teachers Council, 2004). PPTA has 

taken a leading role in challenging the NZTC over this issue and also the strict 

conditions they are enforcing around the issuing of LATs (Bansgrove, 2001). NZAC 

was concerned that many schools may choose not to employ a counsellor at all rather 

than confront the NZTC over the issuing of a LAT for a counsellor who is not a 

registered teacher. The SGC Portfolio holder made a submission clearly outlining the 

position of SGCs (Frayling, 2006). While most SGCs are registered teachers, some 

are not. Frayling suggested that being a teacher by itself does not automatically give a 

counsellor credibility; that depended on being an effective SGC. He emphasised that 

SGCs are central in contributing to a safe and high quality teaching and learning 

environment for children and other learners. Frayling wanted schools to be able to 

choose the person they believed was the best candidate for specialist positions such as 

guidance counsellors. An initial counselling qualification would be a Diploma (Level 

6 National Qualifications Framework), with commitment to upgrading to a Level 8 

post-graduate qualification (New Zealand Qualifications Authority, 2006). 

Frayling also reported on the expectation of the Health and Disabilities Commission 

(HDC) that SGCs as well as school nurses and special educational psychologists were 

all considered health professionals, answerable to complaints through the HDC 

Office. It was still possible for a school, under auxiliary staff provisions, to appoint a 

guidance counsellor who was not required to have any form of professional 

accountability. He suggested that the Teachers Council could play an important role 

regarding accountability with the employment of specialist teachers such as SGCs, 

and that NZAC would support this (Frayling, 2006). Obviously, Frayling’s ideal is for 

all SGCs to be suitably qualified and experienced and members of a professional 
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counselling organisation.  

The issue of whether SGCs must be teachers has become extremely divisive within 

school counselling in the last few years and speakers at the final session of the 2007 

SGC Conference in Dunedin (June 2007) highlighted this tension. Discussions have 

continued since especially at the Hamilton SGC conference in September 2008. There 

is now a movement towards formation of a New Zealand School Guidance 

Counsellors Association (M.Williams, personal communication, November 26, 2008). 

As recently as late 2006, issues such as accountability and responsibility for SGCs, 

numbering about 455 in secondary schools, (and perhaps another 20 in intermediate 

and primary schools) were yet to be adequately resolved. There is also the current 

debate as to whether the Health Practitioners Competence Assurance (HPCA) Act 

should be extended to include counsellors. This threatens to divide school counsellors 

from those working in health and social services (McFelin, Dale, Bocchino, Begg, & 

Milbank, 2006). Another concern arose in Catholic schools, when policy prepared by 

the Catholic Education Office a few years ago placed counsellors in a dilemma as it 

appeared to go against the NZAC Code of Ethics (Catholic Education Office, 2004). 

In March 2007, the NZAC Newsletter reported that the Teachers Registration Council 

review about LATs was completed. It was decided that SGCs “were not teachers 

unless they were delivering a planned, assessed and reported programme of teaching” 

(Frayling, 2007). This increases the importance of the HPCA registration debate, if 

SGCs may no longer be registered as teachers. Frayling reported that some teachers 

seeking funding to complete masters’ level studies through the Ministry of 

Education’s study awards, were refused if they had already completed a Level 8 

qualification, as they were considered already qualified to meet NZAC entry 

standards. NZAC was not consulted about this, and Frayling saw this as further 

evidence of the erosion of SGCs’ positions in schools (p.18). SGCs are to be 

considered specialist teachers but at present there is no policy around registration for 

this group. Frayling suggested that SGCs become more active in educating schools 

and policy makers to recognise the important role they play.  

The New Zealand Association of Counsellors (NZAC) is the largest professional body 

in the country for counsellors. As government support of the SGC position has 

changed and school counsellors have felt marginalized and unsure of how they are 
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valued as professionals, NZAC has increased advocacy for SGCs. However, NZAC 

only has jurisdiction over those SGCs who are in membership. Currently there are 

around 2500 members, of which 315 are SGCs (J. Shepherd, personal communication, 

December 12, 2006). Four national conferences specifically for SGCs have been held 

since 2003, focussing on the work of SGCs and providing an opportunity for 

networking, support and professional development.  

2.4.3 The work of School Guidance Counsellors 

As already mentioned, Tomorrow’s Schools (Ministry of Education, 1988) and other 

measures caused changes to the role and activities of School Guidance Counsellors. 

Two studies from Canterbury University in the 1990s reported the profiles of SGCs in 

New Zealand at that time. A survey of twenty-three secondary schools in the 

Christchurch area identified trends in the work of guidance staff. SGCs appeared to be 

spending more of their working time in the 1990s on counselling, and less time with 

guidance administration (Birdsall & Miller, 2002). Birdsall concluded that counselling 

was seen as a needed and valued activity in most schools and that SGCs’ clarity about 

their essential role had increased. However, there were suggestions that SGC 

responsibilities were spread too widely and overlapped considerably with other 

guidance personnel. For example, other staff members, largely untrained and 

unsupervised, were also counselling.  

The later nationwide study carried out in 1997 (Manthei, 1999a) was undertaken to 

update and widen the research. It was questionnaire-based with three main sections: 

demographic data about the school, information about the SGCs and about their work. 

Two hundred and twelve SGCs responded, 54% of the 389 contacted, suggesting 

considerable interest in the research. Overall, there was an even gender balance, but it 

was noted that this was largely due to recent appointments appearing to be largely 

female. Manthei asked, “Are males no longer finding the profession attractive, or are 

there some other factors at work?” (p.27). Ninety-two percent of SGCs were 

European, with almost four percent Māori, a similar percentage identifying as Other, 

but with only one person identifying as of Pacific ethnicity. Even ten years ago, SGCs 

were seen as an aging group, with 63% over 45, but younger counsellors were 

increasingly being appointed. From this study, it appeared that in the 1990s, SGCs 

were an experienced professional group, with 65% having six or more years of school 
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counselling experience. Ninety-six percent had trained as teachers, and 72% were 

members of NZAC. In regard to counselling qualifications, as might have been 

expected, proportionately more counsellors working in schools for less than two years 

had inadequate qualifications or were studying, than in the older, more experienced 

group of SGCs. Ninety-two percent of SGCs received regular supervision, with 

proportionately more SGCs in larger schools receiving supervision. Schools paid for 

supervision for 72% of SGCs.  

Manthei gives a useful comparison between the work of SGCs in 1992 and 1997 

(Manthei, 1999a). The time spent in counselling and guidance work remained 

constant over the period, but there was a strong correlation between working as a 

counsellor in a larger school and doing more counselling work. Comments were made 

by some SGCs that indicated that they felt busier than five years earlier, and that the 

need for counselling had increased. For almost 45% of SGCs, their work was less 

satisfying than it had been five years earlier. Many mentioned the decrease in support 

and resources available to the SGCs enabling them to do their work adequately. One 

quotation is particularly relevant to the present research. 

Rather than dissatisfaction it is a much greater concern about the lack of 
government/Ministry commitment in providing helping services including 
guidance counsellors and where this is leading us. A real worry.  

(Manthei, 1999a). 

Eighty-five percent of SGCs described the job as more difficult than before, giving a 

variety of reasons, grouped into five main themes: social and economic factors, 

reduction in the availability or quality of outside services, reduced resources and 

support in schools and more complex counselling. One counsellor believed that SGCs 

were “now primary mental health workers in a way we weren’t previously” (p.36). 

In Australia there are also concerns about the stress and lack of support for school 

counsellors, who are often isolated from other colleagues (McMahon & Patton, 2000; 

Pearson, 2003). Large caseloads and increasingly complex caseloads in particular, 

mirror the situation in New Zealand (Manthei, 1999a). 

2.4.4 Where do School Guidance Counsellors fit into the 
school system? 

For a school counsellor who works in the same system as classroom teachers but in a 
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very different role, the many changes discussed above have caused considerable stress 

and a sense of being marginalized. These feelings existed in the 1990s and still persist 

(Crowe, 2006; Hughes, 1996). Hughes, an SGC with 19 years’ experience, delivered a 

paper to the SGC conference in Hamilton in November 1995. He expressed clearly 

the feeling of powerlessness and devaluation of SGCs within the dominant culture of 

the school, calling it colonisation. Without any government department taking 

responsibility for the role of SGCs, there had been increased stress and devaluing of 

their role. He argued that the uniqueness and integrity of the SGC role was often 

compromised and that the difference that counsellors bring to their schools is a gift to 

be valued. While acknowledging that many schools do show a high degree of 

understanding and appreciation of the role of SGCs, Hughes suggested that perhaps 

SGCs themselves needed to value their profession more highly and become more 

political. He also indicated a need for SGCs to be involved in realistic appraisal 

systems and ways to educate principals and Boards of Trustees. One result was to set 

up an action committee of SGCs to deal with some of these issues (Crowe, 2006). 

There was minimal evidence of positive outcomes from this, as a decade later, Crowe 

presented a situation little changed and expressed concerns that those trained in 

counselling and guidance, often paid for by the Ministry of Education, may be given 

non-guidance roles such as teaching (Crowe, 2006). SGCs are overstretched, yet at the 

same time there is increased evidence that more students have mental health and well-

being issues and would benefit from counselling (Adolescent Health Research Group, 

2003). Crowe asked what would be different for the SGCs as well as their students 

and schools if an external authority existed, to which counsellors’ concerns could be 

addressed. This authority, which would understand the value of counselling and 

guidance, could create national guidelines and standards (Crowe, 2006). Such a 

change could impact positively on the work of SGCs, with influence over their initial 

training as well as on-going professional development. At present, there is often no 

acknowledgement, career advancement or financial advantage for those SGCs who do 

undertake training relevant to their demanding work. 

2.4.5 The role of New Zealand School Guidance Counsellors 

“Each school day, in most New Zealand secondary schools, guidance 
counsellors help and support adolescents who are experiencing a range of 
difficulties that impact upon their emotional and mental well-being. This 
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work includes counselling, consultation, guidance leadership and 
management of guidance programmes, networking with and referral to 
outside agencies, and other support roles.”   

    (Crowe, 2006). 

The NZAC (New Zealand Association of Counsellors, 2002) describes the role of 

SGCs as:  

• Providing alterative choices and perspectives to students, staff and families 
in the school community 

• Helping clients to turn new choices and perspectives into actions which 
increase their sense of worth and mastery 

• Fostering conditions in which a client can grow and develop as a person 

• Offering leadership in the field of human relationships with awareness and 
respect for difference 

• Advocating for those who are disempowered 

In the broader field of guidance they are to evaluate the school’s processes to ensure 

the school is thoroughly adapting to the changing needs of the students. 

The particular skills which SGCs bring to their role include: 

• Understanding of young people, their development and their world 

• Ability to engage with young people   

• Expertise in working with students undergoing difficulties 

(New Zealand Association of Counsellors, 2002) 

Since SGCs first began working in secondary schools, they have helped many 

adolescents deal with their problems. Most SGCs deal with a variety of issues such as 

emotional and behaviour problems, stand-downs, exclusions and emerging mental 

health problems. SGCs often appear to be doing screening for Child and Adolescent 

Mental Health Services (CAMHS) and make a considerable number of referrals to 

these services (Geroski, Rodgers, & Breen, 1997; Manthei, 1999b). In 2003, 10% of 

CAMHS referrals were from the education sector (Ramage et al., 2005). 

2.4.6 Problems that students bring to School Guidance 
Counsellors 

Manthei’s second paper reported on the main problems with which students came to 

see the SGC and the use of outside agencies (Manthei, 1999b). The five most frequent 

problems identified by SGCs were career decisions, family problems, educational 

problems, peer conflict and disruptive behaviour. However the five most serious 

problems were depression, family problems, suicide attempts, sexual abuse and drug 
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abuse, which are certainly mental health concerns (Ramage et al., 2005). Depression 

was rated the most serious problem by 56% of SGCs. Counsellors reported, on 

average, seeing six depressed adolescents in a ten-week term.   

Results from a Christchurch study concluded that SGCs played an important role in 

identifying students with substance use problems and in early intervention work 

(Deering, Adamson, Sellman, Frampton, & Robertson, 2001). This research with 42 

SGCs highlighted the disparity between current models of therapy used by SGCs and 

perceived optimal models, and suggested this was likely to be due to lack of skills. 

SGCs requested professional development in this area, in particular about solution-

focused therapy and motivational interviewing. Links with specialist youth alcohol 

and drug services and CAMHS were considered very important.  

In view of the many complex and co-morbid problems that some young people in 

New Zealand and overseas experience, co-operation between services and professions 

is essential (Manthei, 1999a; Sawyer et al., 2001). This finding was supported by 

results from a small trial in Gisborne to investigate Kiwi ACE, an indicated 

preventive depression programme (van den Worm, 2006). This used SGCs as 

facilitators and reported that the counsellors increased their knowledge of CBT as 

well as improving relationships with the local CAMHS clinicians, which was helpful 

regarding referrals. 

2.5 The Growth of School Health Services 

The majority of adolescents with depression and other mental health issues are seen 

by professionals within the education system partly because of ease of access 

compared to use of community services. Common barriers preventing adolescents 

from visiting GPs include time factors, transport problems, confidentiality and the 

cost of consultations (Adolescent Health Research Group, 2003; B. J. Burns et al., 

1995; Denny, Balhorn, Lawrence, & Cosgriff, 2005; Ramage et al., 2005; Richardson, 

Lewis, Casey-Goldstein, McCauley, & Katon, 2007; Sawyer et al., 2001; Veit, Sanci, 

Coffey, Young, & Bowes, 1996). Less than one-quarter of New Zealand school 

students reported visiting their GP with symptoms of depression (K. R. Brown, 2005). 

Another barrier may be that often GPs themselves do not feel adequately trained or 

supported to meet with adolescents (Veit et al., 1996).  



 

25 

 

In New Zealand, Ministry of Health guidelines were released to aid with reducing 

barriers to appropriate healthcare for adolescents (Ministry of Education, 2004) to 

outline principles of effective school-based health-services and to address some of 

these access problems. This follows the results of the Youth2000 survey, which 

showed that while the majority of NZ secondary school students are healthy, there are 

significant numbers who engage in a range of risky behaviours (Adolescent Health 

Research Group, 2003). Young people who are not succeeding in education have 

more need of appropriate healthcare (Denny, Clark, & Watson, 2004). 

School-based health services were developed to improve the health of students who 

were less likely to access healthcare through Family Doctors or elsewhere (Kisker & 

Brown, 1996). These typically offer physical and psychological health services, free 

of charge and based at school. School-based services would best be provided by a 

multi-disciplinary team, including nurses, counsellors, social-workers and doctors 

(Winnard, Denny, & Fleming, 2005). An American review of School-Based Health 

Centers (SBHC) reported that in the 1990s there was an increase in the range of 

counselling and mental health services which were part of the clinical team in SBHCs. 

Mental health professionals, including school counsellors, were part of the team in 

57% of SBHCs (Brindis et al., 2003). This service was especially significant in areas 

with unmet health needs, and was seen to be important in improving the utilisation of 

mental health services by hard-to-reach populations (Juszczak, Melinkovich, & 

Kaplan, 2003). There is some evidence that in follow-up, students who attended 

SBHCs have less suicidal ideation in comparison to the American norm for urban 

youths (Kisker & Brown, 1996). 

Many SBHCs in New Zealand are moving towards a nurse-practitioner model of care, 

with support from counsellors and social workers. However it is unfortunate that as 

these school healthcare services grow in New Zealand, there are many instances 

where SGCs are not included in these health centres. A review of successful school 

health services in South Auckland discussed the importance of a close working 

relationship between health providers, members of the pastoral care team and teaching 

staff to facilitate quality care for students (Winnard et al., 2005). This report refers to 

“pastoral team members” rather than specifically to SGCs. A study of one particular 

school emphasised the importance of providing such a service in school especially for 
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students in areas of high health needs (Denny et al., 2005). However, this particular 

service does not include the SGCs. This is disappointing as often adolescents visit the 

school nurse with a variety of physical symptoms which may be caused by 

depression, stress or family issues (Schneider et al., 1995). This type of situation adds 

yet more confusion and isolation to school counsellors for whom relationships are of 

prime importance (Crowe, 2006). 

2.6 Are SGCs mental health professionals?  

If SGCs work with young people who may have emerging mental health problems, 

are they then mental health clinicians? (Youth Health Advisory Group, 2008). This is 

the term used in some contexts in countries such as Australia (Sawyer et al., 2001), 

Israel, (Tatar, 1998), the United Kingdom, (Department for Education and Skills, 

2005) and the United States (Kisker & Brown, 1996). In the United States there 

appears to be no doubt from either counsellors or mental health clinicians that school 

counsellors are considered to be mental health professionals (C. Brown, Dahlbeck, & 

Sparkman-Barnes, 2006; Keys et al., 1998; Lockhart & Keys, 1998; McGinty, 

Diamond, Brown, & McCammon, 2003; Nemeroff et al., 2008). Suggestions have 

been made that school mental health services could be staffed entirely from staff 

within schools (counsellors and social workers) or by community agencies and 

programmes (Weist, Evans, & Lever, 2003). 

In an influential article on the mental health role of school counsellors, Lockhart and 

Keys cite the National Advisory Mental Health Council’s 1990 report stating that up 

to 22 percent of American students have critical mental health problems, (Lockhart & 

Keys, 1998). However, because of a decrease in community mental health services 

due to economic factors, their main emphasis is thus on those young people who are 

severely mentally ill. Therefore up to as many as 80% of these students receive no 

treatment intervention in mental health services (De Leon-Yzanga, 2000). Therefore 

“serious mental health problems fall to school counselor because there is no one else” 

(Lockhart & Keys, 1998). 

De Leon-Yzanga believes that American school counsellors should be well-placed to 

meet this need because they work on site, have graduate training in mental theory and 

practice, and are familiar faces on the school campus (De Leon-Yzanga, 2000). 

However, despite these factors, it would appear that counsellors in the U.S.A. and 
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elsewhere are not meeting the mental health needs of public school students (D. 

Brown, 1989; K. R. Brown, 2005; Lockhart & Keys, 1998; Osborne & Collinson, 

1998). One significant reason for this may be that there is a lack of training in 

contemporary models of counselling which are effective in pressured situations in 

schools with large caseloads and limited time as well as adolescent clients (D. Brown, 

1989; Nivens, 1989; Paisley & Borders, 1995; Paisley & McMahon, 2001). In 

Australia (M. A. Campbell, 2004; Frydenberg et al., 2004; Murray, 2005; Rickwood, 

2005), South Africa (Bernard et al., 1997), the United Kingdom (Fox & Butler, 2007), 

the United States (Baruch, 2001; Gysbers, 2001; Herr, 2001; Keys et al., 1998), as 

well as New Zealand (Besley, 2001; Crowe, 2006; Manthei, 1999b), counsellors, 

mental health clinicians and researchers state clearly that training programmes for 

school counsellors are not adequate for the mental health work that counsellors do. 

Such training for school counsellors appears to be urgently needed (Lockhart & Keys, 

1998; Loesch, 1978). 

2.6.1 What knowledge do SGCs have about mental health 
issues? 

While school guidance counsellors may be able to address the mental and emotional 

well-being of most students, little attention has been paid to training which enables 

them to work with those adolescents with more serious problems (De Leon-Yzanga, 

2000). If the assumption is made that school counsellors want to do the best they can 

for their students, then skill-based training may well be of greatest benefit. Literature 

and anecdotal evidence from many school guidance counsellors mean it is reasonable 

to assume that training in specific counselling interventions may be beneficial to 

school counsellors (Deering et al., 2001; Frydenberg et al., 2004; Keys et al., 1998; 

Lockhart & Keys, 1998; Loesch, 1978).  Deering's results showed that New Zealand 

SGCs requested specifically targeted specific training.   

Few studies have been conducted into SGCs' knowledge of assessment of adolescent 

depression. Research investigating the ability of American school professionals to 

identify depressed adolescents is now twenty years old (Maag et al., 1988). A more 

recent American PhD study investigated the knowledge level of 137 parents and 

professionals (including teachers and some SGCs) about several mental health 

disorders. Participants in the Philadelphia area completed knowledge scales, which 
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indicated that they knew more about externalising disorders than depression 

(Crittenden, 2004). 

Research with members of the American School Counselor Association (ASCAP) 

about school counsellors’ recognition of suicidal young people found that 99% 

correctly identified depression as a risk factor (King, 2000). In Australia one-quarter 

of teachers reported that they had been approached by a suicidal teenager (Leane & 

Shute, 1998; Scouller & Smith, 2002), while a replication of Scouller’s study with the 

Adolescent Suicide Behaviour Questionnaire in Auckland found that 51% of teachers 

had had contact with a suicidal young person in the past five years (Whitham, 2005). 

Ninety-eight percent of these would refer on, if needed, to the SGC, Dean, or senior 

management.  

An American survey about school mental health issues asked counsellors, 

psychologists and teachers what issues were of most concern to them (Repie, 2003). 

Almost all 413 respondents (including 111 school counsellors) indicated that each of 

the ten listed problems was serious. Four hundred and four believed depression was a 

serious problem. However this survey did not give detailed information about how 

counsellors viewed depression or their expressed training needs.  

Recent Australian research investigated adolescent health training provided to GPs in 

Victoria and evaluated the efficacy of an educational workshop (Sanci et al., 2000). 

Sanci delivered adolescent health training to general practitioners through a 

randomised controlled trial, with 55 in the intervention group and 53 in the control 

group, averaging twelve to fifteen GPs per class. This training programme was for 

two and a half hours per week for six weeks, with case discussion and debriefing after 

a further six weeks. It had the considerable advantage that it was part of the 

programme of continuing medical education (CME) which GPs have to undertake. 

Almost all participants found the programme appropriate, relevant and reported a 

change in practice attributable to the training. There were follow-ups at seven months, 

thirteen months and five years, which indicated that change had persisted (Sanci, 

Coffey, Patton, & Bowes, 2005). However, a study from the U.K. found that it was 

feasible to enhance GP consultations with adolescents to include structured screening 

and specific management for depression after two one-hour training sessions 

(Gledhill, Kramer, Iliffe, & Garralda, 2003).   
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Often there is no regular or planned way of updating school counsellors in ways 

known to be efficacious in treating adolescents with mental health problems. Most 

school counsellors do not receive such training after graduation, often due to budget 

constraints (Crowe, 2006) and many believe that they do not have the necessary skills 

to work with young people with emerging mental health problems (D. Brown, 1989; 

De Leon-Yzanga, 2000; Downing & Harrison, 1992). In New Zealand there is no 

official or national system for professional development. At an annual appraisal each 

SGC and their principal decide about the following year’s training. There is often a 

limited amount for training courses, which can be as little as a few hundred dollars 

annually. Many SGCs who seek specific training often pay for this themselves (Ada 

Crowe, personal communication, April 12, 2006). This is certainly a deterrent.  

2.6.2 Initial Training for School Counsellors 

Although many school counsellors are experienced teachers, concern has been 

expressed that much of their training appears to focus on counselling theory rather 

than mental health skills (Hinkle & Wells, 1995). In view of the presenting problems 

with which students come to SGCs, ideally their training should include specific 

mental health counselling skills, normal and abnormal development, knowledge of the 

DSM-IV diagnostic categories, understanding of mental health referrals and 

assessment, interventions suitable for use in school settings, knowledge of family 

systems and behavioural management (Hinkle & Wells, 1995; Lockhart & Keys, 

1998). Specific training needs have been expressed for over 30 years, from ways to 

work with “emotionally disturbed” (Couchman, 1974) to suicide (Degroot, 1996).  

In Texas, school counsellor training programmes include mental health theory and 

practice. Despite this, many still feel unprepared both for the crises they face on 

campus and for the undervaluing of their services. While working as a school 

counsellor in Texas, De Leon-Yzanga researched the effects of Solution-Focused 

Brief Therapy training on elementary and secondary school counsellors, to test 

Bandura’s belief of perceived efficacy, that if their confidence was increased, their 

performance would also improve (Bandura, 1982). This was found to be the case (De 

Leon-Yzanga, 2000). Guerra reported that although school counsellors were trained in 

mental health issues, where they have high case-loads they need to make more use of 

community agencies (Guerra, 1998). 
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Lam states that clarity is needed around the roles of a school counsellor, both those in 

mental health and those that are educational (Lam, 2002). She asks if this need for two 

different types of focus can be accommodated in one kind of training. Nivens takes a 

somewhat different view, believing that until school counsellors are licensed by state 

agencies then they will neither receive the respect they deserve nor ensure their skills 

are regularly updated (Nivens, 1989). This viewpoint is supported by others who 

believe that counsellors in general and SGCs in particular are themselves responsible 

for raising the profile and valuing of counselling as a profession (Gysbers, 2001; 

Hughes, 1996; McLeod, 2003; Osborne & Collinson, 1998). In the last decades of the 

past century, the profession of guidance and counselling began to focus on the issue of 

accountability. Discussions about the accountability of guidance and counselling have 

existed for over 80 years now. Payne (1923) asked:  

What method do we have of checking the results of guidance?  For particular 
groups was it guidance, misguidance, or merely a contributing experience? 
We simply must work out some definite method of testing and checking the 
results of our work. If we do not, some other group will, with possibly 
disastrous results for our work. 

                                                                (Gysbers, 2001). 

2.7 Training in Mental Health 

Training in mental health issues has also been given to some school counsellors in 

experimental or research settings. Suicide prevention and crisis management training 

was given in Florida in 1998 (Culp, 1998). This was designed to increase counsellors’ 

knowledge and give more clarity about their role. It was positively evaluated. In New 

Zealand a survey was sent to all SGCs about suicide incidence, school policy and 

training received by counsellors (L. McCarthy & Hermansson, 1998). Staff at 81% of 

the schools reported that they had attended training; with 62% of these praising the 

Ministry of Youth Affairs course. Boylan reported that 77% of Irish school 

counsellors reported having special training in suicide but only 32% received this in 

their counsellor education programmes (Boylan, 2001). This is similar to the results of 

Nelson and Crawford in 1990 stating that training for 59% took place in professional 

workshops or school in-service programmes (Nelson & Crawford, 1990).  

Other specific training for school counsellors reported in literature is less about 

mental health training, but in areas such as prevention and detection of substance 
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abuse (Mason, 1996; McClanahan et al., 1998), supervision (Peace & Sprinthall, 

1998) and interprofessional collaboration (Shoffer & Briggs, 2001).  

2.8 Redefining the role of SGCs  

The role of school guidance counsellors in New Zealand schools has changed over 

time and so must be re-defined.  Are New Zealand SGCs members of the teaching 

staff or do they provide mental health care in an education setting? If the latter is the 

case, then are there parallels with school nurses? Previously in New Zealand, for 

school nurses, there were no professional links to health or to the wider nursing 

discipline to ensure continued professional development or supervision (Bennetts, 

2005). In many ways, this paralleled the present position of SGCs who have 

individual responsibility for seeking supervision and professional development 

(Crowe, 2006). The Primary Health Care Strategy has brought about changes 

(Ministry of Health, 2001). School nurses now have the opportunity to decide on a 

framework to support and develop them in their role of meeting the health needs of 

young people at school. Most school nurses are directly employed by the school and 

paid for out of the government operational grant. Bennetts sees nurses benefiting from 

a partnership between health and education (Bennetts, 2005). This could be the case 

for SGCs.  

The specialised role and the unique opportunities that SGCs have to build up 

relationships with young people, mean that they have a vital part to play in the well-

being of students (Manthei, 1999a, 1999b; Sawyer et al., 2001; Wu et al., 1999). 

Overseas research, now over 20 years old suggests that alternative models of service 

delivery should be considered for these young people including consultation and 

school-based services (Offord et al., 1987).  

Despite an expanded workload and feeling less supported from within the school 

system and limited external resources, Manthei concluded that many SGCs still 

reported being satisfied with the job. He suggested that two factors seemed crucial to 

this satisfaction, namely the opportunity for training, both initial and continuing, as 

well as the confidence and experience gained through clinical supervision (Manthei, 

1999b).
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Chapter 3  

Adolescent Depression and School Counsellors 

3.1 The importance of recognising adolescent depression 

“If projections are correct, within the next 20 years, depression will have the dubious 

distinction of becoming the second cause of the global disease burden” (World Health 

Organisation, 2001). Depressive disorder among young people is common, found in around 

3% to 8% of adolescents in the general population while 10-40% report some symptoms of 

depression or low mood (Birmaher, Ryan, Williamson, Brent, & Kaufman, 1996; Costello, 

Mustillo, Erkanli, Keeler, & Angold, 2003; Horowitz & Garber, 2006; Kaltiala-Heino, 

Rimpela, Rantanen, & Laippala, 2001). Clinical and research data indicates a 15-20% lifetime 

prevalence of Major Depression in adolescents (Birmaher, Ryan, Williamson, Brent, & 

Kaufman, 1996; Birmaher, Ryan, Williamson, Brent, Kaufman et al., 1996).  

In childhood, rates of depression are equal for boys and girls (Kovacs, 2001), with some older 

research suggesting that boys may show more signs of depression (Nolen-Hoeksema, Girgus, 

& Seligman, 1990). During adolescence, possibly starting around age 13-14, rates of 

depression increase for girls, so the ratio changes to approximately the same as the adult 

pattern of 2:1 by the age of 18 (Ge, Lorenz, Conger, Elder, & Simons, 1994; Gjerde, Block, & 

Block, 1988; Hankin et al., 1998; Nolen-Hoeksema & Girgus, 1994). This appears to reflect a 

complex interaction of psychosocial factors as well as changing hormone levels (Costello et 

al., 2003; Costello et al., 2002), with Kovacs also suggesting that by mid-adolescence girls 

generally view themselves as less competent than boys and thus are more likely to become 

depressed (Kovacs, Obrosky, & Sherrilla, 2003).  

Both clinical and community studies have found more symptoms of depression by mid-

adolescence (Cicchetti & Toth, 1998; Lewinsohn, Rohde, Klein, & Seeley, 1999; Nolen-

Hoeksema & Girgus, 1994; A. Petersen, Sarigiani, & Kennedy, 1991; Radloff, 1991; Wight, 

SepUlveda, & Aneshensel, 2004). This rate increases after puberty from 4.1-7.8% at 15 years 

(Fergusson, Horwood, & Lynskey, 1993; McGee et al., 1990) to 16.7-18.2% at 18 years 

(Feehan, McGee, Raja, & Williams, 1994; Fergusson & Horwood, 2001). While there are 

different ways that depression is conceptualised and measured and thus differences in 

reported rates of depression, it has been estimated that up to one quarter of adolescents will 

have had at least one clinically significant episode of depression by the age of 18 years 

(Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993; Lewinsohn et al., 1999). Perhaps the 
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highest estimate is that of Lewinsohn that by age 19, 35% of young women and 19% of young 

men will have experienced an episode of Major Depressive Disorder, which is comparable to 

adult rates of lifetime prevalence (Lewinsohn, Rohde, & Seeley, 1998). The Dunedin 

Multidisciplinary Health and Development Study, based on a 10-year prospective longitudinal 

design, reports a significantly large increase in depressive rates for females aged 15-18 in the 

cohort (Hankin et al., 1998). This emphasises the importance of the early recognition of 

depression among females in this age group, a role that SGCs can provide.  

Among New Zealand secondary school students, findings from the Youth2000 Survey 

indicate that around 60% of females, compared to 40% of males, are likely to have times 

when they feel “up and down” (Adolescent Health Research Group, 2003, p.32). Levels of 

depression considered serious and in need of professional assistance, as measured by the 

Reynolds Adolescent Depression Scale (RADS), were reported by almost 14% of students, 

(9.0% of male students and 18.3% of females). Almost 13% reported feeling down, low or 

depressed most of the day, nearly everyday, though the period of time is not specified 

(Adolescent Health Research Group, 2003). For females, episodes of depressed mood were 

highest at age 15 years, and lowest at ages 13 and 17. There was not such a wide variation 

with males, and the highest rates occur at slightly older ages. Eighty percent of adolescents 

were classified as not depressed (Fleming, 2003). 

What defines adolescent depression? Lamarine suggested that helplessness and hopelessness 

predominate (Lamarine, 1995), while somatic complaints, nervousness and substance abuse 

may be other indications of depressed mood (Garrison et al., 1997; Gudex, 1994; Rice & 

Leffert, 1997; Wight et al., 2004). When compared with adults, depression in adolescents 

usually follows a more variable course and is characterised by more difficulties that are inter-

personal (Hoffman, Baldwin, & Cerbone, 2003; Kovacs, 1996, 2001; Parker & Roy, 2001). 

Depressed adolescents may present with different physiological changes, such as hyperphagia 

and hypersomnia rather than anorexia and insomnia, reported by Lewinsohn as the most 

frequent symptoms after cognitive problems (Lamarine, 1995; Lewinsohn et al., 1998). 

Depression in young people is generally associated with poor academic performance, 

dysfunction in social relationships, substance abuse, suicide attempts, and completed suicide 

(Costello et al., 2003; Fombonne, Wostear, Cooper, Harrington, & Rutter, 2001a, 2001b; 

Horowitz & Garber, 2006; Kovacs et al., 1984; Lewinsohn, Gotlib, & Seeley, 1995; 

Obeidallah & Earls, 1999; Parker & Roy, 2001; A. C. Petersen et al., 1993; Wight et al., 

2004).   
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3.2 Depression and adolescent development 

Adolescence is a stage characterised by marked physical, cognitive and emotional changes as 

well as changes in roles and relationships, and the foundation is laid for future functioning as 

an adult. Healthy development is a complex process that requires many things including 

supportive and caring families, peers and communities, access to high quality services (health, 

education, social and other community services), as well as opportunities to engage and 

succeed in the developmental tasks of adolescence. These tasks include the ability to form 

caring and mutually respectful relationships with family, other adults (often teachers) and 

peers, involvement in their communities and engaging in positive behaviours. (Dumont & 

Provost, 1999; Fine & Large, 2005; Konopka, 1973). Typical behaviours that develop during 

adolescence include independent decision-making, increased self-confidence, hopefulness and 

a sense of well-being (Blum, 1998; Cantrell & Lupinacci, 2004; Fergus & Zimmerman, 2005; 

Konopka, 1973; Morrisey & Werner-Wilson, 2005; Patton, Sanci, & Sawyer, 2002; Pinquart 

& Silbereisen, 2004; Resnick, 2000; Strage, 1998; Waters, Salmon, Wake, Wright, & 

Hesketh, 2001). 

The presence of depressive symptoms during adolescence has significant effects. Adolescent 

depression is associated with less healthy development in areas such as performance at 

school, relationships with family and friends, part-time work, and maintaining balance in 

various aspects of life (ACE Evaluation and Publications, 2002; Birmaher, Brent, & Benson, 

1998; Field, Diego, & Sanders, 2001). There can be significant disturbance in such tasks as 

establishing and maintaining significant peer relationships, achieving academically, and in 

gaining increased independence (Hoffman et al., 2003; Kandel & Davies, 1982; Lewinsohn, 

Rohde, Seeley, Klein, & Gotlib, 2000). Some adolescents may drop out of school, become 

involved in substance abuse or anti-social behaviours and even self-harm or attempt suicide 

(Beautrais et al., 2006; Evans, Van Velsor, & Schumacher, 2002; Fleming et al., 2007; 

Fombonne et al., 2001a, 2001b). An overview of the Christchurch Health and Development 

Study data suggests that early onset of depression, before the age of 16, leads to a 

significantly increased risk of subsequent depressive episodes (Fergusson & Horwood, 2001). 

Those who experienced an episode of major depressive disorder by the age of 19 were found 

to have a significantly elevated risk for future episodes (Harrington, Fudge, Rutter, Pickles, & 

Hill, 1990; Lewinsohn et al., 1999) as well as elevated substance disorder and traits associated 

with borderline and anti-social personality disorder (Lewinsohn et al., 2000). Very early onset 

depression was also seen as a marker of bipolar disorder (Kovacs, 1996).  
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The majority of adolescents who die by suicide have a mental disorder, mainly depression 

(Beautrais et al., 2006; Shaffer, Gould, Fisher, & Trautman, 1996). In girls, major depression 

is the most common psychiatric disorder as a risk for suicide attempts, and is a significant 

factor for boys (Fergusson & Lynskey, 1995; Fleming, 2003; Kovacs, 1996, 2001; 

Lewinsohn, Pettit, Joiner Jr., & Seeley, 2003; Lewinsohn et al., 2000). Although it is 

recognised that some young people without depressive symptoms do make suicide attempts 

(Beautrais et al., 1996), it is still important that adolescent depression is recognised and 

identified early. Results from the Youth2000 study confirm that in New Zealand, depressive 

symptoms are a risk factor in suicide attempts (Adolescent Health Research Group, 2003; 

Fleming, 2003). However many identified protective factors both at school and in the family, 

were associated with a small reduction in the rates of suicide attempts even for those 

adolescents displaying depressive symptoms (Fleming, 2003; Fleming et al., 2007).  

Most adolescents spend considerable time in school, perhaps up to half their average waking 

hours (Rice & Leffert, 1997). Almost all secondary schools in New Zealand have a School 

Guidance Counsellor (SGC) available for students (Besley, 2001; Crowe, 2006). The 

Blueprint targets (Mental Health Commission, 1998), which have been adopted by the 

Ministry of Health, indicate that Child and Adolescent Mental Health Services (CAMHS) will 

provide service to the 3% of the population with the more severe or complex needs. Despite 

considerable growth in CAMHS services since the mid-1990s, there is still a considerable gap 

in full-time equivalent staff for these services (Ramage et al., 2005). However, even if all 

positions were filled, CAMHS would not necessarily meet the needs of all young people with 

depressive disorders. In view of this, the availability of community-based interventions is 

therefore very important. One strategy, likely to be important as CAMHS face pressure to 

cope with increasing numbers of referrals, is to make better use of those community resources 

that already are regularly accessed by adolescents. In particular SGCs and GPs may be 

considered as the main consult-liaison partners of CAMHS (Fortune & Clarkson, 2006). A 

study investigating suicidal adolescents attending a CAMHS service showed that nearly half 

were already known to their SGC (Fortune, 2003). 

SGCs are ideally positioned to identify and treat adolescent depression (Auger, 2005; Black, 

1996; Evans et al., 2002). This can occur in a variety of ways. SGCs may often meet with 

young people who report concentration problems, falling grades, somatic complaints, 

relationship issues and substance abuse, rather than overtly depressed mood (Evans et al., 

2002; Rice & Leffert, 1997). Students are unlikely to access GPs to seek help for depression 
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(K. R. Brown, 2005; Denny et al., 2005; Gledhill et al., 2003; Richardson et al., 2007; Sawyer 

et al., 2001; Westman & Garralda, 1996), so SGCs are well placed to treat these adolescents 

at school. It is important that SGCs are aware of the prevalence of depressive disorder, 

consider the possibility of depressive disorder when seeing adolescents and are skilled in 

identification of adolescent depression.  

Maori rangatahi (young people) have higher rates of depressive symptoms than non-Maori. 

Recent training for those working with rangatahi in mental health services has been conducted 

by Tania Cargo, (Ngati Maru, Ngati Manu), a clinical psychologist and advisor at the Werry 

Centre. This presented ways to work with rangatahi and emphasised the importance of 

acknowledging their cultural identity. Cargo talked of turning “worriers” into “warriors” 

(Cargo, 2006). This training was well received by CAMHS clinicians (Nicholson, 2006).   

A small exploratory study with SGCs in South Auckland (Bulkeley, 2002) suggested that the 

number of adolescents with depressive symptoms seen by SGCs in 2001 was smaller than 

would be expected from community-based research (Birmaher, Ryan, Williamson, Brent, 

Kaufman et al., 1996; Lewinsohn et al., 1993). This finding led to further questions, which 

became the basis of the present research around SGCs’ beliefs, knowledge and practice 

around adolescent depression.  

3.3 Screening and identification of adolescent depression 

SGCs have an important part to play in screening for adolescent depression. Effective 

screening would ensure that adolescents received appropriate and timely treatment either by 

the SGC or in another setting following referral. Screening and identification should include 

some assessment of risk. 

There have been several guidelines published in recent years both in New Zealand (National 

Health Committee, 1996) and overseas (Birmaher et al., 1998; Jureidini & Tonkin, 2003) 

which offer advice on best practice in the care and treatment of young people with depressive 

disorder or clinically significantly depression. In 2005, the National Institute for Health and 

Clinical Excellence in the United Kingdom in 2005 published their Guidelines for 

identification and management in primary, community and secondary care (NICE Guideline, 

2005). In these Guidelines it states clearly that healthcare professionals in primary care, 

schools and other relevant community settings should be trained to detect symptoms of 

depression and to assess children and young people who may be at risk of depression. SGCs 

are ideally placed to carry out this work. It is envisaged that CAMHS would provide training 
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and develop appropriate systems for detecting, assessing, supporting and referring on children 

and adolescents who are depressed or at significant risk of becoming depressed. The 

importance of building a supportive and collaborative relationship with the young person and 

their family or carers is stressed.  

In the UK, the term CAMHS is used in two different ways (Department for Education and 

Skills, 2005). It commonly includes all services that work in mental health care of children 

and young people, whether these are provided by health, education, social services or other 

agencies. GPs and schools are specially mentioned, thus acknowledging that supporting these 

children and adolescents is not solely the work of specialist services. The term is also used 

more narrowly to refer to specialist mental health services, as is the case in New Zealand.  

There is a 4-tier CAMHS nationwide framework in Britain, but it is understood that neither 

services nor clients fit neatly into tiers and that many clinicians work across tiers. In Tier 1 are 

practitioners, such as GPs and school nurses, who are not mental health specialists. At this 

level, advice and treatment are offered for less severe problems, there is identification of more 

severe problems at an early stage, and referral to specialist services. In Tier 2, practitioners 

such as primary mental health workers, psychologists and counsellors working in community 

and primary care settings, such as GP practices, schools or youth services, offer consultation 

to families and other professionals, identify children and adolescents needing more specialist 

interventions, and undertake assessments. Tier 3 of CAMHS consists of multi-disciplinary 

teams providing a specialist service for children and adolescents with more severe, complex 

and persistent disorders. Tier 4 is tertiary level services, for those with the most severe 

problems.  

In the UK, a wide variety of clinicians work under the CAMHS umbrella. School counsellors 

clearly fit into Tier 2, and are seen as mental health clinicians despite being employed by 

schools. It is suggested in the guidelines that most adolescents with depression can be treated 

in the community. The different needs of these young people are shown in a model of stepped 

care (Table 3.1). At Tier 2, practitioners would be involved in identification of depression, 

watchful waiting and non-directive supportive therapy as well as some brief psychological 

therapy. This model provides a framework in which to organise the provision of appropriate 

services and the most effective interventions. 
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Table 3.1 The stepped-care model 

Focus Action Responsibility 

Detection Risk Profiling Tier 1 

Recognition Identification in presenting children or young 
people 

Tiers 2-4 

Mild depression (including dysthymia) Watchful waiting 
Non-directive supportive therapy, group CBT, 
guided self-help 

Tier 1 
Tier 1 or 2 

Moderate to severe depression Brief psychological therapy 
+/- fluoxetine 

Tier 2 or 3 

Depression unresponsive to treatment, 
recurrent depression, psychotic depression 

Intensive psychological therapy +/- fluoxetine, 
sertraline, citalopram, augmentation with an anti-
psychotic 

Tiers 3 or 4 

(NICE Guideline, 2005, p.19) 

The NICE guidelines also emphasise the importance of referrals at the right time and give 

clear criteria for referral. CAMHS provides training to ensure appropriate detection and 

evaluation of risk factors, and the importance of regular access to specialist supervision and 

consultation is stressed. This has implications for New Zealand SGCs, in that ongoing 

training and close consultation with CAMHS is clearly indicated to enable SGCs to carry out 

these types of interventions.  

3.4 Effective ways of preventing adolescent depression 

A variety of interventions have been developed to help prevent depression among a wide 

range of adolescents, including group programmes in schools. There are two main types of 

these programmes, universal and targeted. A recent systematic review considered evidence for 

the efficacy of preventative programmes (Merry, McDowell, Hetrick, Bir, & Muller, 2004). 

While these results are encouraging, and some programmes are seen to be efficacious in 

preventing depression in the short-term, Merry suggests that the implementation of such 

programmes is premature until further data are available concerning comparison of 

interventions with control or placebo groups and until a lasting effect for such programmes is 

demonstrated. Initial universal trials in a general high school population in the United States 

did not show any significant effects in preventing depressive symptoms (Clarke, Hawkins, 

Murphy, & Sheeber, 1993). Discussion of such programmes is limited here to those from 

Australia and New Zealand, generally carried out by school personnel working with 

adolescents of at least 13 years of age. School counsellors have been involved with only a few 

of these programmes, as usually health or other classroom teachers are involved in delivery.  
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3.4.1 Universal programmes 

Universal programmes are delivered to all adolescents, often through a health class. These are 

generally based on CBT principles and teach adolescents problem-solving techniques, ways to 

deal with negative thoughts, managing stress and communication skills. They have a positive 

focus, as expressed in their names.  

3.4.1.1 Resourceful Adolescent Program (RAP) 

The Resourceful Adolescent Program is an 11-week Australian programme designed to 

prevent depression in adolescents and administered by mental health professionals or 

psychology graduates (Shochet, Whitefield, & Holland, 1999). It focuses on building 

resilience, using Cognitive Behavioural Therapy (CBT) and Interpersonal Therapy (IPT) 

approaches. An evaluation of a trial of 260 Year 9 students in one school indicated that 

positive results, namely lower levels of depressive symptoms and hopelessness, were found in 

both the RAP-Adolescents and RAP-Family (where parents also attended a group) compared 

to a control group. This persisted at the 10-month follow-up, suggesting that a universal 

programme could be usefully implemented within the constraints of the school environment. 

Adolescents reported high satisfaction with the programme (Shochet et al., 2001). 

3.4.1.2 RAP-Kiwi 

A New Zealand version of RAP was developed as “Let's Rap! Me Kōrero Tatou. Resourceful 

Adolescent Programme” (Merry, McDowell, Wild, Bir, & Cunliffe, 2004). The bi-cultural 

pilot study compared this CBT intervention programme with a control group that met 

regularly and undertook a variety of enjoyable activities. Health teachers delivered the RAP-

Kiwi intervention to students in Years 9 and 10 (13-14 years old) in two schools. There was a 

clinically significant reduction in depression scores immediately after the intervention and 

some effects lasted for 18 months. This was the first time a significant difference had been 

shown to exist when an intervention was compared to a placebo programme of this kind. 

3.4.1.3 The Gatehouse Project 

The Gatehouse Project from Australia is a long-term whole school approach that aims to 

increase levels of emotional well-being, decrease health-risk behaviours among adolescents, 

and build positive regard through participation in school life. The “first wave” had 2678 Year 

8 students. This primary prevention programme focussed on promoting emotional and 

behavioural well-being in a more positive school environment to prevent or delay the onset of 

depression. Classroom interventions enhanced communication, taught coping strategies for 



 
40 

 

anxious or depressive feelings, and developed social skills (Patton et al., 2000). While there 

was a reduction in substance use in the intervention group, there was no significant effect of 

the intervention on depressive symptoms, school or social relationships (Bond et al., 2004). 

This may have been because the intervention was neither specific in its influence on 

depression and related issues nor sustained.  

3.4.1.4 Beyondblue 

The schools research initiative of the Australian national beyondblue depression strategy 

(beyondblue: the national depression initiative, 2004) was designed to evaluate the impact of 

a universal approach to the prevention of depression in adolescents. It recognised the need to 

enhance protective factors within the environment as well as building individual resilience 

(Spence, Burns et al., 2005; Spence, Sheffield, & Donovan, 2003; Spence, Sheffield, & 

Donovan, 2005). This whole school project encompasses a three-year classroom programme 

of ten weekly lessons each year and is aimed at promoting emotional well-being and positive 

school outcomes by enhancing resilience. It includes emotional education, stress reduction, 

life problem-solving skills, conflict resolution and assertiveness and can be delivered in 

Health, PE, English or Social Studies classes. Other elements include building a supportive 

environment across all aspects of school, building pathways to facilitate access to appropriate 

care within the school and with other health professionals, as well as community forums to 

help decrease the stigma of depression. The beyondblue schools initiative is continuing and 

evaluations are likely to be published soon. 

3.4.1.5 Problem Solving for Life Program 

This Australian school-based universal programme used cognitive restructuring and problem-

solving skills and was designed to prevent the development of adolescent depression (Spence 

et al., 2003). It was administered by teachers on a whole-class basis to 1500 Year 8 students 

in 16 high schools. While there was positive reduction on measures of depression, emotional 

well-being, social adjustment, attribution style and problem-solving for both high and low-risk 

adolescents initially after the intervention, at 12 months there were no significant differences. 

Delayed effects were recently investigated and indicated no significant difference at two, 

three or four years’ follow-up. This was both for the sample in general and for those 

adolescents who had initially been identified as showing elevated symptoms of depression 

(Spence, Sheffield et al., 2005). 
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3.4.2 Targeted programmes 

3.4.2.1 Travellers 

Travellers is a New Zealand school-based early intervention programme that has been 

developed to help young people entering high schools to cope with change, loss and transition 

events (Dickinson, Coggan, & Bennett, 2003). It targets the specific needs of adolescents, 

selected after universal screening of Year 9 students (13-14 year-olds) as being more at risk of 

difficulty in adjusting to secondary school or of having elevated levels of distress. Travellers 

is an eight-week group programme run by SGCs and health educators. It explores change, loss 

and transition experiences, and aims to develop ways to navigate change successfully. It links 

thoughts, feelings and behaviour, and through enhancing a supportive environment aims to 

improve learning outcomes. Findings from the pilot study with 34 students in two schools 

(one urban and one rural) indicated that students from the urban school had significantly 

reduced scores on the distress scale. Dickinson suggests that this is a valuable intervention for 

mediating levels of emotional distress and enhancing protective factors. A further 2-year 

randomised control trial in ten further schools was undertaken in 2002-2003 but results have 

not been published. However, SGCs, facilitators, parents and adolescents have all reported 

satisfaction with the outcomes.  

3.4.2.2 Adolescents Coping with Emotions 

Adolescents Coping with Emotions (ACE) is an Australian school-based programme reported 

to be efficacious in preventing depression in girls (Kowalenko et al., 2005). The ACE 

programme was for those at high risk of developing depression and those with significant 

current depressive symptoms. Analysis of results is presented for a trial of 82 girls aged 13-16 

compared to a control group of those on a waiting list. It aimed to “build resilience and 

increase positive coping in young people using cognitive-behavioural and interpersonal skills” 

(p.497). There were significant reductions in depressive symptoms and increased coping 

strategies. At a practical level, Kowalenko believes that programmes which are the least 

obtrusive, lowest-cost and demonstrated to be effective will have the greatest chance of being 

adopted in real-life settings such as schools. (Kowalenko et al., 2005). In New Zealand, an 

adaptation called Kiwi ACE has been trialled in Tairawhiti with Year 10 students. This has 

been developed in partnership with CAMHS and delivered by mental health clinicians and 

trained school counsellors, and is informally reported as having been successful (Madison, 

2006). An internal report suggested there was potential for Kiwi ACE to be used as an early 

intervention initiative (van den Worm, 2006). It was well-received by participants and 
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facilitators. Benefits mentioned were that counsellors increased their knowledge of cognitive 

– behaviour techniques as well as improving relationships with CAMHS staff making 

referrals easier.  

3.4.3 Comparison of universal and targeted programmes 

The first study to compare universal and indicated (targeted) programmes (Problem-solving 

for Life and ACE) investigated the possible stigma attached to targeted programmes (Rapee et 

al., 2006). It found that participant satisfaction was higher for the targeted programmes. Rapee 

concludes that “the current data must dent the unquestionable certainty that targeted programs 

will be unpopular with participants due to their production of high levels of stigma” (p.176). 

However, participant satisfaction is not the same thing as lack of stigma. 

3.5 Interventions for adolescent depression 

A recent search of databases using the terms adolescent depression and treatment program or 

programme, and New Zealand or Australia did not find any treatment interventions of this 

kind. Ovid MEDLINER 1950 to March Week 1 2007, EMBASE 1980 to 2007 Week 11, 

PsycINFO 1806 to March Week 2 2007, ERIC 1965 to February 2007, CINAHL 1982 to 

March Week 2 2007 and Cochrane Database of Systematic Reviews 1st Quarter 2007 were 

searched.  

However, three approaches to treatment of adolescents showing depressive symptoms, 
relevant to SGCs, will be discussed in this section. These are Mental Health First Aid 
(MHFA), Cognitive Behaviour Therapy (CBT) and Interpersonal Psychotherapy (IPT).  

3.5.1 Mental Health First Aid 

Following a survey of the public's ability to recognise mental disorders and their beliefs about 

the effectiveness of treatment (Jorm et al., 1997), mental health first aid developed within the 

last 10 years in Australia. MHFA is “the help provided to a person developing a mental health 

problem or in a mental health crisis” (Kitchener & Jorm, 2002a, p.2). The aim is not to teach 

people to become therapists, but rather to recognise the symptoms of mental health problems, 

provide initial help and guide a person towards appropriate professional help. MHFA seeks to 

inform about the prevalence of mental health problems, risk factors, remove stigma, and 

enable people to assist family, friends or colleagues in finding appropriate help. It is presented 

as a training programme which focuses on depression, anxiety disorders, psychosis and 

substance use disorders.  
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With depression, MHFA focuses on symptoms, and how emotions, thoughts, behaviour and 

physical well-being can be affected. Trainers provide information on the causes of depression, 

an explanation of the role of depression in suicide and the need for risk assessment. Ways to 

foster hope and reassurance are given, as well as suggestions on how to encourage people to 

seek appropriate help from clinicians. They also provide information about medical and 

psychological treatments, in particular CBT, IPT and self-help and lifestyle changes. 

Participants are informed about helpful Australian websites, publications and telephone 

support (Kitchener & Jorm, 2002a). 

While SGCs are familiar with many aspects covered in MHFA training, such as non-

judgemental listening and support of clients, the MHFA programme still provides 

considerable useful information for them around basic mental health and screening 

techniques. Information about screening and early intervention is likely to help SGCs in their 

own work as well as being a valuable resource in training other school staff about basic 

identification of mental health problems (Mental Health First Aid, 2006).  

Three evaluations of the MHFA programme, one uncontrolled and two randomised controlled 

all found that there were statistically significant benefits for the participants, including 

identification of mental disorders when followed-up five to six months post-training 

(Kitchener & Jorm, 2002b, 2006).  

3.5.2 Psychological treatments for adolescent depression 

Psychological treatments for adolescents with depression have generally been adapted from 

those used to treat adults, taking into consideration understanding of adolescent development. 

Such approaches aim to decrease depressive symptoms and increase psychosocial functioning. 

Two approaches, CBT and IPT, appear to be particularly helpful, at least for those adolescents 

with mild to moderate depression, rather than those who are more severely depressed.  

3.5.2.1 Cognitive Behaviour Therapy (CBT) 

A recent review of studies conducted between 1967 and 2004 concludes that CBT has been 

found to be efficacious in treating depressed adults (Butler, Chapman, Forman, & Beck, 

2006). From the late 1980s onwards, the efficacy of CBT with depressed adolescents has been 

investigated (Clarke et al., 1995; Clarke, Hornbrook et al., 2002; Clarke, Rohde, Lewinsohn, 

Hops, & Seeley, 1999; Harrington, Whittaker, Shoebridge, & Campbell, 1998; Kahn & Kehle, 

1990). Several reviews of studies of interventions for depressed children and adolescents 

concluded that CBT might be of considerable benefit for those with mild-moderate 
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depression, often using comparison with those on a waiting-list. Some studies were small, but 

CBT did appear to be efficacious (American Academy of Child and Adolescent Psychiatry, 

2001; Brent et al., 1998; Gillham, 2000; Harrington et al., 1998; Reinecke, Ryan, & DuBois, 

1998). Not only did CBT reduce depression among these adolescents, but the treatment gains 

were maintained over time (Lewinsohn, Clarke, Hops, & Andrews, 1990). Later studies 

suggested that CBT treatment was robust although further controlled trials were needed 

(Kroll, Harrington, Jayson, Fraser, & Gowers, 1996; Lewinsohn, Seeley, Hibbard, Rohde, & 

Sack, 1996). Two studies claim that CBT is likely to be more efficacious than other 

psychological treatments even in more difficult-to-treat cases (Birmaher et al., 1998; Clarke, 

Hornbrook et al., 2002).  

Little research has investigated the use of CBT interventions for treating adolescent 

depression in a school setting. Studies of CBT in schools are often with younger children, and 

focus on other concerns such as anxiety (Bernstein, Layne, Egan, & Tennison, 2005; 

Ginsburg & Drake, 2002), post-traumatic stress disorder (Kataoka et al., 2003) and children of 

alcoholics (Webb, 1993). Likewise resources and ideas for SGCs who wish to use CBT are 

often aimed at those working with primary school children (Friedberg, 1996). Clarke and 

Lewinsohn pioneered the introduction of psycho-educational prevention of adolescent 

depression (Clarke et al., 1993; Lewinsohn et al., 1990). Results from early studies suggested 

that universal programmes did not have measurable impact on reduction or prospective 

prevention of depression (Clarke, 1993). However a targeted behavioural psycho-educational 

approach for depressed adolescents has been demonstrated to be efficacious (Clarke, 1993; 

Clarke et al., 1995; Clarke et al., 1993; Clarke & Lewinsohn, 1989; Clarke et al., 1999; 

Lewinsohn et al., 1990). Targeted prevention has tended to focus on two groups of at-risk 

adolescents, those with elevated symptoms of depression (Clarke et al., 1995) and those with 

a parent who is depressed (Clarke et al., 2001).  

3.5.2.2 Interpersonal Psychotherapy (IPT) 

IPT is based on the premise that depression occurs in the context of interpersonal 

relationships. It focuses on current rather than on past relationships. During the 1990s it was 

modified for use with adolescents (IPT-A) diagnosed with depression (Mufson et al., 1994; 

Mufson, Weissman, Moreau, & Garfinkel, 1999). Mufson states that  
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The goals of IPT-A are to decrease the depressive symptomatology and improve 
social functioning by focusing on problems in the patient’s interpersonal 
relationships. 

(Mufson & Moreau, 1997, p.420) 

Two small studies were reported in 1994, with Phase Two including modifications that were 

made to IPT-A (Mufson et al., 1994). These included shortening the process from 16 to 12 

weeks and adding the single-parent family as a further interpersonal problem area. IPT-A 

appeared to be successful in reducing symptoms and improving general functioning. 

Treatment effects were maintained over a one-year period, suggesting it warranted further 

research (Mufson & Fairbanks, 1996). The first randomised controlled trial with IPT-A 

compared to clinical monitoring in a sample of clinic-referred depressed adolescents was 

reported in 1999 (Mufson et al., 1999). Results showed that IPT-A was acceptable, with a low 

rate of attrition and high rate of attendance, and efficacious in reducing symptoms and 

improving social functioning. Although there was a small sample size of 48 with a risk of a 

Type II error, IPT-A deserved further (Mellin & Beamish, 2002). IPT-A is structured, active 

and emphasises psycho-education (Mufson & Sills, 2006). Adolescents are taught new 

strategies to apply to problems and the importance of communication and negotiation skills. A 

recent paper outlined the process of using IPT-A in a school-based health setting (Mufson, 

Dorta, Olfson, Weissman, & Hoagwood, 2004). This identified challenges and provided 

suggestions for overcoming barriers. Despite difficulties, those adolescents treated with IPT-

A rather than treatment as usual, reported significantly greater reductions in the symptoms of 

depression. These findings were consistent in self-ratings, independent evaluations and 

clinician ratings. 

3.6 Research with School Guidance Counsellors 

Often, SGCs will be the professionals seeing depressed adolescents, and so are ideally placed 

for early identification of mental health problems and intervention with young people (Bower 

et al., 2000; Evans et al., 2002; Maag et al., 1988; C. J. McCarthy & Brack, 1996; NICE 

Guideline, 2005). I wanted to investigate what interventions had been trialled by SGCs in 

adolescent mental health in secondary schools (Years 9-13) and if and how the outcomes of 

these interventions had been evaluated. This would indicate which approaches had been 

efficacious and how this success was measured. 

Interventions in any area of high school adolescents’ mental and emotional health were 

included in my search. In particular, I sought specific interventions in the field of adolescent 
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depression carried out by SGCs with an outcome that was evaluated. Two areas were covered, 

research carried out by SGCs, and interventions that were carried out by SGCs as a part of 

another person’s research. 

3.6.1 Search strategy 

Ovid MEDLINER 1966 to November Week 3 2006, EMBASE 1980 to Week 50 2006, 

PsycINFO 1806 to December Week 2 2006, ERIC 1965 to November 2006, the Cochrane 

Central Register of Controlled Trials, the Cochrane Database of Systematic Reviews 4th 

Quarter 2006, and Digital Dissertations were searched. Terms used to search the databases 

were school counselors, school counsellors, school counsel$, interventions, clinical 

interventions, RCT, school, therapeutic interventions. The New Zealand Journal of 

Counselling, Counselor Education and Supervision, and the New Zealand Journal of 

Psychology were also searched from their inception up to December 2006. 

Results are discussed under two main headings: interventions carried out by SGCs and then 
discussion of research and the lack of it, by SGCs and involving SGCs. 

3.6.2 Interventions carried out by School Guidance Counsellors 

Using the Educational Resources Information Center (ERIC), many articles were found which 

discussed suitable therapeutic interventions for school counsellors to use with children and 

adolescents presenting with a variety of issues. These included academic achievement (D. 

Brown, 1999; Hanson & Stone, 2002); anxiety (Cheek, Bradley, Reynolds, & Coy, 2002); 

crisis intervention (M. Allen et al., 2002); depression (Abrams, Theberge, & Karan, 2005); 

eating disorders and body image (Bardick et al., 2004; Stout & Frame, 2004); foster children 

(Geroski, 2000); learning-disabled adolescents (Durodoye, Combes, & Bryant, 2004); 

learning style (Hurley, 1997); racial identity (Benedetto & Olisky, 2001); suicide and self-

harm (Bower et al., 2000; White Kress, Gibson, & Reynolds, 2004); self-motivation (Lapan, 

Kardash, & Turner, 2002); truancy (Sheverbush, Smith, & DeGruson, 2000) and victims of 

domestic violence (Refvem, 2000). One of these interventions was concerned only with 

elementary (primary) school aged children (Cheek et al., 2002). Others covered the whole 

range of school age (Refvem, 2000), while some were specifically for adolescents (Durodoye 

et al., 2004; King & Smith, 2000; Stout & Frame, 2004).  

In some cases, these articles offered conceptual models and frameworks for school 

counsellors to use in interventions with children and adolescents. Most of the articles were 

opinions and suggestions of approaches that could be useful. There was little evidence of 
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research carried out by school counsellors rather than by academics. Universities or mental 

health programmes provided the impetus for the research. 

3.7 Mental health research in schools 

For children and adolescents, schools are the primary providers of mental health services, 

unlike adults who will go to GPs. Less than 25% of children received mental health care 

through a GP, while 75% received this care at school (B. J. Burns et al., 1995). In 1997, 

Hoagwood and Erwin searched references to articles published from 1985 to 1995 to identify 

studies of school-based mental health services for children and adolescents and review their 

efficacy (Hoagwood & Erwin, 1997). These services were conceptualised as inclusive of 

primary preventative, targeted preventative, intervention and treatment. Minimum standards 

of scientific integrity were seen as randomisation to the intervention condition, a control 

group and standardized outcome measures.  

While 5,046 entries were identified by computer search, just 228 were program evaluations, 

of which only 77 used designs that contained a control group and standardized outcome 

measures, and only sixteen of these included random assignment to groups. Three types of 

interventions were found to be efficacious: CBT approaches, social skills training and teacher 

consultation (Hoagwood & Erwin, 1997). However, some of the evidence was mixed.  

Seven studies employed CBT as a targeted intervention, with four of these focussing on the 

primary prevention of depression. The oldest study is now over twenty years old (Reynolds & 

Coats, 1986) and focused on the tertiary treatment of depression in the schools. It randomly 

assigned thirty high school students to CBT, relaxation training and a waitlist control. Both 

treatment groups showed substantial and significant reduction in depressive symptomatology, 

assessed by self-report and rating scales.  

Two studies by Clarke investigated brief primary prevention of depression for almost 1000 

ninth and tenth grade adolescents in schools. The first study found short-term effects in the 

reduction of depressive symptoms among boys in the intervention group, but no significant 

improvement in functioning. Even with a substantially increased training in skills (study two), 

there was still no significant improvement in functioning (Clarke et al., 1993). However, 

results from a later targeted prevention programme for 150 adolescents at risk for future 

depressive disorders, indicated that a 15-session group cognitive intervention showed 

significant improvement over a control group (Clarke et al., 1995).  
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A further seven studies investigated the use of social skills training programmes and focussed 

on school adjustment and substance use problems. These were mainly for elementary 

(primary) school children. Two studies examined teacher consultation and the effectiveness of 

behavioural consultation on pre-referral practice and teacher stress. Neither of these 

concerned depression. 

Hoagwood and Erwin’s review was thorough in its approach and the results indicative of the 

paucity of randomised control trials in high schools in this field. However, the researchers 

were generally university-based and school counsellors did not carry out any of these studies. 

As the study is over 10 years old, I wished to check what later studies had been carried out in 

schools. Although Hoagwood does not indicate which search terms were used, I carried out a 

search early in 2007 using the terms: mental health programs, school-based mental health 

services, adolescents, mental health, school health services, control groups, intervention, and 

school counselors. I did not find any newer studies that fitted the criteria of randomisation to 

the intervention condition, a control group and standardized outcome measures.  

3.8 Why research is important for counsellors 

John McLeod, a Scottish counsellor and academic believes it is important for practising 

counsellors to carry out research for five main reasons: to gain a wider perspective, to 

increase accountability, to develop new ideas and approaches, to investigate applications of 

counselling in new areas as well as for personal and professional development (McLeod, 

2003). He suggests that research needs to be grounded in what he calls “the messy world of 

everyday practice” (p.192) and believes that this is as important as evidence-based practice. 

Increasingly he sees counselling research as being reflexive and oriented to discovery rather 

than verification. Asking the question “who is research for?” means there is a greater 

appreciation of issues around empowerment and social responsibility in research (p.194). 

McLeod almost goes so far as to say that research is not an option but is essential for 

counsellors to consider as part of their practice. To encourage counsellors into research, 

McLeod states that as a starting point, he believes that the best researchers are those with the 

questions not the answers (p.195). However, research of any kind does take time, and this is 

likely to be problematic for SGCs. School counsellors must accept responsibility for 

undertaking such research to indicate the effectiveness of their work as well as their capability 

with research skills (Dykeman et al., 2001; Myrick, 1990; Rhyne-Winkler & Wooten, 1996). 
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3.9 Why school counsellors are not involved in research 

Following a national survey of a sample of members of the American School Counselors 

Association, Fairchild stated firmly that the biggest barrier is the counsellors’ attitude to 

research (Fairchild, 1993). An attitudinal shift needs to occur before other barriers such as 

time or lack of familiarity with methods can be overcome. Reviews of such concerns suggest 

that while this lack of outcome research is well-documented, it would appear that school 

counsellors themselves have been negligent in the evaluation, documentation and 

communication of evidence that their work is effective (Foster, Watson, Meeks, & Young, 

2002; Rowell, 2006). Some SGCs may find it difficult to accept this concept of the need to 

take responsibility for and to carry out their own research. This could perhaps be because of 

lack of knowledge, ethical issues such as confidentiality, as well as time and financial 

constraints (Green & Keys, 2001).  

It is likely that unfamiliarity with suitable research methods is an important barrier to school 

counsellors carrying out research to support their effectiveness (Fairchild, 1993; Foster et al., 

2002; Myrick, 1990; Rowell, 2006; Whiston & Sexton, 1998). Counsellors may lack 

confidence in designing and carrying out research, may face time-restraints, lack resources, or 

have little support from their school principals and Boards (C. A. Campbell & Brigman, 

2005). Not all school counsellors have studied research methods and thus certain concepts 

may not be readily understood by them (Walz & Bleur, 2002). However, good qualitative 

research, involving analysis from a number of perspectives and sources, may be more easily 

accepted by SGCs and pose fewer ethical issues than using quantitative methods (McLeod, 

2003). While there is encouragement from professional associations for more counsellors to 

become involved in research, there are also suggestions they would need considerable support 

(Whiston, 2002; Whiston & Sexton, 1998). 

There have been some interesting suggestions for approaches that SGCs can use to enter 

gently into the research process. These range from keeping a portfolio of the work carried out 

(Rhyne-Winkler & Wooten, 1996), using retrospective measurement of positive changes in 

clients (Myrick, 1990) and action research (Gillies, 1993; Rowell, 2006). Action research 

allows school counsellors to evaluate the effects of specific programs or interventions. It 

enables a counsellor to carry out a basic evaluation of individual, group, or program 

interventions in a relatively simple way, at various stages of the implementation process. 

Rowell suggests that the use of action research means that through research and practice, 
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school counsellors and researchers in universities can co-operate and together build the 

profession (Rowell, 2006).  

3.10 Implications of paucity of research by school counsellors 

In many professional fields, including counselling, employers require accountability and 

evidence of efficacy, and the public request effectiveness. There is little research to show the 

efficacy of counselling, as unfortunately, only a few counsellors accept the professional need 

to evaluate the quality of their services. 

Until recently, most school counsellors have been immune from these demands 
because the service they provide has been highly valued by many school 
communities. With greater restraints on public spending, however, the need to justify 
and even defend counselling service is more apparent than ever.  

(Gillies, 1993, p.69) 

The lack of research by SGCs is evident, as accountability and evaluation of professional 

competence becomes increasingly necessary. Schools need to indicate to funders how money 

is spent on school counselling services and the efficacy of such services (Bauman, 2004; 

Dykeman et al., 2001).  

There is much discussion of the value of the work of school counsellors in the United 

Kingdom. A recent study from Scotland (Cooper, Hough, & Loynd, 2005) and a report 

covering England, Wales and Northern Ireland (Baginsky, 2004) confirmed previous findings 

that teachers were generally positive in their attitudes towards counselling. However, a 

considerable number of articles published in journals such as “The School Counselor” and 

“Professional School Counseling” (from the United States) make it clear that counsellors need 

to be actively involved in research in their work. Allen believes that school counsellors lack 

understanding of the relevance of research and do not want to spend time and effort in 

research that they do not consider a job priority (J. M. Allen, 1992). A study of school 

districts in North Carolina found that only 19% were implementing any formal evaluation 

activities for school counsellors because of a lack of time (Vacc & Rhyne-Winkler, 1993). As 

school populations become more diverse and counsellors increasingly work with young 

people with different worldviews, professional development, clinical supervision and cultural 

responsiveness are more important than in the past. The role of school counsellors needs to be 

clarified and evaluated in this changing environment (Paisley & McMahon, 2001). 

This emphasises once again that perhaps school counselling cannot be taken seriously as a 

profession because it lacks substantial research, which may place the profession at risk. 
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Despite efforts over the past thirty-five years, there is still a relatively low interest in research 

by SGCs. Although there have been articles in journals over many years which have 

addressed and re-addressed this problem, review articles indicate how little has changed 

(Bauman, 2004; Cramer, Herr, Morris, & Frank, 1970; Rowell, 2006). Bauman concludes that 

until training institutions and professional organisations actively promote research among 

counsellors, the situation will not change.   

3.11 School counsellors and depression research 

A specific search for evaluated interventions by school counsellors for students with 

depression identified two studies, one nearly twenty years old (Maag et al., 1988) and recent 

PhD research (Crittenden, 2004). Maag investigated school professionals’ ability to identify 

adolescent depression by comparing the ability of 30 classroom teachers, 30 SGCs and 30 

special education teachers in Arizona to identify characteristics of adolescent depression. 

Results suggested that while SGCs have considerable knowledge of the characteristics of 

adolescent depression, they may need additional training in identifying depressed adolescents 

in a “natural” environment, such as the classroom rather than solely from within a 

counsellor’s office (Maag et al., 1988, p.80). Crittenden investigated the knowledge of 137 

Philadelphia parents and school professionals, (teachers, school counselors, and school 

psychologists) about internalising and externalising disorders. While school professionals’ 

knowledge was considerably better than parents, all groups knew more about attention deficit 

hyperactivity disorder than depression or social anxiety disorder (Crittenden, 2004).  

Many of the articles retrieved were descriptions of adolescent depression, often giving 

guidelines and strategies to help school counsellors in this area. Research needs to further 

identify and validate school-based interventions for depressed students (Auger, 2005). 

3.12 New Zealand School Guidance Counsellors and Research 

Despite all that has been said above, in the last ten years, there have been some signs in New 

Zealand of an increasing number of SGCs involved in post-graduate level research, 

undertaken while employed in schools. A search of articles published in the New Zealand 

Journal of Counselling (the journal of NZAC) from 1995 to 2006 found several articles by 

practising SGCs. This research has frequently focussed on social relationships at school such 

as “mocking” in a boys’ school (Dickinson, Coggan et al., 2003), same-sex friendships among 

girls (Lange, Agee, & Dixon, 2005) and management of student suicide (L. McCarthy & 

Hermansson, 1998). Other research by SGCs has included narrative approaches in developing 
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a safer school and community environment (Dixon, Bretherton, Lynch, & Perkins, 2005); an 

investigation of counselling with deaf students (Hill, 2005); working with students who 

disclose sexual abuse (Besley, 2003); the ethics of care (Khaleghian, 2003); adolescent 

spirituality (Bray, 2005) and the relationship between life coaching and counselling (Skerton 

& Chapman, 2006). Most recently, an exploration of the history and practice of guidance and 

counselling in New Zealand schools was undertaken (Crowe, 2006). 

These findings are encouraging and it would seem in New Zealand there is a growing 

awareness of the importance and value of research by counsellors. It is welcome that NZAC 

has now held five research conferences (2003-2007) where a variety of topics pertinent to 

counsellors and research have been discussed and current research projects presented. As 

might be expected, these attract mainly those working in counsellor education or undertaking 

doctoral studies, with few SGCs attending. Therefore, it would seem that in New Zealand, 

despite many articles and books emphasising the importance of research for counsellors, there 

is relatively little counselling research undertaken outside of academic settings.  

Manthei who conducted the survey of SGCs in the 1990s (Manthei, 1999a, 1999b), later 

wrote an article entitled “Encouraging Counsellors to become Active Researchers and Users 

of Research” (Manthei, 2004). He sought to encourage NZ counsellors to see the value of 

evidence-based research and to undertake their own investigations and publish them. It is 

hoped that this will extend to SGCs as well. However there has been no published research by 

SGCs on working with adolescents with depression. 

3.13 Conclusion   

Adolescent depression continues to be a significant problem in New Zealand as in other 

countries. Unless identified and treated appropriately, depression can have significant impact 

on adolescent development and in later life. SGCs are important to the mental and emotional 

well-being of the young people of New Zealand. They need to be aware of the importance of 

screening all young people for depression, and of effective ways of working with depressed 

adolescents. SGCs are in a good position to do this.  

Screening and intervention tools and programmes are available, many of which have been 

evaluated and found to be effective. However, SGCs have not often been used to deliver 

these, and most New Zealand SGCs would be unaware of the research that demonstrates their 

effectiveness. There was little evidence that in general, counsellors instigate research into 
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their practice, although it is encouraging that some SGCs in New Zealand have published 

research of their work with young people, although as yet, not around depression.  

Therefore, it was not possible to build on any research carried out by SGCs themselves that 

could assist in the development, implementation and evaluation of a training workshop to help 

depressed adolescents. The present study aimed to work with SGCs to develop such training, 

which would be beneficial to young New Zealanders with depressive symptoms. Using SGCs’ 

knowledge and considerable experience with adolescents, this study investigated their beliefs, 

knowledge and practice around adolescent depression. The aim was to develop and trial an 

workshop which would be acceptable to SGCs and therefore be likely to be widely used.  
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Chapter 4  

Theoretical perspective 

4.1 Reasons for choosing qualitative research 

As shown in the literature review there has been little investigation of SGCs and their beliefs 

or knowledge around adolescent depression. This was disappointing and so it was important 

that appropriate ways were used to create an accurate picture of New Zealand school 

counsellors’ beliefs and knowledge about adolescent depression and how they used this in 

their work.  A qualitative method lends itself to discovering such information where little has 

been shown to exist previously. It is ideal where a researcher wants depth rather than breadth 

of information (Coker, 2001).  

Creswell (1998) defined qualitative research as  

…an inquiry process of understanding based on distinct methodological traditions of 
inquiry that explore a social or human problem. The researcher builds a complex, 
holistic picture, analyses words, reports detailed views of informants, and conducts 
the study in a natural setting.        

       (Creswell, 1998)  

Interest in qualitative research has led to increased scrutiny into its methodology. Different 

research processes offer different perspectives, with validity and relevance being common to 

both quantitative and qualitative. Mays and Pope suggest that from a philosophical viewpoint, 

such research is an attempt to represent reality (Mays & Pope, 2000, p.50). Qualitative 

research where participants are encouraged to talk to one another and comment on each 

other's experiences and viewpoints is particularly useful to explore not only what people think 

but how and why they think that way (Kitzinger, 1995).   

4.1.1 Focus Groups 

As early as 1977, Calder stated that “in practice, qualitative research has become almost 

synonymous with the focus group interview” (Calder, 1977). Focus groups were first used in 

the business world and increasingly in psychology, social sciences, education and health field 

from the 1990s onwards (Calder, 1977; Frey & Fontana, 1989; Kitzinger, 1995; Mays & 

Pope, 1995; Vaughn, Schumm, & Sinagub, 1996). They grew out of what was referred to as a 

“focused interview” namely a discussion group which concentrated on a particular topic or 

number of topics and facilitated by a trained moderator, normally with between eight and 

twelve participants (Byers & Wilcox, 1991).  Morgan defines focus groups as a research 

technique, “a broad umbrella”  (p.6) that collects data through group interaction on a topic 
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determined by the researcher (Morgan, 1997). The researcher’s interest provides the focus 

while the data comes from the group interaction. In contrast, others suggest that focus groups 

are more formal than Morgan believes, as participants are invited to the group and the 

moderator/researcher has a distinctive role (Frey & Fontana, 1989; Khan & Manderson, 1992; 

McQuarrie, 1996).  

Used in a variety of fields, focus groups have a structure and a process helping people to 

explore and clarify their views more easily than in an individual interview (Kitzinger, 1995). 

Krueger and Casey (2000) clearly describe what they mean by a focus group.  

Our goal is to create a comfortable, permissive environment in focus groups. We 
select participants who have something in common, and we tell them they have this 
thing in common. The moderator is not in a position of power or influence and 
encourages comments of all types – positive and negative. The interviewer is careful 
not to make judgments about the responses and to control body language that might 
communicate approval or disapproval. The role of the moderator is to ask questions, 
listen, keep the conversation on track and make sure everyone has a chance to share. 

       (Krueger & Casey, 2000) 

They also list characteristics of focus groups as including people who possess certain 

characteristics and provide qualitative data in a focused discussion to help understand the 

topic of interest (p.10).   

In focus groups there are opportunities to allow opinions to be shared, for there to be a 

diversity of responses consistent with a phenomenological approach, allowing for a variety of 

perspectives to be heard (Kormanski, 1997) . There is considerable interaction between the 

moderator who not only hears what is said, but also how participants express their opinions. 

An environment like this can often help a participant to clarify their understanding of a topic, 

referred to as the knowledge-validation process (P. H. Collins, 1989). Focus groups can be 

used to gain an understanding about a topic so decision makers can make more informed 

choices. However, in research, an important use is to conduct exploratory research when a 

researcher wants to examine a subject about which little is known (Krueger & Casey, 2000; 

Morgan, 1997),  and so focus groups are ideal for the present research by giving SGCs 

opportunities to make their views known and contribute to research.  

Discussion in focus groups is especially suitable when the researcher is content for the group 

to explore the questions in their own way. New ideas or understandings can be included, and 

the order in which questions are asked may vary (Britten, 1995). This approach is useful with 

SGCs who work in a variety of schools. Another reason for choosing focus groups was to 
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enable information to be gathered from a larger number of SGCs than would have been 

possible by individual interview.  

Qualitative research can be assessed for its validity with reference to the same broad criteria 

as quantitative research. Validity can be improved by triangulation, respondent validation, 

clear exposition of methods of data collection and analysis, reflexivity, attention to negative 

cases as well as fair dealing (Malterud, 2001; Mays & Pope, 2000).  

In this study, triangulation of data occurred with the focus groups and the questionnaire which 

can be seen as “a way of ensuring comprehensiveness” and encouraging a more “reflexive 

analysis of the data” (Mays & Pope, p. 51). The methods used to collect and analyse data are 

clearly shown, with particular emphasis on the evolutionary process of development of 

themes and sub-themes. In terms of reflexivity, I have been transparent in how my training, 

experience and current working relationship with some SGCs could have influenced the data 

collection and analysis. Attention to negative cases is shown by discussion of some individual 

comments from SGCs, which went against the general trend, and I endeavoured to ensure that 

all participants had equal opportunity to contribute to the groups. These are discussed in more 

detail in Chapter 5. 

A focus group research report that is true to its data needs to discuss the impact of the group 

dynamic, taking advantage of the interaction between participants. It should also usually 

include at least some illustrations of the talk between participants, rather than simply 

presenting isolated quotations (Kitzinger, 1995).  

One of the uses of focus groups is to investigate certain aspects of subsequent quantitative 

research. In the present research focus groups gave valuable data about Auckland SGCs but 

also stimulated the thinking of the researcher and assisted in generating the questionnaire for 

Stage Two (Calder, 1977).  

4.1.2 Analysis of data from focus groups  

There are a variety of ways to analyse data in qualitative research. One of the main theories in 

qualitative research is that of grounded theory which was developed over 40 years ago (Glaser 

& Strauss, 1967). This can be seen as a way of moving from raw data to a set of “theoretical 

claims” that will make sense to professionals, policy-makers or researchers in the area of 

study. Glaser and Strauss believed that theory should be stimulated through and “grounded” 

by empirical research, with new ideas being refined as they emerge from the data. This data 

was “coded” into categories for the purposes of comparison, known as “open coding” a 
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preliminary process of breaking down, examining, comparing, conceptualising and 

categorizing data to stimulate ideas rather than simply documenting evidence (Strauss & 

Corbin, 1990).  These categories were considered not merely labels but conceptualisations of 

key aspects of the data (Dey, 2004). In addition, Dey is clear that grounded theory provided 

guidelines for when to bring research to a conclusion, as data collection ended when the 

categorised reach theoretical saturation (p.81). 

David Thomas developed his “general inductive approach” (Thomas, 2003) from the 

grounded theory approach of Glaser and Strauss. It is a method whereby data analysis was 

determined by both the research objectives (deductive) as well as by multiple readings and 

interpretations of the raw data (inductive). This enabled the researcher to make decisions 

about what is important in the data. The main task was seen as the development of categories 

into a summary framework which addresses the objectives of the research (Thomas & 

Hodges, 2003). General inductive approach emphasises the need for the text to be prepared 

for analysis, and then coding categories developed with labels assigned, categories clarified 

and meaning given to the text with links between categories. The process is seen as 

transparent and trustworthy. One of the strengths of this approach for the research was that it 

is straightforward and allows themes to emerge from the data obtained from the focus groups, 

not from a priori expectations or models. Thus Thomas’s method of data analysis fitted well 

with my wish to allow research findings to emerge from the frequent and dominant themes of 

the focus groups. The aim was to reduce the complexity and amount of data obtained into a 

small number of categories that are considered by the researcher to be relevant and important.  

However a possible weakness could be that unlike grounded theory, findings from a general 

inductive approach are not presented as a description of a theory that includes themes or 

categories. Consistency was enabled by thorough data checking while validity was assured by 

triangulation of data sources, namely the qualitative study of a nationwide questionnaire.  

4.1.3 Presenting data clearly 

Thematic analysis is a method for identifying, analysing and reporting patterns (themes) 

within data (Braun & Clarke, 2006). This links well with the ideas of Thomas and can be used 

with a variety of methods of inductive analysis. Their process has six steps: familiarising 

yourself with the data, generating initial codes, searching for themes, reviewing themes, 

defining and naming themes and producing the final report. This is very similar to the ideas of 

Thomas, discussed above. However the aspect of Braun and Clarke’s method which was used 

for the present research involved the use of visual representations of the results as in the 
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development of thematic maps (Braun & Clarke, 2006).  While it is a reasonably 

straightforward method of analysis there are guidelines to ensure that analysis captures the 

data and that interpretations of the data are consistent with the theoretical framework.  This 

approach enabled the data obtained from the SGCs to be visually presented and for major 

categories, themes and sub-themes to be shown as related and clearly displayed as such.    

4.2 Quantitative Research and its uses 

The use of verbal data has come to dominate the social sciences. Asking questions is 
widely accepted as a cost-efficient (and sometimes the only) way, of gathering 
information about past behaviour and experiences, private actions and motives, and 
beliefs, values and attitudes (i.e. subjective variables that cannot be measured 
directly.  

         (Foddy, 1993, p.1) 

4.2.1 Questionnaires  

Questionnaires have had a long history in social sciences and health sciences (Foddy, 1993; 

Krosnick, 1999; Schaeffer & Presser, 2003). They are still frequently used in a range of 

settings with considerable effort now directed to improving the phrasing of questions as well 

as ensuring that respondents understand exactly what is expected of them (Foddy, 1993). 

Central assumptions to increase the likelihood of obtaining worthwhile results are two-fold. 

Questions need to be understood by the respondents in the way the researcher intended and 

also the researcher must understand the answers in the way intended by the respondents 

(Schaeffer & Presser, 2003; Schuman & Scott, 1987). The process of answering survey 

questions includes understanding the question, retrieving or constructing an answer for the 

question and then reporting the answer using the specified format (Schaeffer and Presser, 

2003, p.67). Questionnaires enable many participants to contribute to research, and location is 

not a barrier. 

In the present study questionnaires were sent to SGCs throughout New Zealand in Stage Two. 

This enabled a much larger group of SGCs, both urban and rural from a wide range of schools 

to contribute to the research. Questions were developed from themes that emerged from the 

focus groups. It was hoped that the questions were clearly stated to ensure that respondents 

were answering the intended questions.  

There has been considerable discussion in literature for almost a century around the optimal 

number of response alternatives offered to participants for certain questions (Boyce, 1915 

cited in Cox, p.407). Since the classic article of Miller’s some fifty years ago (G. A. Miller, 
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1956), seven has been seen as the “magical number” for response alternatives. Cox reported 

seven as being the modal number of alternatives but has modified this to seven plus or minus 

two, thus five to nine alternatives (Cox III, 1980). It seems generally accepted that an odd 

number is preferable, with evidence indicating that offering a middle alternative in rating 

scales reduces the amount of random measurement error and does not affect the validity of 

responses (O'Muircheartaigh, Gaskell, & Wright, 1995). This will be further discussed later. 

4.2.1.1 Response rates for questionnaires 

For some time there have been very different opinions on acceptable response rate for health 

and social science mail surveys, which range between 30% and 70% (Goudy, 1976) and 60-

80% in professional populations such as dentists if adequate follow-up is used (Dillman, 

1991). Many returns are much lower. Alreck and Settle suggested that a response rate of 30% 

in mail surveys would be rare with rates generally likely to be much lower, at between 5% 

and 10% in the fields of healthcare, information technology and business (Alreck & Settle, 

1995; Hikmet & Chen, 2003). Studies using unsolicited questionnaires sent to psychiatrists 

about patient suicide in the U.K. and U.S.A. both had response rates of 51% (Courtenay & 

Stephens, 2001). A survey in the U.S. state of Virginia, sent to physicians around partner-

violence screening also had a response rate of 51% (Sitterding, Adera, & Shields-Fobbs, 

2003).  

However Alreck indicates that reliability of data depends on the obtained sample rather than 

the sent surveys (Alreck & Settle, 1995). Low response rates may suggest that the results are 

unsuitable to be seen as representative of the population concerned (Hikmet & Chen, 2003). 

However McCarthy & MacDonald dispute the assumption of Locker (1993) that low response 

rates necessarily entail non-response error. They both agree that high participation results 

produce more precise estimates, enable more detailed analysis of data to be carried out, and 

increase confidence in the results (Locker, 1993; G. M. McCarthy & MacDonald, 1997). 

Using a variety of ways such as pre-notice letters, stamped return envelopes and reminder 

postcards can all help to increase response rates (Dillman, Clark, & Sinclair, 1995; Edwards et 

al., 2003). 

A study of anonymity in postal questionnaires suggests that at least with sensitive subjects, 

while there is no evidence that anonymity improves the response rate, use of reminders does 

(M. J. Campbell & Waters, 1990). 
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4.2.2 Likert Scales 

The investigation of attitudes has a lengthy history of almost 100 years (Thurstone, 1928). 

The most widely used psychological, social and health research to measure attitude were 

named after the man who devised them (Likert, 1932). A Likert Scale presents a set of 

attitude statements on a five-point scale generally: strongly agree, agree, neither agree nor 

disagree, disagree and strongly disagree. Respondents chose one statement to indicate their 

response. They are ordinal data and vary in how closely this approximates interval level data 

(Hodge & Gillespie, 2007; Jamieson, 2004). However for ease of use and simplicity Likert 

Scales are often useful in settings where a simple description of how participants have 

evaluated attitudes or feelings towards an event (Hodge & Gillespie, 2007; Jamieson, 2004). 

Jamieson agrees with Blaikie (2003) that “it has become common practice to assume that 

Likert-like categories constitute interval-level measurement” (Blaikie cited by Jamieson 

p.1217) but agrees that the researcher needs to be explicit about what category of 

measurement is used.  

For simplicity of completion and ease of scoring, five-point Likert Scales were chosen for 

evaluation of the training workshop presented to SGCs in Stage Three of the study. These 

were designed to investigate how well Learning Outcomes were met and how useful 

participants found the varied components of the training and the location. While these 

statements produced data that were ordinal, to enable broad comparisons between the 

different Learning Outcomes as well as preferences of SGCs, the data were considered to be 

interval-level and treated as such.  

4.3 Adult learning 

Adult education literature clearly supports the view that teaching adults is different from the 

ways that children are taught (J. Collins, 2004; Lieb, 1991; Showers, Joyce, & Bennett, 1987). 

Over 35 years ago Knowles introduced the word “andragogy” into the adult learning field and 

used it to create a unified theory of adult learning (Knowles, 1973) . This postulated that 

adults prefer self-direction, have a rich resource for learning in their own experiences and thus 

can learn and retain information more easily if they can relate it to their past experience. Their 

needs and interests should be the starting points and guidelines for training activities (Lieb, 

1991). Knowles also believed that adults are competency-based and so want to learn skills or 

acquire knowledge that they can apply in a practical way. Taking these points together, 

situations that are life or work-related are the most appropriate framework for adult learning 

(Knowles, 1973). Pike strengthened this with his “Laws of Adult Learning” which 
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emphasised that adults need to enjoy learning and should experience opportunities to 

successfully practice new skills to increase the likelihood of retention and on-the-job 

application (Pike, 1989). 

Mager simplified such information about adult learners into his two rules of training (Mager, 

1992). Firstly that training is appropriate only when two conditions are met. These are that 

there is something that people do not know how to do, and that they need to be able to do it. 

The second rule is that if people already have knowledge then training will not help. 

Adult learning theories agree that there is value in the prior learning and experience of adults 

and that effective learning builds on this prior knowledge (J. Collins, 2004). Recognition of 

different learning styles must also be considered in ensuring optimal learning (Lieb, 1991; 

Pike, 1989). The physical environment is also important for adults, with emphasis on such 

aspects as frequent breaks, snacks available and opportunities to interact with other learners 

(J. Collins, 2004).  

The significant components of teaching practice are cognitive in nature. Sustained practice is 

needed until transfer of new skills is achieved or these new skills will be lost. Suggestions 

have been made that for complex teaching models it is likely that 25 episodes of using the 

new strategy are necessary for all the conditions of transfer to be achieved (Showers et al., 

1987). 

Accordingly it was important for the third stage of the present research that the workshops 

took into account the needs of adult learners to maximise ways that would ensure there was 

value for the SGCs. The physical environment at the University of Auckland's Tamaki 

Campus is attractive, parking is plentiful, there are cafes and I provided morning and 

afternoon refreshments for the participants. The presentation of the workshop was designed to 

try to ensure that SGCs enjoyed the day's training, learned relevant new skills that built on 

their prior knowledge and experience. It took into account information that had been gathered 

from the questionnaires about styles of presentation, with a balance of theory and opportunity 

to practice. It is hoped that different types of learning styles were acknowledged and 

encouraged. 

4.4 Summary 

The theoretical framing of this research has been described and supported by reference to 

literature and research. The qualitative study using focus groups was followed by a 
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questionnaire sent to SGCs throughout New Zealand and finally a workshop based on adult 

learning principles was developed and presented to SGCs and evaluated. 
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Chapter 5  

Stage One: A Qualitative Investigation using Focus 
Groups: Research Design, Methods and Description 

of Participants 

5.1 Aims and objectives 

5.1.1 Key aims 

In Stage One, I aimed to investigate the beliefs, knowledge and practice of SGCs 

about the assessment and treatment of adolescent depression, using qualitative 

methods with semi-structured interviews in focus groups.  

5.1.2 Key objectives 

Themes from the focus groups would be used in two main ways: 

To inform the development of a questionnaire to be sent to all SGCs in New Zealand 

as Stage Two of the research.  

Information obtained from Stage One and Stage Two would then contribute to the 

development of a pilot workshop on adolescent depression that would be specifically 

targeted to SGCs.   

5.2 Research design and methods 

5.2.1 Exploratory research  

A review of the literature indicated that there had not been previous studies about the 

understanding and knowledge of New Zealand School Guidance Counsellors (SGCs). 

This research was therefore exploratory with the aim of obtaining data from SGCs 

around this area.  

5.2.2 Qualitative research  

As qualitative methods are increasingly used in health research, the issue of quality 

has become much more important as part of the debate about the “nature of the 

knowledge produced by qualitative research” as discussed by Mays and Pope (2000). 

Using focus groups with SGCs is an attempt to represent the reality of their 

knowledge, as it pertains to adolescent depression among New Zealand school 

students. However qualitative research is still regarded with some scepticism and the 
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criteria for measuring the quality often challenged.  

I chose to use a qualitative approach for this stage of the research to make explicit 

some information that may not have been accessed in a quantitative approach. By 

using this approach I hope that the statements made by the SGCs, presented as 

quotations in this thesis, will enable readers to have better understanding of the beliefs 

and knowledge and the reality of the context in which SGCs work. Communication of 

this information will not simply be by way of generalisations.  

5.2.3 ReliaXbility 

Reliability or “procedural trustworthiness” concerns whether the observations or 

results could be repeated (Stiles, 1993). It is intended that the procedures of inviting 

SGCs to participate, descriptions of the format of the focus groups along with 

disclosure of any researcher bias will be clearly presented. The presentation of the 

data is intended to convey the sense of the interactions between the SGCs.  

5.2.4 Validity 

Validity concerns the trustworthiness of the interpretations or conclusions from a 

piece of research. Validity in qualitative data is achieved by providing sufficient detail 

of how the research was developed and conducted, so that decisions made during the 

research process can be critically examined (McGregor, 2003). It can be improved by 

a variety of methods, such as triangulation, respondent validation, transparent 

information about the methods of data collection and analysis, Lincoln and Guba's 

"audit trail" (Lincoln & Guba, 1985), as well as reflexivity by the researcher (Mays & 

Pope, 2000). This will be further enhanced by triangulation, by comparison of data 

from the focus groups and the later questionnaires. It is hoped that while there would 

be agreement about how the central themes were developed (McLeod, 2003), yet 

there is understanding that other researchers may choose to analyse the data in a 

different way. I am aware that because of my different trainings and work experiences 

I could view data from a number of perspectives, but checks were in place to ensure 

the effect of this would be minimised.   

Testimonial validity was considered initially, meaning that participants would review 
the transcripts from their group. However there were potential complications with 
confidentiality, and this would have been another demand on participants' time.  

Catalytic validity is defined as achieved when participants gain something from the 
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research (Stiles, 1993). I anticipated that this would happen, and this research did 

appear to have high catalytic validity based on the number of positive comments 

expressed by the participants at the close of the groups. This will be discussed in 

greater detail in Chapter Eight. 

5.2.5 Researcher bias and orientation 

With a background in teaching, educational psychology and currently working as a 

Family Therapist for a District Health Board, I have had involvement with School 

Guidance Counsellors from 1999. In particular, I have facilitated a regular meeting for 

SGCs in South Auckland, which has 3 main purposes.  

1. To provide occasions for the local SGCs to meet and network with each other.  

2. To give an opportunity to build a relationship between SGCs and DHB 

employees also working with adolescents, to gain increased understanding and 

respect for the others’ perspectives. 

3. To provide brief training on aspects of adolescent health, mental health, 

community agencies and other topics of interest.  

In earlier years, much training was by external presenters from within the Health 

Board and local agencies. More recently the SGCs have regularly led discussions and 

presented topics of particular interest that relate to their work. 

As a result of these meetings over several years, I have heard on many occasions 

SGCs expressing concerns about how their particular role and lengthy experience 

with adolescents were not understood by some staff in Child and Adolescent Mental 

Health. Comments like “just the SGC” and “only the school counsellor” (personal 

communications) were hurtful and perceived as showing lack of knowledge about the 

work of SGCs, and as expressing an imbalance of power in favour of the mental 

health clinicians. Having had experience of working in schools some years ago, and 

knowing of the valuable work that many SGCs carried out under often difficult 

circumstances, I was often in the position of working to bring about closer 

relationships between these different professional groups. However, it became clear 

that there were very different understandings between mental health clinicians and 

SGCs around young people with what was termed “emerging mental health 

problems”. Coming from different backgrounds, and having different models of 
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health and illness led to very different understandings of adolescent depression and 

how it could best be handled.  I was therefore interested in investigating how SGCs 

understood and worked with depressed adolescents, in line with the belief that the best 

research tends to be closely linked with practical counselling concerns in the "real 

world" (R. Bowers, Minichiello, & Plummer, 2007). 

I was aware that this knowledge would mean I was not without bias, but all research 

is value-laden. The role of the researcher in qualitative studies is central to the 

process.  My psychology studies, further training and experience as a Family 

Therapist with primarily a client-centred perspective, overlaid with ideas from a social 

constructionist "Narrative" approach meant that I believe I was able to bring to the 

research qualities such as empathy, respect, listening skills and acceptance as well as 

some understanding of the role and pressures faced by some SGCs. It was, however, 

important to continually remind myself that my role in the focus groups was as a 

moderator, rather than a therapist or mental health educator. At times this was 

difficult when some of the participants' statements appeared to disagree with 

evidence-based research. However it helped when I reminded myself that the aim at 

this stage was simply to investigate their beliefs, knowledge and practices. It was also 

important that I was mindful that the groups were not therapeutic, and be able to 

refrain from being a clinician. I endeavoured also to keep my emotions under control 

during the groups, especially empathy when hearing some of the difficulties reported 

by SGCs (Hubbard, Backett-Milburn, & Kemmer, 2001). 

5.2.6 Boundary Issues 

One aspect to be discussed here concerns the relationship of the researcher and the 

participants. My work in South Auckland as a Family Therapist meant that I had a 

professional relationship with some of the SGCs in this research. It was therefore 

important to be open about this and to avoid blurring boundaries (Walker & Clark, 

1999). While there has been discussion of the boundaries which counsellors and 

mental health clinicians manage in their work (Hartmann, 1997; Hermansson, 1998; 

Scopelliti et al., 2004; S. B. Webb, 1997), there has been little reporting of boundaries 

in research until recently (Dickson-Swift, James, Kippen, & Liamputtong, 2006; 

Gilbert, 2001). Gilbert also insists that boundaries are of great importance in 

qualitative research and as such must be “negotiated and renegotiated” (p.12). It was 
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important that from the outset I was clear that the focus groups were not an occasion 

for me to teach about adolescent depression, nor to discuss aspects of my work as a 

clinician. I believe that I was able to keep from sharing such stories or experiences 

and to maintain professional detachment as far as possible. While I had considerable 

knowledge and empathy about many concerns expressed by the SGCs, I believe I kept 

detached and did not influence the direction of the conversations. This difficulty is 

faced by many researchers where reactions are evoked, but there is support for the 

belief which suggests that emotions can be contained and “debriefed” later in an 

appropriate time (Ellis & Bochner, 1999; Hubbard et al., 2001). Discussion with my 

supervisor was helpful about these matters. 

5.2.7 Qualitative Interviews 

I chose this approach to ensure rich data would be obtained about SGCs’ beliefs, 

knowledge and current practice around adolescent depression, as well as their 

perceived training needs. I believed it was highly likely that in the Auckland region, 

being the largest centre of population in New Zealand, there would be sufficient SGCs 

interested in the subject and who would be willing to participate. Using focus groups 

enabled participants to interact freely and these interactions could thus be presented 

instead of just selected isolated quotations (Kitzinger, 1995). Focus groups also 

enabled many more SGCs to participate than would have been possible with 

individual interviews. The aim of this first stage of the research was to identify the 

factors that SGCs regard as being important in assessing, treating and referring 

adolescents with depressive symptoms to other services.  

These qualitative interviews were held in Auckland from May to November 2004.  

5.2.8 Ethics approval 

Ethics approval for Stage One was obtained from the University of Auckland Human 

Participants Ethics Committee on 12/11/03 (Reference 2003/334). It specified that all 

initial contact was to be with the school principals. After reading the Participant 

Information Sheet for principals, if a principal consented to the counsellor/s from that 

school participating in the research, then I could contact those SGCs. No direct 

contact was to be made with SGCs until their principal had consented. Further Ethics 

approval was granted on 12/05/04 to allow collection of anonymous demographic 

data from participants. This enabled each group to be accurately described by age 
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group, gender, ethnicity, formal qualifications held in counselling, and number of 

years of employment as an SGC. 

5.2.9 Selection of participants 

5.2.9.1 New Zealand secondary schools 

In New Zealand, secondary education starts in Year 9 (when students are between 12 

and 13 years old). Most students attend High Schools/Secondary Schools/Colleges 

that cater for Years 9-13 (the last five years of secondary education). Other schools 

(including many Integrated Schools) are for Years 7-13. Some District Schools and 

Independent Schools have Years 1-13 inclusive. There are also a few schools for 

Years 1-10, Years 7-10 (usually called Middle Schools or Junior Colleges), while 

some schools cater for Years 1-11. Three new High Schools (two State and one 

Integrated) in South and East Auckland opened in 2004, beginning with Year 9 

students only.  

5.2.9.2 Exclusion of SGCs in intermediate and primary schools 

Increased rates of depression are reported for young people aged thirteen years and 

over and the differential rate between boys and girls becomes more marked at this age 

(Fergusson & Horwood, 2001; Ge et al., 1994; Hoffman et al., 2003). Therefore, it 

was decided to conduct this research only with SGCs who worked with young people 

in Years 9 and above. Thus, while there were a small number of SGCs in the 

Auckland region working in Intermediate and Primary schools, they were not 

included in this research.  

5.2.9.3 Obtaining information about schools in the Auckland area 

Details of all 99 High Schools, Middle Schools and other schools with students in 

Years 9 or above in the greater Auckland area were obtained in early 2004 from the 

website of Te Kete Ipurangi, the online learning centre (Ministry of Education, 

2000a). This listed all schools in New Zealand. My knowledge of Auckland schools, 

school websites, telephone calls to schools or a combination of these methods 

provided accurate information about the name of the school principal and whether an 

SGC was employed. In early 2004, 116 SGCs were employed in 77 of these 99 

schools.  
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5.2.9.4 Selection of SGCs 

All SGCs employed either full-time or part-time at these schools could participate in 

the research. Where possible the names of all SGCs were obtained from the schools 

so that invitations could be personally addressed.  

5.2.9.5 Schools without an SGC  

The twenty-two schools with students in Years 9 or above that did not currently 

employ a school counsellor were not included in the study. These were mainly small 

christian schools, Middle Schools and Kura Kaupapa. One large High School had no 

SGC, but was currently advertising. It appeared that many of these schools referred to 

outside counsellors, had other pastoral care staff available or helped students in 

another way. This would fulfil the requirement of the Education Act 1989 that every 

state school principal shall take all reasonable steps to ensure that the students get 

“good guidance and counselling” (Ludbrook, 2003, p.180).  

5.2.9.6 Schools that fitted the criteria 

All 77 schools (78% of the total) that fitted the criteria were included, comprising 

state, integrated and independent schools. School principals in the Auckland region 

(Auckland City, Manukau City, Waitakere City, North Shore City, Franklin District, 

Papakura District and Rodney District) were contacted by post. These 77 school 

principals were sent the Participants’ Information Sheet for Principals (Appendix 1) 

and a Principal’s Consent Form (Appendix 2). If they consented to the SGCs at their 

school participating in the research, they then passed on individual envelopes 

personally addressed to all SGCs in that school. These envelopes contained the 

Participant Information Forms and Consent Forms for SGCs (Appendices 3 and 4). A 

return envelope, stamped and addressed to me at the Department of Psychiatry was 

included in the individual envelope for every Principal and SGC. There were 116 

SGCs employed at these 77 schools (ranging from one to seven per school). No 

distinction was made in this research between full-time and part-time counsellors.  

Consent forms were received from 49 school principals (64%) who agreed that 75 

SGCs could participate if they wished. Seventy-seven per cent of those SGCs 

contacted returned consent forms while 23% declined to participate or did not 

respond. Of the 58 SGCs who consented to participate, six did not actually attend a 
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group because of time constraints, illness or family circumstances. Thus, 52 (45%) of 

the Auckland region’s 116 SGCs attended one of nine focus groups held in 2004. (See 

Table 5.1) 

Table 5.1 Numbers of schools contacted, consent forms returned and SGCs attending focus 

groups 

Local 

Authority 

Total Schools 

(Yr 9+) 

Schools 

with SGCs 

Principals’ 

Consent  

SGCs 

contacted 

SGCs 

Consent  

SGCs at 

Focus Groups 

Auckland 36 29 16 21 17 17 

Manukau 22 16 11 16 12 12 

North Shore 14 12 8 18 13 10 

Waitakere 12 10 7 11 8 6 

Rodney 7 4 1 1 1 0 

Franklin  5 4 4 5 4 4 

Papakura  3 2 2 3 3 3 

Total 99  (100%) 77   (78%) 49  (64%) 75  (65%) 58 (50%) 52 (45%) 

5.2.10 Procedure 

5.2.10.1 Consent forms 

All SGCs who agreed to take part in the research were invited to contact me to ask 

about the research before the focus groups were held. A few principals had passed the 

information directly to the SGCs and did not return their consent forms to me. In these 

cases, I contacted the SGC asking them to ensure that their principal’s consent form 

was returned to me. Until this had happened, the SGC could not participate in a group.  

Some SGCs indicated on their consent form a preference to attend on a particular day 

of the week or specified other constraints on their attendance. Where possible these 

preferences were taken into consideration when arranging the groups.   

5.2.10.2 Invitations to focus groups 

After consent forms were returned from principals and SGCs, counsellors were 

contacted by phone or e-mail and invited to a focus group to be held two to three 

weeks later. If this date was unsuitable then the SGCs were offered an alternative 

group. Two to three days before the meeting, I again contacted the SGCs to confirm 

attendance and ensure they knew the location, time and details about parking. 

Approximately eight to ten SGCs were invited to each focus group with the aim of 

having between six and eight actually attend.  

5.2.10.3 Minimisation of the effects of existing working or social 

relationships among the SGCs 

Where a school had more than one SGC who consented to participate, these 
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counsellors were invited to different groups, beginning with the SGC whose surname 

was first alphabetically. This was to ensure that factors that could influence 

interactions in the focus group were minimised. However, it must be pointed out that 

the SGC community is relatively small in the Auckland area, and for some years, 

there have been regular cluster groups meeting in Central Auckland, South Auckland 

and on the North Shore. Therefore, most participating counsellors knew each other 

from these meetings, from training and networking events, as well as NZAC 

meetings, conferences or committees. 

5.3 The pilot study focus group  

5.3.1 Procedure 

A pilot focus group was conducted with SGCs in South Auckland (Manukau City, 

Papakura and Franklin Districts). This gave an opportunity to test the selection and 

invitation methods and the running of the groups. Ten SGCs were invited to this 

group and nine responded to the invitation and confirmed they would come. However, 

on the day of the group eleven SGCs attended, including one who had not replied and 

another who had not been invited to that group but came with a colleague. I learned 

from this that where there were two or more SGCs at a school and only one was 

invited to a particular group, the other SGCs must be made aware that I would invite 

them to a later group.  

5.3.2 Running of the pilot group 

Responses from the pilot group would also indicate if the wording of the questions 

was appropriate, if each of the questions did encourage discussion, as well as 

determining if other topic areas would be substituted (Morgan, 1997). Analysis of the 

data from this pilot group indicated themes that emerged in response to the various 

questions. It also enabled the recording equipment to be tested. A graduate student 

acted as research assistant. His role was to help with the pre-group refreshments, 

setting up the room and checking the recording equipment. He also kept brief notes of 

the main responses to each question.  

5.3.3 Interview guide approach 

In consultation with my supervisor, I developed an interview guide approach for the 

focus groups. It outlined ten possible topics for discussion. These provided a basic 
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structure for the groups, channelled interaction and enabled comparisons across 

groups. I consulted with Rawiri Wharemate, cultural advisor, who suggested the 

wording for questions three and eight, concerning Māori rangatahi. I believe that there 

was considerable scope for the SGCs to identify and comment on those issues about 

adolescent depression that were most relevant to them. Further details were gathered 

by the use of probing questions.  

Table 5.2 Interview guide used in pilot group 

1) What are your beliefs about adolescent depression? 

2) What do you know about adolescent depression? 

3) What about Māori rangatahi? 

4) What experience do you have working with depressed young people? 

5) How do you make decisions about referring on or co-operating with other professionals? 

6) What training have you had in assessment for adolescent depression? 

7) Tell me about the ways you work with depressed young people? 

8) What about Māori young people? 

9) What are your views on Cognitive Behaviour Therapy (CBT) and Interpersonal 
Psychotherapy (IPT)?   

10) Would you be interested in a short course of CBT to help your work with depressed 
adolescents? 

5.3.4 Value of pilot group 

The pilot group suggested that the format and length were acceptable and that the 

recording equipment was satisfactory. Analysis of the transcript indicated that the 

majority of questions were understood and fully answered by the participants. 

However, it appeared that Question 9: What are your views on Cognitive Behaviour 

Therapy (CBT) and Interpersonal Psychotherapy (IPT)? needed changing to include a 

question as to why SGCs did not use CBT. This was added in subsequent groups as 

Question 9a: Can you identify any reason why you don’t use CBT?  

This provided much clearer information about counsellors’ views, both positive and 

negative about the use of CBT. Themes from the pilot group were analysed together 

with those from the other eight focus groups.  
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5.4 Conducting the focus groups 

5.4.1 Venues 

Focus groups were held in a variety of settings, college seminar rooms, school 

conference rooms, church lounges and a university meeting room. I conducted all 

groups, assisted by a graduate student at the first two groups.  

5.4.2 Layout of room and audio-recording 

All groups were conducted with the participants seated around a small table on which 

there were two audiotape cassette recorders with detachable microphones, one at each 

end of the table. These were designed to pick-up all conversation. Tea, coffee, fruit 

juice and biscuits were offered when participants arrived. Water was available 

throughout the group.  

5.4.3 Introductions 

I introduced myself (and for groups 1 and 2, my assistant) and welcomed SGCs. The 

demographic information sheets were distributed soon after arrival and when 

completed were handed to the assistant or placed in a box, while the group was 

assembling and having refreshments. I found it very helpful to have an assistant at 

these groups as I became more familiar with the process and using the tape-recorders, 

one of which did not automatically record side two.  

The purpose of the group was explained briefly giving an opportunity for questions. I 

explained my role as moderator. Confidentiality was discussed, and a few ground 

rules highlighted. These were to endeavour to have only one person speaking at a 

time, with no side conversations, and to encourage everyone to participate, with no 

individual dominating. Participants were asked to try to respond to the other group 

members instead of directing responses to the moderator.  

Each group began with all participants introducing themselves briefly by giving their 
name and the school where they worked. Then I asked the first question.  

5.4.4 Discussions 

The groups were given ample time to discuss each topic, although in some instances 

the discussions were re-directed if they had drifted well away from the question. Each 

topic was discussed for five to ten minutes, although not necessarily in sequential 

order. An advantage of using this approach was that discussion could flow freely and 
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move from one question area to another. This happened with several of the groups. 

Towards the end of the group, I checked that all topics had been covered. At the end, 

participants were thanked; I answered briefly any further questions about the research 

and turned off the tape recorders. In most groups, several SGCs remained afterwards, 

chatting informally with each other and having further refreshments.  

5.5 Transcription of tapes  

I transcribed all audiotapes myself. Directly after each group, a copy was made of the 

master tape and this copy was used for the transcribing. The master copy and the 

back-up tapes were kept in reserve and used for those parts where the words were 

somewhat unclear, or muffled. Having two tapes was very useful, especially as one 

tape recorder did not have auto-reverse capacity. All tapes were clearly labelled and 

kept in a locked filing cabinet when not in use. Transcripts were carefully checked to 

ensure accuracy, with quality control ensured by frequent monitoring during the 

process and a final check when each tape was played in its entirety and compared to 

the completed transcript. To ensure confidentiality, each participant is identified by a 

group number (1-9) and then a code number (females were numbered F1-F39 and 

males were M1-M13).   

 

Initially the transcripts were read for accuracy and major themes only. This indicated 

if saturation, the point when additional data collection no longer generated new 

understanding, had been reached (Dey, 2004; Glaser & Strauss, 1967). This occurred 

after the eighth group. However Group Nine had been arranged and I decided to 

proceed with this final group as those SGCs had expressed a keen desire to 

participate.  

5.6 Analysis of the qualitative data 

The major analysis was carried out using the Nudist NVivo Revision 1.1 programme 

(QSR NUD*IST, 1999). Results will be discussed in the next chapter. 

5.7 Thanking the SGCs for their participation 

There was no payment or travelling expenses given to SGCs who attended the focus 

groups, held during school hours. However I believe that it is very important to ensure 

that those who help with research understand that their contribution is greatly 
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appreciated. At the end of each group I thanked all participants for attending and for 

their contribution to this stage of the research. I also contacted each counsellor 

individually by email two to there days afterwards and thanked them personally. I also 

wrote to thank those who had wished to participate but were unable to attend. 

5.8 Descriptions of focus groups 

Stage One of this research was carried out between May and November 2004. Nine 

groups were held in different parts of the greater Auckland area with 52 SGCs 

participating. Counsellors came from all parts of the Auckland region except Rodney 

District (Table 5.3).  

Table 5.3 Descriptions of the focus groups run in Auckland region 

Group Location Auckland Areas represented Participants (N=52) Percentage 

1 South Auckland South, Franklin & Papakura 11 21% 

2 South Auckland South & Papakura 4 8% 

3 East Auckland South & East, Franklin 7 13% 

4 Central Auckland Central, Central-West & East 8 15% 

5 North Shore North Shore 6 11% 

6 North Shore North Shore 3 6% 

7 West Auckland West 5 10% 

8 Central Auckland Central, West & North Shore 4 8% 

9 Central Auckland West, Central & East  4 8% 

 Total  52 100% 

Seventeen SGCs worked in schools in Auckland City, twelve were from Manukau 

City, ten from North Shore City, six from Waitakere City, four from Franklin District 

and three from Papakura (Table 5.4).   

Table 5.4 Which part of the region did the SGCs come from? 

Where in Auckland Participants (N=52) Percentage 

Auckland City 17 33% 

Manukau City 12 23% 

North Shore City 10 19% 

Waitakere City 6 11% 

Franklin 4 8% 

Papakura 3 6% 

Total 52 100% 

5.9 Sample characteristics 

Demographic data were obtained from all 52 participants (see Appendix 5). Five 

types of information were requested: age group, gender, ethnicity, formal 

qualifications held in counselling, and number of years of employment as an SGC. 

These characteristics will be described and discussed below. 
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5.9.1 Gender 

Three-quarters of the 52 SGCs attending the focus groups were female, and one-

quarter male. This appears to approximate the proportion of female to male in the 

Auckland SGC population (T. McKain, personal communication, November 10, 

2004).  

5.9.2 Age groups 

Forty-nine SGCs (94%) were over 40 years old, with thirty-four (65%) over 50 years. 

Seven (13%) were over 60 years old, giving a total of 65% over 50 years old. Only 

three SGCs (6%) were aged 31-39, with none under 30. (Table 5.5) 

Table 5.5 Age groups of SGCs at focus groups 

Age-group Frequency (N=52) Percentage 

30-39 3 6% 

40-49 15 29% 

50-59 27 52% 

60+ 7 13% 

Total 52 100% 

5.9.3 Ethnic identification 

Ethnic identity was based on the 2001 census classification. Almost three-quarters of 

SGCs (38) identified as NZ European, one as Māori, and one as European/Māori. 

Four identified as Other European, three as Indian and three as East Asian, while two 

identified as “Other”, (one Australian and one Persian). Although there were a small 

number in the region in 2004 who would identify as being of a Pacific Island 

ethnicity, these SGCs did not participate. 

Table 5.6 Ethnic identification of SGCs 

Ethnic Group Frequency (N=52) Percentage 

NZ European 38 73% 

Other European 4 8% 

East Asian 3 6% 

Indian 3 6% 

Māori 1 2% 

European/Māori 1 2% 

Other 2 4% 

Total 52 100% 

In summary, analysis of the ethnicity data indicated that 85% identified as European 

(NZ European, Other European or Australian), while 12% were of Asian ethnicity and 

only 4% Māori. Comparison with 2001 census data indicated differences, with 

Europeans significantly over-represented. The Auckland Region Census Ethnic Group 
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data reported 68.5% European, 11.6% Māori, 14% Pacific, 13.8% Asian and 1.2% 

Other (Statistics New Zealand Tatauranga Aotearoa, 2003). 

5.9.4 Formal qualifications held in counselling 

Almost three-quarters of SGCs had post-graduate qualifications in counselling while 

only one had no formal qualification. Others had a certificate, diploma or a bachelor’s 

degree, while one was a clinical psychologist. It would seem that SGCs in general 

were a well-qualified group.  

Table 5.7 Formal qualifications held in counselling 

Qualification Frequency (N=52) Percentage 

Masters 24 46% 

Post-grad. cert./diploma 14 27% 

Diploma 5 10% 

Certificate 4 8% 

Bachelor degree 3 6% 

No formal qualifications 1 2% 

Other 1 2% 

Total 52 100% 

5.9.5 Length of employment as an SGC 

In addition to being well qualified, the majority of SGCs had considerable experience. 

Half had been in the job for more than a decade, and almost 80% had worked as SGCs 

for more than six years. Only two were new to the job. Although I did not ask about 

the length of time they had been at their current school, during the groups several 

mentioned that they had been at the same school for at least ten years.   

Table 5.8 Length of employment as SGC 

Length of employment Frequency (N=52) Percentage 

<2  years 2 4% 

2-5 years 9 17% 

6-10 years 15 29% 

11-20 years 25 48% 

20+ years 1 2% 

Total 52 100% 

5.10 Summary 

During 2004, nine focus groups were held in the Auckland region, attended by 52 

SGCs. The methodology of this process has been described here. Anonymous 

demographic information was collected to enable this group to be accurately 

described. Analysis of the themes obtained will be reported in the next chapters.  
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Chapter 6  

Beliefs and Knowledge about Adolescent Depression 

6.1 General inductive approach 

6.1.1 Data analysis  

Guided by the specific objectives of the research, to investigate the beliefs, knowledge and 

practice of SGCs around adolescent depression, data was analysed using a general inductive 

approach (Thomas, 2003). This is a straightforward approach to qualitative analysis with a 

primary purpose to "allow research findings to emerge from the frequent, dominant or 

significant themes inherent in raw data, without the restraints imposed by structured 

methodologies" (p.2).   

The transcript of each group was read several times and after consideration a coding scheme 

was developed. This was discussed with my supervisor and modified as needed. Each 

transcript was read and data assigned to one or more categories where it fitted.  When new 

categories were created, some data was assigned to these new categories. I used the Nudist 

NVivo Revision 1.1 programme (QSR NUD*IST, 1999) to aid with data organisation.  

While each group had discussed eleven semi-structured questions, (see Table 5.2) analysis of 

these responses was not clear-cut and often the same data fitted into more than one theme. 

The decision was made before the focus groups occurred that data would be coded according 

to themes and categories rather than questions. This enabled all instances of data fitting into a 

theme to be coded together. Data would be used to inform the development of a questionnaire 

which would then be sent to all SGCs in New Zealand in schools with students in Year 9 and 

above, allowing collection of data from a larger and more diverse group of SGCs. 

6.2 Development of a thematic map of SGCs’ beliefs, knowledge 
and practice around adolescent depression 

The themes that emerged from the data will be discussed in detail below. First I will discuss 

the method of developing the thematic map. Initially data were placed in themes and sub-

themes according to where they appeared to fit in. New themes were introduced as needed 

and previously analysed data were re-considered in the light of these new themes.  For ease of 

understanding and to provide a visual representation of the findings, the main themes that 

emerged were developed into a thematic map (Braun & Clarke, 2006), initially containing 

considerable material with inconsistencies and contradictions, and being refined as the final 
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map developed.  Once all the data were coded, seventeen main themes and eighty sub-themes 

emerged. These seventeen initial main themes and their related sub-themes were: 

1. Knowledge of adolescent depression:  Understanding depression, causes, differences 

between adolescent and adult depression, the depression continuum, Maori 

differences, other cultural aspects, DSM-IV diagnosis.   

2. Beliefs: Existence of depression, beliefs of young people, beliefs of parents, beliefs of 

other staff members, self-medication (marijuana). 

3. Assessment: Identification of depression, diagnosis, physical signs, eating and 

sleeping, severity, inventories, risk factors for suicide.  

4. Language: Labelling, stigma, misuse of term 'depression'.  

5. Role of SGCs: Workload and difficulties, being undervalued, educating other staff, 

helping parents.   

6. School community: Support for SGCS, Deans, School nurses, long-term depressed 

adolescents, support for Maori students, deaf young people.   

7. Peers: peer support, influence of friends.  

8. Family/whanau: Family connectedness, resistance to CAMHS, worries, views of 

SGCs, involvement in treatment.   

9. Māori: dislocated from culture, differences.  

10. Immigration:  Asian, Pasifika, South African, Middle Eastern, parents' 

misunderstandings about mental health.   

11. Gender: girls more depressed, internalisation, boys acting out, expectations from 

parents. 

12. Referrals:  uncertainty about criteria, what to do when not accepted.  

13. CAMHS: difficulties, when useful, interpreters needed.  

14. Other professionals: GPs' lack of knowledge, prescribing anti-depressants, access 

and confidentiality, private psychiatrists, youth health services.   

15. Ways of working: Nurturing, self-care, empowerment, literature and pamphlets, 

Mood Scales, Inventories, techniques learned on courses, 'Travellers', Narrative, 

alternative therapies.  
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16. CBT: special groups, reservations. 

17. Training:  Useful training received, Professional development links, strategies 

requested, preferred style and delivery, information useful for others, ways of 

working, Maori, medication.    

It was clear that there were too many themes to be manageable. These were merged and 

reviewed following Braun and Clarke (2006)who suggest that coding should stop when 

refinements are not adding anything substantial. Thomas clarifies by stating that inductive 

coding which finishes up with more than about eight major themes can be seen as incomplete 

(Thomas, 2003). Relationships between these seventeen themes and eighty sub-themes were 

considered and a hierarchy was developed. All data extracts were reviewed to determine if 

they were in fact themes or sub-themes, or did not have enough data to support them. Many 

themes were merged because of their similarity. In reviewing these themes, an initial thematic 

map was developed. This preliminary thematic map had six main themes, which were:  

1) The existence of adolescent depression 

2) Knowledge about adolescent depression 

3) Referrals 

4) Working with depressed adolescents 

5) Cognitive Behaviour Therapy (CBT) 

6) Training needs   

I reviewed and refined this thematic map. Beliefs and knowledge fitted closely together as it 

was often difficult to determine what could be termed belief and what was knowledge. This 

became Category One. CBT became part of the theme Effective Therapy, as it was not strong 

enough to be a separate theme. The second thematic map had two categories. 

Category One: Beliefs and knowledge about adolescent depression. This had three main 
themes: causes, negative connotations and different presentations.  

Category Two: Practice around adolescent depression. This had four main themes: referrals, 

assessment, working with depressed adolescents and training needs. 

Again, I reviewed the thematic map to ensure the best fit of the themes. This led to further 

refining of the main themes of Category Two to those that most closely reflected the ways 

SGCs work with depressed adolescents. These were finalised as Assessment, Referrals, 

Effective Therapy, Systems and Training Needs (see Figure 6.1). 
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The final stage of the development of the thematic map involved finding appropriate 

quotations from the focus groups to act as descriptors of the themes and sub-themes. These 

quotes are shown throughout these chapters in italics. 

6.2.1 Category One: Beliefs and knowledge 

Adolescent depression definitely exists 

Main Themes:   
 

1) Causes      It just is   
2) Negative Connotations    a negative thing  
3) Different Presentations    there are such vast differences  

 

6.2.2 Category Two: Practice 

Working with kids 

Main Themes: 
 

1) Assessment     taught about assessment  
2) Referrals     often you make referrals  
3) Effective Therapy    Milo Therapy  
4) Systems     working in school context  
5) Training Needs    strategies not theories 

  

Category One and its three main themes will be discussed in this chapter. Category Two and 

its five main themes will be discussed in Chapter Seven.   
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Figure 6.1 Final Thematic Map showing Categories and Main Themes
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6.3 Category One 

 

Main Themes: 

1) Causes  

2) Negative Connotations 

    Main sub-themes:  A) Labelling   I’m depressed Miss 

sub-theme:   stigma 

B) Difficulties  a personally isolating experience 

3) Different Presentations 

    Main sub-themes:  A) Ethnicity  I don’t want to stereotype 

     sub-theme:  Māori  

      minor sub-themes:  whānau involvement 

         support from school 

     sub-theme:   Asian   

      minor sub-themes:  language 

         cultural presentation 

    B) Gender  more acceptable if you’re female 

sub-theme: Females  are more vulnerable 

     sub-theme: Males depression penalises boys 

 

 

Figure 6.2 below illustrates the main themes, sub-themes and minor sub-themes for Category 

One. 
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Figure 6.2 Main Themes, Sub-themes and Minor Sub-themes of Category One. 
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6.4 Category One  

Adolescent depression definitely exists 

“What are your beliefs around adolescent depression?” was the first question I asked each 

group. I was not surprised that the participants believed in the existence of adolescent 

depression. However many themes and sub-themes emerged in this category and included the 

beliefs of adolescents, parents and others in the school community, cultural issues, and beliefs 

around gender differences. There were differences in the beliefs of SGCs around some of the 

sub-themes.  

Depression in adolescent students is a reality for SGCs. Beliefs were clearly expressed by 

participants that for them adolescent depression is real, often minimised and quite common 

for teenagers. The following quotes show examples of responses that led to the development 

of the theme of the existence and reality of adolescent depression.  

Adolescent depression definitely exists. (2-F11) 

It happens. (8-F35) 

I think it exists and I think it’s quite widespread. (8-M11) 

I think it’s very real. Adolescent depression is something that is a reality for school 
guidance counsellors and other people. (1-F4) 

It’s something they seem to be pretty familiar with, being depressed. (6-M8) 

However many responses went further than simply acknowledging it existed. Three sub-

themes quickly emerged. 

 I think it’s probably underestimated. (9-F36)  

I think it’s a term not necessarily well understood. (9-F38)  

It takes a variety of forms. (8-M13). 

Question 2 asked: “What do you know about adolescent depression?” This related to the 

identification of depressed adolescents, symptoms of adolescent depression and ways of 

explaining depression to others in the community. However, it became increasingly obvious 

during analysis that it can often be hard to separate beliefs from knowledge, so some text has 

been coded in more than one category. It was interesting to note considerable variation in the 

SGCs’ knowledge about adolescent depression. Some SGCs were very knowledgeable about 

the signs, causes and screening for adolescent depression. Many others knew much less, 

particularly around physical causes and ways in which depression might present. This theme 
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was important in indicating what questions would be useful in developing the knowledge 

section of the Stage Two questionnaire, as discussed in Chapter Nine. 

Examples of responses are given here as an indication of the range of knowledge among 

SGCs. Many were comfortable with the idea of a continuum, indicating a range of severity of 

depression. 

Low, or flat (mood). (6-F31)    

Depression is a continuum. (2-F11) 

It’s so tricky isn’t it? It’s not like you do have depression or you don’t. We’re all on a 
continuum you know… it’s like everyone’s got degrees of it and some people have 
got tiny degrees of it and other people have huge degrees of it and it changes from 
day to day. (1-M2) 

There's a difference between stress and a little bit of sadness in their life, and there's 
a continuum, which can work right the way down to actual clinical depression where 
you might need support from a doctor or therapist. (7-F33)  

Some SGCs discussed the way depression and suicidality/self-harm are often considered 

together. Knowledge of risk and resiliency was also reported.  

It’s interesting that we kind of equate depression with suicidality. (3-M4) 

Students can be quite badly depressed and resilient. Others can be depressed and 
fragile. And it’s the depressed and fragile ones that I worry about. (3-F13) 

6.4.1 Where did their knowledge come from? 

Participants’ responses suggested that those who had taken psychology or mental health 

papers or had attended specific workshops on adolescent depression, knew much more about 

the topic, as would be expected. For some others their level was limited to information from 

easily available resources.  

I did bring along the Guide for Schools1 which is probably where I got most of my 
good quality understanding of the condition and once I started using the chart in 
there which was like a screening tool, I was looking for pointers in the conversations 
I was having with kids to fit into that chart. I do feel it takes me a while to really click 
into a kid who’s got severe depression. (4-F23) 

In view of the importance of having good knowledge about adolescent depression, I decided 

to investigate more fully in the questionnaire the source of SGCs’ knowledge.  

6.4.2 Prevalence of adolescent depression 

Several groups discussed at length if adolescent depression was more prevalent now than in 

the past. Examples of different beliefs that SGCs expressed are given below. Some believed 

                                                
1 (Mental Health Foundation, 1997) 
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that the pressures of modern life meant more adolescents were depressed while others 

wondered if there was an increase, or if SGCs were simply better able to identify it. I was also 

interested to know if SGCs believed parents viewed the situation similarly. 

6.4.2.1 It is more prevalent 

I guess just as an observation over the last seven or eight years there seems to be 
more cases, would that be fair comment? (5-F26) 

It’s on the increase. I find that there are more girls who are depressed than 15 years 
ago. (4-F25) 

Sometimes it feels like an epidemic. (4-F24) 

It does seem to be depression in teenagers is something that’s more of a newish 
phenomena. (Laughs) I don’t know how, for I certainly don’t remember anyone or 
hardly anyone when I was at school. (9-F38) 

6.4.2.2 Perhaps it seems more prevalent  

I’m suspecting that more cases are emerging for me because I’m getting better at 
recognising when it’s present. (5-M6) 

I don’t know whether that’s a habit they’re picking up from each other, or whether 
it’s partly that and partly the real deep sadness within them. (9-F38) 

6.4.2.3 Is it being acknowledged more? 

I think at least they’re acknowledging it, so it’s not as difficult to even mention the 
word. (4-F20) 

Before … people think that’s a shame to let people know and they do it very privately 
and now they talk about it. (9-F39) 

The medicating or the diagnosis of adolescent depression has become an in-thing in 
the last few years. (9-M13) 

6.4.2.4 Or is prevalence related to the attitudes of society? 

Answers here are closely related to those about causes of depression, the views of society 

about young people, language and stigma. There were some strong beliefs that the attitudes of 

society made it hard for certain young people with depressive symptoms. Adult depression 

was seen as easier to identify. 

I think people have a good handle on what adult depression is, they have good 
knowledge and …perhaps there needs to be some more work done around the 
identification of adolescent depression. (7-F34)  

We live in a society that does not recognise depression in adolescents and we 
struggle to give a name to it unless it’s severe. (5-M6) 

I think also the students feel very little permission to name it themselves. Why are 
they feeling down, should I be feeling down? Am I allowed to? (5-M6) 



 
88 

 

6.4.3 What do parents believe about adolescent depression? 

SGCs believed that parents often found it hard to accept their teenager was depressed.  

Parents sometimes minimise it. (1-F4)  

SGCs had frequently come across a lack of understanding in adults as to why adolescents who 

had everything going for them could be depressed. Young people were told to “get on with 

life”. This was likely to be more common in high-decile schools (those in higher socio-

economic areas). 

They find it very hard to accept the notion that their kid is depressed. (7-M10) 

I think there's also quite a lot of misunderstanding with parents as well. (7-F33) 

“God they’ve got it good, what have they to be depressed about?” You know, the 
“you think you’ve got a hard life? Go down to Otara" concept that exists here 
sometimes which completely negates being able to address “I’m battling”. (5-M6) 

Many parents insisted there had to be a cause, or an event that had led to the depression, while 

others feared the stigma of a teenager with depression who might need to take medication. 

Parents feel quite anxious if you use the depression word, they're worried you're 
going to be suggesting that they start taking Prozac and the alarm bells ring. (7-F33) 

Parents have to think, well there must have been a thing, what’s happened? And 
there’s not, most of the time. Depression’s not like that. (6-F30) 

This first category of beliefs around adolescent depression includes many aspects, complex 

and inter-related. SGCs had firm views about the prevalence of depression and parents' views 

about its existence, as well as the importance of reducing stigma.  

6.4.4 Young peoples' views of depression 

Some of this will also be discussed in the section about stigma (See 6.6.1.5 below). SGCs 

believe that young people generally know about depression but may not use the word. 

Although they may be reluctant to say there is a problem, or might define it differently, 

adolescents can describe depression accurately. 

I think that they know about it and depression’s out there. (3-F16) 

Some are very good at describing it, though they may not use that term. (3-M5) 

Their understanding of how they define depression may be different to how I would. 
(7-F33) 

I think also the young person minimises it and they try to find reasons why they feel 
the way they do … they are really reluctant to say there is a problem. (1-F3) 

We’re actually talking about the time, for a lot of them, (when) it’s issues that they 
have no control over. They are powerless, but some of those issues are making them 
very unhappy. (6-F31) 
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The way the kids would describe the darkness, the way they feel about themselves, 
the sense of being in a blackness, a mood they just can’t get from, out of, and feel 
they have when they’re in that space. (8-M13) 

6.5 Main Theme One: causes of depression  

It just is 

Some groups had lengthy discussions about what were the main causes of depression. Often it 

was hard to separate knowledge from beliefs, so in some ways understanding might be a 

better term. The theme of causes of depression was an important one to explore, as beliefs and 

knowledge around causes may influence the way SGCs identify depressed adolescents. It 

could also influence how SGCs decide whether they will work with these young people or 

make referrals elsewhere. A wide range of causes was mentioned, with parental expectations 

seen to be especially important for Asian students and for boys. Several SGCs said that they 

were paying more attention to physical reasons than previously. Many felt there were a 

variety of reasons but often the exact cause was not known.  

It just is. (9-F37) 

6.5.1 Pressures from parents and society 

Most counsellors were clear that pressures on adolescents both from parents and society were 

increasing. In particular, concern was expressed about the impact on boys who came from 

high-achieving homes, and believed they were not meeting parental expectations.  

I think probably there are continuing to be increased pressures for adolescents. (9-
F38) 

Parents have huge expectation, and the boys don’t know where to go with that if they 
can’t meet the expectations. (4-F19) 

6.5.2 Socio-economic difficulties 

In contrast to the previous comments, many adolescents did not have these parental pressures, 

but instead had to deal with difficult life-circumstances. There was often a sense of 

hopelessness in such a situation.   

I would see it as being rooted in their circumstances, rather than some kind of 
condition. Because of a combination of various circumstances and the context in 
which they are living, there’s a sense that they’ve got no choices or no hope or no 
way out of what’s going on for them. (4-F23)  

Because of the lower socio-economic background of the students there’s all sorts of 
factors and yet a lot of those students are quite deeply depressed and it’s not 
recognised anywhere and so the way to cope with it is, is the poor behaviour. (4-
F22) 
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6.5.3 Relationship problems 

As well as beliefs in such causes of depression, SGCs also believed that depression could be 

dependent on more immediate events. Parental separation and its long-reaching effects were 

mentioned as often a cause of great distress for adolescents. Also of importance were teenage 

relationship issues that were major at the time, in particular the break-up of a relationship with 

a boyfriend or girlfriend, as well as disagreements with or rejection by the peer group.  

Maybe parents having separated. (6-F31) 

Broken up with boyfriend. (6-M8)  

(Are) there stressful events or relationships that are triggers towards this 
depression? (9-F37) 

One SGC descriptively named those occasions when several minor events stacked up together 

and caused great distress as “The Pancake Effect”. 

There’s also what I call the pancake effect, that adolescents, they experience it but 
they also do it to themselves, they go, you know, my cat’s died and I’ve got an exam 
and my best friend’s worried, they pile it up on themselves and so you have to start 
peeling off the layers. (3-F17) 

6.5.4 Physical reasons  

I was interested that many SGCs mentioned that they were thinking about possible physical 

causes, and this was happening more often than before. Hormonal changes in puberty, 

chemical changes in the brain, deficiencies of vitamins and iron as well as the influence of 

genes were all mentioned. Several SGCs would refer a young person to their GP or the school 

doctor for a check-up, to investigate these possibilities.   

I think I am querying more about the physical causes too, than I used to, especially 
with girls. (4-F24) 

In our age group, we’re looking at the cutting edge of puberty and I’m becoming 
increasingly aware of we’re dealing with young people whose hormonal changes can 
trigger mental health issues… I question for myself how well I’m educated in those 
areas. (5-M6) 

There are physical and biological causes of depression, so that’s often why I’d say 
get the GP to do the assessments and possibly a blood test just to rule those out. (2-
F10) 

It’s actually because of your genes. (6-F31) 

6.5.5 Drugs 

The relationship between recreational drugs (especially marijuana) and depression was 

discussed at length. What was the cause and what was the consequential behaviour? Several 

SGCs reported that some depressed young people will use marijuana to self-medicate, but 
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also that use of marijuana could cause depression. SGCs believed this was especially so with 

young men.   

I think it’s got a lot to do with drugs. (8-M11) 

See I think some, a lot of marijuana use, like alcohol use, is actually the self-
medication. (1-M3) 

Yes, the co-morbidity of substance abuse and that self-medication, I’m getting out of 
it. But, actually, both marijuana and alcohol are depressant in action and so it 
doesn’t actually work. (1-F2) 

6.5.6 Sexual Identity 

A recent report from the Youth2000 data indicated that almost one-quarter of non-

heterosexual students reported a significant number of depressive symptoms (Le Brun, 

Robinson, Warren, & Watson, 2004), but there were only two SGCs who mentioned the 

relationship between depression and sexual identity issues. Although these two SGCs 

attended different groups, I was interested during the analysis to realise that they worked at 

the same school. 

Sexuality’s another …Especially if kids feel that they are gay or lesbian that can, that 
can. There seems to be a long slow descent into it, into depression, not always but 
sometimes. (4-F24) 

…and she said to me, out of the blue "I want to tell you that I’m gay and you’re the 
first adult I've told"… in the end I said to her “Do you think that might have been the 
reason why you were sort of depressed and low mood and so on, when you were in 
Year 10?” And she said “Yeah” but she couldn’t tell anyone. (8-M13) 

6.5.7 Unresolved grief 

The relationship between grief and depression was discussed at length in one group where one 

participant had trained in psychotherapy. 

Adolescents have so many grief issues. I find that the students that I work with, 
there’s always some grief attached to what’s going on for them. (4-F19) 

The feeling was expressed clearly in other groups that grief is common, but “stuckness” can 
lead to depression.  

I think there’s a need to be a distinction too between grief and depression. I mean 
grief is normal but depression to me is stuckness that could become pathological or 
could lead to, you know they might be stuck in it. The difference is grief is moving. 
(3-F14) 

6.5.8 Is there only one cause? 

Several counsellors reported that for some young people there was no one single cause of 

depression, rather a combination of circumstances leading to an adolescent becoming 
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depressed. Acknowledgement was made that for some students “it just was” and there 

appeared to be no obvious reasons. 

When you work with young people I think the questions go up like “Is there a 
chemical imbalance?” No. “Are there stressful events or relationships that are 
triggers towards this depression? Or is it “just is”? (9-F37) 

I've been thinking about it all the time. You know, is it modern society? Is it 
processed food? And I don’t know what it is. (9-F36)  

Generally what happens is there’s a whole load of factors come in and they intersect 
and create this situation the kid finds himself in. (8-M11) 

This just comes out of the blue. This is what depression is. (6-F30) 

6.6 Main Theme Two: negative connotations  

a negative thing 

Issues around labelling, stigma and society’s views of depression quickly emerged during data 

analysis, and warranted being a second main theme, about negative connotations, which I 

have called “a negative thing”. There are two separate but inter-related sub-themes, labelling 

and difficulties of depression, in this theme. I describe how some SGCs spoke passionately 

about the positive side of depression, which they believed is often ignored. They believed that 

depression had some positives to teach adolescents.  

Depression is a negative thing, as far as a lot of counsellors are concerned. (3-M4) 

I think that there’s a positive side to depression, which tends to get overlooked today. 
(8-M13) 

Let’s look at depression as a teacher, not as the big bad enemy. So re-framing it, not 
trivialising it. (1-M1) 

6.6.1 Main Sub-theme A: labelling 

I'm depressed Miss 

6.6.1.1 Defining depression and the importance of language 

In all groups, there came a point where the discussion was around the definition of adolescent 

depression. Was there a common understanding within the group? Did it depend on severity? 

In one group, the discussion almost halted at this point. Could they discuss something that 

they had not defined? As one SGC said meaningfully:  

I’m just puzzling about the word depression, because in actual fact it is …Like we 
actually haven’t defined it here, and it is hugely hard to define and it manifests in so 
many different ways, because it covers just so much from quite small things to big 
things but all sorts of as, like you say, facets to it. (2-F9) 

I then asked: So if you had to define it how would you do it? 
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That’s what I’m wondering as I’m sitting here. (2-F9)  

The conversation continued as another participant spoke of how she thought about whether a 

young person is depressed. This text is quoted in full as it states clearly thoughts similar to 

those expressed by other SGCs about the process. 

I suppose if I was thinking what makes me think, in the back of my own mind, if 
there’s depression and I’m talking or meeting with someone, is there a sense of 
hopelessness that they have about their current situation? So I suppose if I’m 
listening for that, I might be going to think, “Is this a depressed person?” But then 
there’d have to be a whole lot of other things that are contributing as well, to really 
say this is probably depression. But, that sense of hopelessness, I can’t, I can’t 
change anything, I don’t know where to start, it just all seems too much and too big 
and I want to give up feeling, about what they’re saying and that’s, well that’s adults 
as well as teenagers. (2-F10) 

Acknowledging the confusion that the word can cause was an important step in working with 

depressed adolescents. The use of appropriate language was very important to some 

counsellors, with two main ideas emerging. One concerned descriptions of the severity of 

depression, while the other was about the meaning of language from a social constructionist 

viewpoint. It was not possible to fully separate the themes of definition and language.  

I think there's a lot of misunderstandings of what depression is. (7-F33) 

It means many different things, sometimes it’s helpful to use the word, sometimes it 
isn’t. It’s a term that young people sometimes use when stress would be more 
appropriate. Young people don’t understand what the word means. (2-F11) 

It depends how you’re defining depression, if you’ve got clinical depression and then 
this low-level sort of dysthymia sort of thing. (8-M11) 

It’s a word, isn’t it? That actually isn’t very deep. (9-F38) 

There was a high level of agreement that the word “depression” was to be used with care. 

Often it would be kept for the more serious levels of depression, perhaps those needing 

referral to CAMHS or a GP. However there was considerable talk of young people themselves 

who use the term inappropriately, saying they were depressed, when the SGCs believed that 

although life was rather difficult for them at present, they would soon be feeling better. 

Length of feeling down, the effect on the daily functioning of the young people, and the 

feeling of what term is actually the best to use, all influenced the use of the word depression.  

6.6.1.2 When SGCs would use depression 

I’d generally only use the word depression if it was clinical. So I’d talk about low-
moodedness or downtimes until it is a clinical depression, until it’s been diagnosed 
as such. (6-F31) 

(when) you can’t get movement in kids for whatever reason. (8-M13) 
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6.6.1.3 When adolescents would use the word themselves 

They call it, in my experience, most of them do call it depression, “I’m depressed” 
for they don’t use the word sad interestingly! (6-F31) 

I was just thinking, a lot of the girls would come in not knowing whether to use that 
word or not. They can use it to describe anything like that momentary feeling of the 
day that really isn’t kind of located in anything longer-term or anything bigger in 
their lives, to something that maybe has been there for a very long time but they are 
still quite unsure how to name this thing they’re experiencing. (4-F21) 

I like their reluctance to not take on the word …because I think it actually allows 
them to be open really to considering what it is that they are feeling, and what the 
most appropriate descriptions and words actually are for their experience rather 
than perhaps take the one that’s most commonly on offer these days. (4-F21) 

6.6.1.4 Labels can be helpful on some occasions 

Many SGCs expressed opinions that the label of depression could actually help staff, 

adolescents and sometimes parents. In many cases, it seemed that a label brought relief, 

removed blame and opened doors to effective help for the young person at CAMHS. At 

school, a label could help the young person to get the extra assistance they needed from deans 

and teaching staff.  

Staff are often relieved there is a label. The most supportive are those with personal 
experience. (2-F9) 

There is more of a culture of openness about depression than there was ten years 
ago. Youth suicide initiatives may have scared staff into doing the right thing. (2-
F12) 

I’m not so concerned about when we label them, as long as it is there, it is 
recognised and it is responded to right from the first go, and is not minimised. The 
labelling decision can be made anywhere along the continuum. (1-F5) 

6.6.1.5 Sub-theme: stigma 

I’m cautious because of the stigma 

While labels could be useful, SGCs expressed concern that when a label was given, it could 

become a stigma, although they hoped that this was decreasing. There was much discussion as 

to who should use the label depression, and in what circumstances, and acknowledgement that 

labels will mean different things to different young people. 

I’m cautious saying depression because of the stigma and fear attached to the word. 
Teens may be worried about what others will think of them. (2-F9) 

I said something like “oh it sort of sounds a bit like you’re feeling a bit depressed” 
and her reaction was quite negative to the use of the word. I decided at that point 
that that wasn’t a word I would use when I was working with kids. I would be much 
more tuned in to the things that they were saying. (4-F23) 
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I never really mention depression to a young person, I always put it like you (7-M9) 
so it's low, low mood. (7-F33) 

I probably use the more clinical definition of depression and I don’t use that word 
until you do a lot more exploring in terms of how long the mood’s been there, family 
history, whether they've had thoughts of suicide, and so on, you know, there’s quite a 
lot of questions to ask. And then I will maybe at the end of a couple of sessions say 
“Look, you are depressed”. (8-F31) 

One SGC talked of a danger with labelling, but I do not know what she was referring to as 

another participant interrupted to emphasise the importance that words can have. 

Is this going to be useful to name this as depression, or shall we just keep on talking 
about feelings and changing thoughts and all those sort of things. Do I actually have 
to name this as “Oh you are depressed” or “you have depression” because of that 
danger of …(1-F2) 

And you can’t take it back once you’ve said it! (1-M2) 

6.6.1.6 Labels may be inappropriately used 

Some SGCs expressed considerable concern that while it was good there was less of a stigma 

around adolescent depression, teenagers themselves would often use the term depression 

when they meant something else. I assigned text about these concerns to the theme of stigma.  

I talk to young kids who come in for an appointment and they say "Ah, you know I'm 
depressed Miss". (7-F33) 

Well it’s all very subjective isn’t it? One person may just be having a bad day, so 
you’ve got to sort of explore a bit beyond their language and sort of see the pattern 
of how they’re really feeling. (4-F20) 

The discussions around labelling concerns and stigma were often lively and passionate. These 

appeared to be very relevant to SGCs who were unsure if a label of depression could be 

helpful or not. This decision would be made with care. It suggests that education of SGCs 

about the need for diagnosis (and thus labelling) could be useful.  

6.6.2 Main Sub-theme B: difficulties of depression  

a personally isolating experience  

The second sub-theme of negative connotations relates to the difficulties facing depressed 

adolescents. Responses indicated that SGCs believed that teenage years were difficult for 

many adolescents. Depression caused additional difficulties, in particular isolation from 

friends and family. Was it always recognised? 

All teenagers go through tough times, it’s difficult being a teenager to some degree. I 
think that teenagers are experiencing powerful emotions and feelings without the 
experience of thinking that’s going to pass, or, I’ve felt like this before. (1-F2) 
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’Cause it comes, teenage years have got all of the other complications that can easily 
disguise depression can’t they? (1-M2) 

I think also for a number of young people it’s a season in their life that may be really 
painful at that stage. And again, it’s not all explainable or understandable or logical. 
But I think that can be a depressive state, like that journey through that black hole. 
(9-F37) 

Depression by its very nature is an isolating, a personally isolating experience, and 
so the nature of the illness actually cuts us off from getting the help we need to deal 
with the illness. (1-M2) 

It maybe starts from, you know, not coping at school or whatever and if it isn't 
recognised and something isn’t done, then it becomes chronic, I think. And then it 
starts to have a long-term mental health effect. (9-F36) 

6.6.2.1 Young people may not be believed 

This idea was expressed in relationship to a variety of situations. In particular, SGCs used it 

about parents who might minimise their teenager’s depression, and about some older school 

staff, who believe that personal life should be kept out of the school setting. This could make 

things hard for both the young person and the SGC.  

Sometimes young people have to convince an adult that it’s something serious. (2-
F11) 

I think there’s some staff who are that more old-school, very much a minority, but 
who are like very much “just leave your problems by the school gate and just get on 
with it and you’re here to do a job and just do it”. (1-F2) 

When it occurs with a clearly observable stimulus, then teachers are more able to get 
a handle on something; they can give it a label more easily. Whereas a kid where 
everything in his life or her life seems to be going OK and then out of the blue 
they’re diagnosed with depression and teachers can’t see the cause. (8-M12) 

However, often SGCs were aware that some staff did recognise when a student might be 

depressed and made a referral to the counsellor. This was appreciated. 

Some of the teachers, they pick up a student that they see in the class crying, you 
know, just tearful. (9-F39) 

Or maybe isolated and, you know, not interacting with the other students, but there’s 
certainly something amiss. And it could be depression. (9-F38) 

6.7 Main Theme Three: different presentations 

there are such vast differences 

Consideration of this theme around differences in expression of depression follows on from 

the discussion of labelling, stigma and difficulties. It links the beliefs of the SGCs with their 

knowledge and some text is included as well in sub-themes about referrals and effective 
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therapy (Category Two). SGCs discussed a wide range of different presentations of 

depression. Two main sub-themes, ethnicity and gender clearly emerged.  

6.7.1 Main Sub-theme A: Ethnicity 

I don’t want to stereotype 

I was interested in how SGCs believed depression presented among Auckland young people, 

who are of many different ethnic backgrounds. I discovered that SGCs did not like to 

generalise and at times that was quite frustrating when I wished to gain understanding of how 

they approached certain issues. My own ethnicity (European) may also have affected 

discussion of ethnicity, especially in one group where all SGCs were European except the 

participant quoted below who identified as Māori.  

In actual fact I go to CBT when I work with certain ethnic groups before going into 
feeling, that’s the way in, establishing a relationship via CBT. (2-F12)  

Mod: Which groups would they be? 

Em, is it going to be (recorded)? I don’t want to stereotype. With that particular 
ethnic group em, sometimes the other way works too, so I don’t want to … (2-F12)  

In the analysis it became clear that little was specifically said about European adolescents, 

with only two actual comments made. One group discussed their tentative belief that 

European young women tended to internalise their feelings. 

I think probably Europeans internalise more. (9-F36)  

I’m inclined to agree… (9-F38) 

The girls that I can think of with depressive symptoms, I think in the main are 
probably Europeans. And I suppose I hadn’t thought about it as acting out as 
opposed to internalising until just now. (9-F36) 

The other comment was made about some European mothers who dealt with low-mood in 

their teenagers by keeping them at home rather than seeking help. 

I suppose I’ve the experience too with middle-class European mothers in particular, 
who are too accommodating and too “keep them at home”, you know, they don't 
push them on, you know, they’re too “yes darling, no, oh it’s alright” and you know, 
all of this. (3-F16) 

Pacific Island adolescents were discussed in most groups, with an emphasis on socio-

economic and cultural issues that could lead to depression. While the full report from 

Youth2000 about Pacific adolescents has not yet been published, initial findings showed that 

22% of young Pacific women and 12% of Pacific young men had experienced depression. 

These rates were higher than in the general population (New Zealand Association for 

Adolescent Health and Development, 2007).  
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Working in a lower decile school with a lot of Polynesian students and Pacific Island 
students too there’s a major concern, because of the lower socio-economic 
background of the students, there’s all sorts of factors. I look, I’m amazed, I’ve never 
ceased to be amazed how much baggage some students actually carry round with 
them and that it’s been there with them often even before they’ve been born and the 
profound effect that must have on them. (4-F22)  

I mean, when you’re dealing with Pacific Island young people it’s often, you look at 
the underlying issues and, I mean when I look at the depression I always try to think 
well what are the underlying issues that are often there and that’s sexual abuse and 
physical abuse. I’ve found that often is the triggers that lead you to know their 
sadness and depression. (6-M8) 

I work mainly with Pacific Island students and I think poverty really, which they talk 
about, is the economic policy since the eighties has created, quite an underclass say 
in South Auckland. So, a lot of the kids that I talk to are not very strongly connected 
or bonded with their parents. And often it links in with the sexual abuse or physical 
abuse, or psychological abuse you know, and I think, one of the ones that seems to 
come up all the time is the psychological, are the words. The damaging words that 
they get from parents that seem to really push them, push them right down. (9-F38) 

There was also mention made of depression presenting as behaviour problems, in a similar 

way to Maori adolescents.  

And I think with the Pacific Island kids, their way of coping, although they tend to be 
naughty rather than depressed, I mean, the boys they tend to get into trouble, so we 
certainly have a higher rate of school Board hearings for Maori and Pacific 
Islanders than we do for Pakeha kids. They’ll tell the teachers to f--- off or whatever 
and they tend to get into trouble in that way so it’s not depression, it’s more anger 
comes out. (8-M13) 

I think there’s a tendency to self-medicate too. Probably on marijuana and other 
things and on alcohol. (4-F24)  

And that would be the same with Pacific Island students. (4-F22)  

6.7.1.1 Maori rangatahi 

Results of the Youth2000 survey indicated that among young Māori, 22.7% of females and 

9.9% of males reported significant levels of depression (Adolescent Health Research Group, 

2004). This is higher than for the general population. To investigate SGCs' understanding of 

this, Question 3 asked “What about Māori rangatahi?” while Question 8 followed on from a 

question about ways of working with depressed adolescents and asked “What about Māori 

young people?” 

Question 8 had been intended to discover if SGCs found any models or methods of 

counselling were particularly helpful when working with Māori young people. Data from both 

these questions fitted into this sub-theme as well as the later theme of effective therapy. 

Instead of reporting ways that were helpful in working with young Māori, SGCs discussed 
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these questions much more broadly. I have come to see this approach as being more useful. 

Beliefs about involving the whānau, referrals to Māori agencies or individuals, understanding 

of a Māori perspective of the holistic nature of health and well-being, societal and school 

pressures and support as well as gender issues, will be discussed below.  

Māori young people are known to have higher rates of attempted and completed suicide than 

non-Māori young people (Adolescent Health Research Group, 2004). I was interested to know 

if SGCs saw proportionately more Māori young people than non-Māori around depression. 

There was a range of answers, in part depending on the location and decile of the school. 

Some SGCs reported that Māori students were under-represented among those who came to 

counselling, not only for depression but other issues also. Other SGCs said many Māori 

students came to them with signs of depression.   

I was wondering if they don’t present for counselling in the proportions one would 
expect. Māori students are under-reported, they’re under-represented. (4-F23) 

That wouldn’t be true for us. We have about 50% of our Māori students come to our 
department. And that’s been consistent in my time, over the years. (4-F21) 

There are many fewer Māoris coming to counselling but you’re dealing with smaller 
numbers. (8-M13) 

I haven’t noticed a particularly strong number of Māoris with depression. (9-F36) 

A Diverse range of Māori students 

Many SGCs reported their school had a wide range of Māori students, from those with a very 

strong self of identity and culture to those who had a more European view of life. Both the 

school and the wider community including marae had a vital support role to play for all 

adolescents who wished to identify more closely as Māori. Recognition of their Māori identity 

and its meaning for them was important.  

We have quite diverse kinds of Māori kids in our school. And we have a group that 
come from parts of the North Island, and often come with a very strong sense of who 
they are, in terms of their Māori culture, but dislocated really. (4-F21) 

Some of them leave, this is what they said, some of them leave being a Māori at the 
door, at the gate, and they’re just like everyone else, and some of them that actually 
acknowledge that. I think they’re the ones that have this constant worry and concern. 
(4-F25) 

I’ve had a couple of cases of young people who by acknowledging and coming out, 
basically I’m using the term “coming out”, has been actually very uplifting and 
empowering for them. And started to make a difference in their lives. So I think that 
is a very strong social pressure. (5-M6) 
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Different presentations of depression 

Some counsellors reported that Māori students (especially boys) tended to externalise and 

thus got into trouble and became part of the discipline process. The use of drugs, perhaps as 

self-medication for depression, was believed to be common among Māori students.  

I suppose I’m very alert if I had a Māori client that they are not going to present to 
me the intensity of what they are experiencing. There would be certainly some of my 
students who wouldn’t, just wouldn’t use that word (depression) to describe how 
they’re feeling and it might be showing up in terms of behavioural issues. (4-F23) 

I think probably in the Māori population the issues would probably be more drug 
and alcohol related, and behaviour, rather than depression. (9-F36) 

Young Māori men 

Several groups discussed how depressed young Māori could present as angry or with 

behaviour problems. SGCs believed that many young males self-medicated to ease the 

depression, but that these drugs were the cause of the depression in some instances. Mood 

swings could be drug-induced with suicidal ideation higher after prolonged drug abuse. 

Young men seemed to find it harder to talk about emotions, often not having the language to 

do so effectively. It was even harder for those who identified as Māori and SGCs believed 

these feelings may well come out as anger or aggression.  

I’ve had a number of cases of students who are not acknowledging that they’re 
Māori and yet it becomes an issue and it shows up through drug abuse sometimes, 
not straight as depression. (5-M6) 

I think a lot of young Māori males, a lot of their depression is associated with 
marijuana use and the after-effects of coming down off the highs, which triggers to 
me anyway. (1-F7) 

Differences in working with Māori  

Opinions varied as to whether there were differences with young Māori who were depressed 

and other young people. Some SGCs felt there were no significant differences and that one 

could not generalise along ethnic lines. Others, in particular those with experience in areas of 

rural New Zealand with a high Māori population, argued that there was a significant 

difference. This could not always be defined. However, such aspects as whānau connections 

and relationship with the land are highlighted more with rural Māori. In some ways, urban 

Māori could be seen as immigrants who came to live in an environment very different from 

home. One SGC believed firmly that many families, not just Māori, needed better education 

around the topic of adolescent depression to aid their understanding.  
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No, I don’t think there is a difference. My experience with Māori is that it’s very 
similar, that’s life and you just get on with it. I’ve kind of had the experience of 
working in rural Māori communities as well and I’ve been sitting here thinking about 
how they operate. But there’s a difference. I think a very significant difference, I just 
can’t quite verbalise what it is. It’ll come. (1-M3) 

Do some Māori papers at Auckland and you’ll soon get some good perspectives on 
world-view and spirituality and passion and values. That’s what I learned from it, 
not the Māori tradition, but the differences. (3-F14) 

That kind of highlighted for me that difference between rural Māori where all those 
family networks exist and are automatic but with urban Māori are not, so in other 
words, talking about immigrant population. Māori in South Auckland are in fact 
immigrant populations and they don’t have those family networks, they don’t have 
that kind of support stuff that was going on and I think that hides it in the rural 
community and the fact that it is dealt with within the family structures a lot. (1-M3) 

I think that with Samoan and Māori families they need educating around the whole 
issue of depression. (2-F12) 

Some SGCs expressed concern that they needed to try even harder with Māori young people 

so as not to be seen imposing Pakeha (European) views on them. Acknowledgement of the 

range of Māori world-views and the interconnectedness of mental, spiritual, and physical 

health were important. As many Māori families operated in a western manner, assumptions 

could not be made. Many whānau were very happy to accept the SGC’s support, others 

preferred to access community help.  

…I probably make damn sure I do it really well, properly for Māori people (3-F14) 

I think it’s also being aware of that there may be different beliefs in that family 
around health. And I don’t know if they’re different because I can’t make an 
assumption. I just know there’s a range of beliefs around health and the 
interconnectedness of mental, spiritual, physical health, and so whether that family 
operates in a Tikanga Māori way or whether they operate in a conventional western 
model, so it’s being very careful to be aware. But that applies to lots of families. (3-
F15) 

Māori clinicians 

SGCs believed that some workers in Māori agencies thought that a Māori clinician must 

always see rangatahi. SGCs were concerned at the level of clinical skills of some of these 

workers. The balance of clinical skills and cultural competency is a difficult one. In general, 

SGCs believed that they related well to Māori young people. When a young person was 

depressed, it was important to help them, irrespective of ethnicity.  

And there’s a bit of to-ing and fro-ing particularly with this Māori woman because 
she’s a Māori nurse and I’m a Pakeha and dealing with a Māori client. Well they 
think that well maybe I’m better at dealing with … than you Pakeha male, you know, 
Māori girl. (6-M8) 
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With Māori clients with depression once the connection is there, they will actually 
talk. And it won’t all come out at once but it will be a layer and another layer as you 
sort of, as the trust is built, it comes out. (4-F18) 

I think a lot of it is identity and where they (Māori) fit in and the belonging, so it’s 
good to see the ones that have progressed through the system. (4-F20) 

Referrals to Māori professionals 

Having competent Māori professionals accessible locally was of great benefit to SGCs. 

Several individuals were cited as being extremely helpful for referrals, and cultural 

supervision. Community support workers in CAMHS services were valued. In particular, if a 

Māori family was reluctant to access mainstream services they could be the link. Recent 

training on Māori tikanga by Rawiri (David) Wharemate (kaumātua2 at the Werry Centre) had 

been greatly appreciated.  

I use a colleague and friend who is Māori who has got a lot of experience in mental 
health and sexual abuse and I use her as consultant or supervising capacity for 
myself. (4-F22) 

…Georgina Wilkinson who was at SAFE and she was absolutely fantastic, it 
definitely progressed the whole situation that we were dealing with. (4-F23) 

(Rawiri) was great. He took us through the whole tangi process and now I 
understand how it's so just central and integral to that whole grief process…that 
whole process is just so therapeutic and so different from what we do. (7-F32) 

Certainly with drug abuse, which is linked in with depression, it’s very good to refer 
Māori clients to Māori professionals and I’d do that. (4-F22) 

In the Auckland region SGCs had varied experience working with Māori young people. All 

wanted to do their best for Māori young people who they felt were often marginalized in 

schools. Young men were more likely to be over-represented among those students in trouble 

for unacceptable behaviour. In view of these responses, it was important that the questionnaire 

should ask about differences between depressed Māori and non-Māori adolescents.  

Whānau involvement  

Depressed young people may need referral to external agencies. This could pose a problem at 

times for those who identified as Māori. Sometimes the whānau preferred to care for their 

young person and take them “up north” or to a tohunga3 or kaumātua. The general feeling was 

that when a family was supportive in this way and would access appropriate help, the SGC 

was content. However there were some reservations expressed that at times families (of all 

ethnicities) did not realise the severity of their teenager’s depression and might not actively 
                                                
2
 elder 

3 priest 
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seek help. SGCs believed that sometimes the resources of mainstream services were better, at 

least initially. Many SGCs had cultural supervision and support. They would make referrals to 

a Māori agency if the whānau agreed. SGC generally thought that the holistic approach of 

such agencies was beneficial to their clients. Often a kaumātua was involved in the care of 

these depressed young people.  

…however, to me if the family said “Right we’ll take her up to grandmothers and 
love her up”, with the whānau up north or something, and they believe that that’s 
what they were going to do, well they can do that as far as I’m concerned. It doesn’t 
have to be (CAMHS), but we do think that, because we probably believe there are 
more resources. (3-F14) 

I’ve found that with most of the times that I’ve involved Māori families they’ve been 
only too willing to accept the support, maybe where they haven’t, maybe I haven’t 
been aware of it. But most of the time I’ve had a lot of support from the Māori 
families to access things out there in the community. (3-M5) 

Working with Māori clients 

There seemed to be a very widespread understanding that Māori world-views especially 

around mental health issues differed from other world-views, in particular European. For the 

participants, 85% of whom identified as European, being able to work with young Māori 

clients and their whānau meant getting alongside them, acknowledging that they saw things 

differently and offering support. The connection that already existed and the willingness to 

learn were seen as helpful for the adolescent. Where there was more of a spiritual dimension, 

often the symptoms of depression fitted there. The concept of tapu4 (sacred or prohibited) was 

understood by some SGCs as connected with depression in some adolescents.  

In Māori students tikanga is extremely important in terms of building in their concept 
of Māori, having some recognition around that. In connection with kaumātua within 
their community and accessing spiritual counselling sometimes, that can be possible 
through (the local) marae. I’ve referred a couple of students down there. (5-M6) 

Much like what you were saying before, you know, about wanting to access the 
tohunga and their own spiritual healers, and a little bit of a reluctance, I think, to 
access mainstream mental health. (7-F34) 

From other settings I’ve worked in there’s more acknowledgement of a spiritual 
dimension to their hauora, their whole being, and so, that the kind of symptoms of 
depression can fit within their spiritual concept of wellness without the language of 
depression. But they have a concept of breaking tapu, it’s something I, it comes in a 
different way. (5-F27) 

                                                
4 sacred or prohibited 
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School support  

When SGCs considered the reasons they might be seeing fewer Māori students, they 

mentioned various positive school initiatives that had increased support to Māori. These 

included Māori form classes, kapa haka groups, and more Māori staff. These changes have 

meant that some Māori students, not previously identified as such on the roll, were now keen 

to participate and affirm their identity. One SGC was involved in setting up a Māori 

mentoring programme led by an ex-student.  

The other thing that we think has made a big difference is that we have a vertical 
form class, which is not obligatory, for Māori kids and with a form teacher where in 
a way they’re “awhied” more. (8-M13) 

… a Māori mentoring programme, started by an ex-student. I didn’t realise that the 
support was not there for them, you know. And I was just not doing anything 
exceptional. I did my best for them because they used to come and see me. I did what 
I could do for them. (4-F25) 

We’ve got quite a strong, much stronger Māori department now, and it will be 
interesting to see what happens over the next couple of years in terms of that 
identification. (5-F26)  

…looking at the (new Māori) programme setting up within the school. I’ve seen an 
earlier attempt to call altogether Māori parents brought one family. The shift is 
having (Māori teacher) here and lifting the profile and the capability for responding 
to Māori. (5-M6) 

Many schools are actively trying to encourage Māori students and their whānau. SGCs 

reported that schools provided information and support through their Māori departments, with 

many SGCs and Deans involved in these activities. Raising the profile of Māori and 

increasing the school’s capability to respond to the needs of Māori students, as well as more 

opportunity to speak Te Reo, meant that the status of Māori was lifted. In these 

circumstances, there was often less need for Māori students to come to the SGC for support.  

But when you start to talk in those areas, they recognise that they feel as though 
they’re living in a society that’s quite rejecting of them as being Māori. (5-M6) 

In Third Form, the kids are choosing Māori and it’s got more status. (5-F27) 

6.7.1.2 Asian students   

The school population in the Auckland region has changed markedly in the last ten years. The 

2006 Census reported that 234,222 people of Asians ethnicity lived in the region (Statistics 

New Zealand Tatauranga Aotearoa, 2006). This was almost 19% of the total population. Since 

the 2001 census, the Asian population has increased the most rapidly of all ethnic groups, by 

almost 50%. Three participating SGCs were immigrants of East Asian origin (Korea, Taiwan 

and Hong Kong), who worked in schools with many Asian students. These SGCs and non-



 
105 

 

Asian SGCs emphasised that Asian is not a homogenous term and the different groups have 

very different cultures. Chinese and Indian students are the two largest groups in the Asian 

category in the Youth2000 study (Rasanathan et al., 2006). This study found a roughly even 

split between those who were New Zealand born, those who had lived in New Zealand for 

more than 5 years and those who had immigrated to New Zealand within the past 5 years. 

Some SGCs reported seeing more Asian students than expected from the numbers at the 

school.  

I see more Asian students than are represented in the population of the school and I 
see that as a sign they’re needing things. (4-F23) 

There were beliefs expressed that many Asian parents did not recognise depression, and 

several SGCs remarked that they found it very frustrating to work with some families who 

had seemingly rigid beliefs.   

I think that they (parents) don’t even recognise the depression and they don’t know 
what depression does. (5-F29)  

Often if you have a session with parents, you know they’ll listen and you’ll talk about 
some of the developmental steps of teenagers, and try to mediate, but I personally 
have found there’s very little middle ground there. (6-F30)  

I’ve had exactly the same difficulties in that they’re very rigid that it’s academic 
success, and very rigid about parenting. (6-F31)  

Cultural differences were apparent between adolescents who acculturated quickly and their 

parents.  

They adapt much quicker and the parents have held onto their kinds of Asian 
cultures and heritage. And of course there's a clash and a misunderstanding between 
the two worlds. (7-M9) 

One Asian SGC sought to explain how depression is not known about or acceptable to many 

parents, making things more difficult for the student. 

(Asian people) not really knowing what depression is, so when you say to them, 
sometimes they just find it strange and some of the parents would think that’s an 
excuse for the child to be lazy. They’d rather say “that’s lazy, that’s not depression”. 
Just sometimes (it) gets very conflicting between the child and the parents. Makes it 
harder for the child too, coping with the stress and depression. (9-F39)  

While there was considerable discussion in all groups about the difficulties that could occur 

when working with Asian young people, two strong minor sub-themes emerged. These were 

language difficulties and the frequent presentation of depression in a culturally-acceptable 

way.  
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The language barrier 

Only a few SGCs had a colleague of Asian origin in their counselling team, although some 

others said they were pleased to have access to an Asian social or community worker at 

school. Other SGCs had to do their best to work with Asian adolescents who were not fluent 

in English. This meant that it could be hard for students to access help and benefit from the 

counselling provided.  

Often for them it’s a language issue too, they don’t know the language, … how to ask 
for and access this kind of help because these kinds of problems are often just hidden 
away. (3-F13)  

I think that sometimes given the language difficulties, they have as well, actually 
sometimes they have limited language around feelings, so that isn’t a good place to 
go. (2-F9) 

I think (SGC)’s experience will be different because she’s a Korean counsellor so she 
can access them in their own language and so she will hear different things, and 
they’ll probably be more willing to talk to her on those issues. (5-M6)  

It’s very hard to talk to young people at any depth because of the language difficulty. 
But (Asian SGCs) are able to offer that much more than we’ve been able to, in that 
it’s not English that they’re speaking. (5-F28)  

This sense of trying hard to help Asian students but facing a barrier such as language was 

evident in many statements. As noted previously there are many Asian languages, so an Asian 

counsellor will not speak the language of every student. Even activity-based groups, which 

could be helpful with settling-in to a new school, were not always options for some students. 

But it’s hard because for some of the Chinese students they are not very good at the 
language that first year, when they arrive, so they can’t really get into that group. (9-
F39) 

Psychosomatic complaints 

There was lengthy discussion in many groups around the psychosomatic presentations of 

depression by Asian students. This was closely linked with the ideas of shame in their cultures 

and the stigma of mental illness. Understanding was clear that it was often very difficult to 

break a cultural norm and talk outside the family about problems. 

I think that with the Asian community as well, there’s a lot of hidden stuff. You don’t 
talk about your own problems to anyone really. (1-F7) 

In my limited experience with Asian families, from with what I've come to understand 
there's so much stigma around mental health issues. (7-F32) 

What about Asian students, particularly Korean? Because when I was at (school) 
there was a huge amount of shame attached to bringing up mental health issues. (3-
F17) 
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I think there’s also a lot of shame involved in acknowledging that. So even if they 
understand, they might want to keep it within the family and talk within themselves or 
try to resource it within their own family rather than seek outside help. (5-M7)  

I've heard the word shame floating around quite a bit. And another thing that ties in 
there is that, a lot of kids from those communities are aware that their families are 
often struggling financially with employment and all sorts of things, and they often 
don't want to be a burden to their parents. (7-M10)   

Homestay students (who come and live with a New Zealand family) and other international 

students were seen as a particular problem. Some SGCs expressed concerns that these 

students may have been experiencing difficulties at home and were sent to New Zealand 

because of those issues. As with all immigrants, adjusting to a new culture, as well as learning 

the language, can be very difficult. 

Yes, the issue of homestays is, there’s lots of homestays where you actually really 
never know the real reason. It’s international students, but why have they come to 
New Zealand? Because of emotional issues at home, maybe depression? And it’s 
getting rid of them to come over here. (6-F30)  

I work a lot with the international students at our school. Certainly I believe too, it’s 
the changes they have had to go through and the lack of support from family is a very 
big change for them. (9-F37) 

I work mainly with Asian students and I find the issues with a lot are about grief and 
loss, and changing of the environment. (9-F39) 

The relationship between the way depression was acknowledged and the way it presented in 

many Asian students was clearly of interest. Recent results from the Youth2000 survey 

indicated that while the rates of depression were generally fairly similar between Asian and 

non-Asian adolescents, there were significantly more young Chinese women showing 

depressive symptoms (Rasanathan et al., 2006). The psychosomatic presentation of depressive 

symptoms was one of the clearest sub-themes, occurring in all groups and mentioned by 

SGCs of many ethnicities. The following is a small example from many quotations from this 

theme. 

With some of the Asian students, it’s head in the hands, appearing almost to go to 
sleep during class, and sort of almost a disinterest, that may be referred to guidance. 
(9-F38)  

I’m wondering whether they will come and talk about the physical symptoms and not 
identify the feeling. Our nurse says many of the Asian students will come and it’s 
their tummy or it’s their head or a pain but where they’re not so much saying, using 
a statement about their feelings, as that’s a physical symptom that they present. (5-
F28)  

We have a lot of Asians and, of course they mask it and it’s physical problem or 
truancy or all sorts of things. (8-M11)  
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So much of the psychological is interpreted in the medical or physical way and it’s 
very true. It’ll be lack of sleep, it’ll be waking up, it’ll be perpetual stomach-ache, 
there’ll be a lot of physical things. But there’s no doubt about it, the Asian kids will 
very often explore and admit to physical things that are wrong rather than just 
emotional or psychological sort of symptoms. (1-F4)   

They often have a lot of psychosomatic complaints like stomach pains quite popular 
and how they, nauseating sometimes, dizziness, the girls would pass out sometimes, 
and get really silent and quiet. (9-F39)  

Well they blame it on to physical, I had a parent in and I’m saying look she’s really 
unhappy, and mother said “No, it’s just the time of the month”. (4-F20) 

One Asian SGC felt strongly that at least among her ethnic group, feelings were talked about. 

Another believed that Chinese adolescents might cry more easily, and were aware of a deep 

sadness. This question of whether language or culture was the greater barrier, has not been 

answered. This would need further investigation.  

To me, they told about their feelings not their physical symptoms, so I ask them 
how’re you sleeping? How about your eating? Then they talk about those symptoms. 
(5-F29) 

Probably Chinese more easy to get into the sadness part. They’re crying a lot and 
very tearful. (9-F39)  

In summary then, it would appear that with the growing Asian population, the prevalence of 

adolescent depression and the language and cultural challenges in working with this group 

expressed by the SGCs, this is an important topic.  

6.7.2 Main Sub-theme B: Gender 

more acceptable if you’re female 

The findings of Youth2000 (Adolescent Health Research Group, 2003) are in line with 

findings from many countries indicating that young females (18.3%) are twice as likely as 

young males (9.0%) to report concerning levels of depressive symptoms. The participating 

SGCs appeared to suggest that there were more depressive symptoms among young women 

than young men. However, some SGCs expressed deep concern for the mental well-being of 

young men who often seemed to face greater difficulties than young women. The frequency 

with which young men appear in the discipline system at schools is worrying, as is the suicide 

rate for young men in New Zealand (Beautrais et al., 2006). 

6.7.2.1 Are there different expressions of depression? 

SGCs were confident that boys expressed depression in ways different to girls. Some male 

SGCs voiced particular concern around boys’ well-being. 

I think there's a gender difference. (7-M10) 
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It's acting out stuff, it's out there in society. Rather than inwardly sitting on your bed. 
(7-M9) 

I wonder whether it's because their symptoms manifest in different ways. (7-F32) 

I’m always just a little more concerned about the boys than girls because I’m aware 
of the statistics that say girls make a number of attempts at suicide, whereas males 
tend to do it once and do it right. (3-F13) 

I think there are some sort of gender specific responses to depression too. I think 
there are many males who are entering our discipline statistics who have got quite 
an organic basis of depression. (1-M2) 

6.7.2.2 Easier for a girl 

There were some lengthy discussions about how society often makes it easier for young 

women to receive help for mental health problems, to receive protection and even to receive 

Independent Youth Benefit. Counsellors recognised the vulnerability of young men, with the 

high suicide rate and death from accidental injury.  

I think that it's much easier to get support from outside agencies for a girl than it 
often is for a boy. (1-M1) 

I think it’s also more acceptable to be depressed if you’re female than if you’re male. 
(3-F15) 

I think that there's quite a strong thread of, you know, we need to be quite protective 
of girls. (7-M10)  

So, girls are seen as more vulnerable than boys and yet our boys are extremely 
vulnerable. (7-F34) 

6.7.2.3 Difficulties within their families 

SGCs felt that many parents found it easier to accept that girls rather than boys might be 

depressed, as this conversation between a male and female counsellor shows.  

It's often hard, I find, to persuade the parents of boys that they might need some sort 
of medical intervention. (7-M10) 

Is that because of some of the risk-taking behaviours that boys tend to get involved 
in? (7-F32) 

That's right, yeah. 7-(M10) 

Because they're staying out really, really late, or getting drunk or smoking too much 
weed and stuff. (7-F32) 

And crashing cars into houses and things like that. (7-M10) 

Their symptoms manifest in different ways. (7-F32)  

It's because he's a little shit, not that he might be trying to kill himself. Oh no, it's 
nothing like that. (7-M10) 

And I have heard something about girls cut more and boys are more sort of 
destructive, speeding cars. Getting stoned and stuff like that. (7-F32) 
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As well as behaviour, SGCs believed parents with depressed sons showed less recognition of 

the signs of depression and were more reluctant to seek help. 

But they had no acceptable male way of voicing their sadness, and their parents 
would be very surprised that it was sorrow inside them that they covered over, with 
an acceptable male veneer of anger. (1-F1) 

I find that boys are not discussing with their own families …(4-F19) 

6.7.2.4 Depression penalises boys 

Although SGCs were aware of gender issues, it was important to know how depression could 

present among the young men referred to them after problem behaviour at school.  

Depression penalises boys in the New Zealand society and probably more than it 
penalises girls. (1-M2) 

I was thinking that it’s sometimes when I’m working with young men with anger 
often I find they’re depressed and you know it’s that cross-over between what 
actually is going on, because for young boys it’s actually much more acceptable to 
be angry. (3-F15) 

The male students that I see are fairly sort of goal-orientated, then you kind of can 
deal with it that way, whereas for young women, it seems to be slightly more holistic 
than that. (3-M4) 

6.7.2.5 Depression or anger? 

While there was understanding that depression could present as anger or acting out behaviour, 

it could be very difficult for SGCs when other staff did not recognise what was underneath the 

anger. Often they needed to teach about depression and explain this to other staff. There was 

regret that SGCs were sometimes only asked to become involved at the stage when stand-

downs or suspensions were imminent.  

Well that’s hard to often differentiate isn’t it? Because there’s anger with frustration 
and I think a lack of ability to verbalise, the whole thing is very much intertwined 
isn’t it? Hard to decide, I think, what it is. (1-F4) 

We tend to interpret it as anger or yearning or whatever but I think it’s worth 
looking at it as a possible exemplification of depression. (8-M12) 

6.8 Summary of Category One 

This chapter has discussed the first category developed from the qualitative data, which 

concerned the SGCs’ beliefs and knowledge about adolescent depression, which was 

definitely seen as a reality. Participants clearly stated that it existed and was common among 

teenagers, though often expressed in many ways including externalising behaviours. There 

was a strong sense of adolescent depression being minimised by many adults in the systems 

around them, in particular the parents of boys, and some older staff. Concerns about labelling, 
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stigma and attitudes towards depression found in society led to the inclusion of a question 

about barriers in accessing SGCs in Stage Two. There was a high level of agreement that the 

word “depression” was to be used with care. How this affects referrals to CAMHS and other 

professionals is discussed in the next chapter.  

The questions about Māori rangatahi led to wide-ranging discussions about school systems 

and the increasing status of Māori in high schools. The role of the SGC was often mentioned 

as including ways to support young Māori within the school system. These themes, as well as 

discussion with the Tumuaki of the University of Auckland Faculty of Medical and Health 

Sciences, Dr Papaarangi Reid (personal communication, September 25, 2005), led to 

inclusion of a direct question in the questionnaire about differences with respect to depression 

between Māori and non-Māori adolescents.  

SGCs, both males and females, were concerned about the mental health of young men. They 

believed that depression might underlie much of the acting-out behaviour that could lead to 

boys ending up in trouble because of discipline problems. Often, SGCs only became involved 

late in the discipline process for many of these students.  

Information obtained concerning SGCs’ knowledge of adolescent depression led me to 

wonder if better knowledge about depression would mean they were more able to accurately 

identify depressive symptoms. This important point was followed-up in Stage Two, with a 

question asking directly about identification. The relationship between having good 

knowledge about adolescent depression and the ability to make relevant and appropriate 

referrals to CAMHS or GPs is discussed in Chapter Seven. 
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Chapter 7  

Practice around Adolescent Depression 

7.1 Category Two: Themes 

In Chapter Six, I discussed SGCs’ beliefs and knowledge of adolescent depression (Category 

One). This chapter focuses on themes relating to the second category in the thematic map, the 

practice of SGCs around adolescent depression. This comprises assessment, referrals, 

effective therapy, the systems within which the adolescent lives, and expressed training needs 

of SGCs. Figure 7.1 below shows the themes and sub-themes that make up this category. 

7.1.1 Category Two: Practice around adolescent depression 

Working with kids 

Main Themes: 

1) Assessment 

2) Referrals 

    Main sub-themes:     A) CAMHS     when there’s complicated things   

        sub-themes:    Positive 

         Negative 

    B) non-CAMHS    a wonderful resource 

        sub-themes:    GPs 

         Others 

3) Effective Therapy   

    Main sub-themes:     A) Milo Therapy     tissues and Milo 

       B) Eclectic approach   an eclectic way of working 

       C) CBT      a bit of CBT will be mixed in  

4) Systems 

    Main sub-themes:     A) Family      working with parents  

       B) School      working in a school context  

        sub-theme:     Peers 

5) Training needs 

    Main sub-themes:     A) Strategies      strategies and techniques   

       B) Cultural aspects     kids from different cultures 

       C) Anti-depressants    SSRIs   
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Figure 7.1 Main Themes and Sub-themes of Category Two 
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7.2 Main Theme One: Assessment of adolescent depression 

Before SGCs can work with depressed adolescents or make referrals, they must assess them. 

Question 6: “What training have you had in assessment for adolescent depression?” was 

designed to investigate how SGCs did initial screening and further assessment. Did 

counsellors use specific depression tests or inventories? How did they decide what was 

appropriate?  

Several depression inventories were named, including the Beck Depression Inventory (Beck, 

Ward, Mendelson, Mock, & Erbaugh, 1961) and the Reynolds Adolescent Depression Scale 

(Reynolds, 1988), but only a few SGCs reported using any particular tool. One SGC was 

especially interested in the use of the term assessment. 

I think the language of your question is actually quite important when you talk about 
what we have been taught about assessment. And that is not what we were taught in 
counselling training… And I think that is part of why we have this difficulty of 
working with (CAMHS) because they expect us to report to them in their language. 
(5-M6)  

There was also some concern expressed about adolescents filling in something named a 

“Depression Inventory”. SGCs used these tools in a variety of ways.  

Well you sort of chop that off anyway at the top! (7-F34)  

When the clinician gave RADS training, his advice was not to use it in that form with 
adolescents, was to do it in an informal sense. (6-F31)  

7.2.1 Beck Depression Inventory (BDI) 

What I have used is the Beck Inventory. I have found that a useful way to get a 
handle on what, how depressed that person is. (8-M8) 

We found Beck’s Inventory of Depression and used that. (9-F38) 

Sometimes I use for the older students some of the Beck Inventories and the State-
Trait Anxiety5, that's usually what I'd use. (7-F34)   

Mod: Have you had training to use the Beck, or have you just picked it up?  

I’ve just sort of. My supervisor that I had a number of years ago gave it to me and, 
introduced me to it. (6-M8) 

(sigh) I would say it's probably more picking up as I've gone along. There was some 
formal training, (7-F33) 

Some SGCs reported difficulties with accessing the BDI.  

It’s a level C test6 isn’t it? (6-F30)  

This often meant SGCs used checklists that were more readily available.  

                                                
5
 (Spielberger, Gorusch, & Lushene, 1972) 

6 (New Zealand Council for Educational Research, 2004) 
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And it’s like, they talk about the Beck Inventory and it’s like who the hell can get a 
copy of it and use it? … The kind of inventory things I would use would come out of 
books that I have got that have a checklist at the back. (5-F27)  

7.2.2 Reynolds Adolescent Depression Scale (RADS) 

The RADS was used in the Youth2000 survey (Adolescent Health Research Group, 2003). 

Despite being easy to administer and described as “an ideal tool to screen for adolescents with 

significant depressive symptoms within schools or individual practice settings” (Reynolds, 

1988), it was mentioned only a few times in the groups. One SGC who had trained as a 

psychologist, found RADS useful in a variety of ways.  

I like to do a Reynolds Scale…because I’ve got that very clear measurement of “this 
is their score, so they’re in the high-risk range”. And I also find it quite useful the 
way it divides depression into the four areas, the lack of interest, or the sense of 
worthlessness or the somatic complaints and then you know where the highs and 
lows within the depression are, this needs work around here, but you know, this 
area’s fine. (6-F30)  

Yes, it’s good quantitative information for (CAMHS). (6-F31)  

7.2.3 DSM-IV 

The (course) requirement was to look at the DSM-IV7… So, I’ve found that to be 
really useful. Often the teenagers I’m seeing at (school) are not very articulate and 
making an assessment is actually quite useful for ticking boxes as a start for them. 
(2-F10)  

The assessment is mostly really according to the DSM-IV. Just checking… things like 
the sleeping, eating, and emotional, those type, just really general questions. (9-F39)  

7.2.4 “The Green Book” 

The Mental Health Foundation (MHF) guide to adolescent depression (Mental Health 

Foundation, 1997), commonly referred to as the Green Book (F35) was mentioned by several 

SGCs as useful and accessible. However there was some confusion around who had produced 

it, and some SGCs thought it was a government publication. Te Kete Whaiora, its 

replacement, published some years later, has failed to be as useful to SGCs (McNaughton, 

2003). It was not mentioned in the groups. The author suggested that this might be because of 

distribution issues within schools (A. McNaughton, personal communication, February 27, 

2006).  

That’s the one. We started working through that together I think it was Guidelines 
for the Treatment of Young People with Depression. (9-F38)  

                                                
7 (American Psychiatric Association, 1994) 
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I think, in the last five to ten years, we've had some good material sent out by the 
Ministry of Youth Affairs about adolescent depression and which I think a good 
initiative. There was, I'm not sure if you're familiar with it, it's that green book? (7-
F34)  

7.2.5 Ministry initiatives  

Training initiatives run by the Ministry of Education (McNaughton, 2003; National Health 

Committee, 1998) were appreciated by SGCs who still used the assessment tool introduced 

then.  

I don’t use anything like a specific assessment tool. I’ve done the Ministry of 
Education initiative a few years back on suicide and depression in young people. I 
get an intuitive response then I’ll check through things. I don’t actually use one for 
depression per se. (8-M13)  

Being involved with the Ministry programmes around low, moderate, high risk of 
suicide and the sort of guidelines there and I find them really helpful because they’re 
quite multi-faceted. (2-F9)  

I follow the Ministry’s recommendations, and their terminologies and their literature 
and information that’s come from them. (2-F12)  

The training was ultimately for counsellors to work with staff to raise their 
awareness around symptoms of depression…I started thinking of some of my first 
appointments as the possibility for a screening. (4-F23)  

7.2.5.1 Self-harm 

One SGC believed that there was confusion between screening for depression and self-harm, 

which is noted elsewhere. Training in suicide risk assessment was common. 

It’s interesting that we kind of equate depression with suicidality. It seems to be some 
of us measure or assess a kid in terms of their self-harming ability. Are they likely on 
that wonderful scale to be high risk or medium risk or low risk? And then that seems 
to be how we assess students, initially at least. (3-M4)  

Yeah, that “Young People at Risk of Suicide”8. That assessment. (3-M5) 

7.2.6 HEADSS and Adolescent Coping Scales (ACS) 

While not designed to screen for depression, some SGCs found the HEADSS assessment 

(Goldenring & Cohen, 1988) or the ACS (Frydenberg & Lewis, 1993) useful. Both these 

assessments focus on all aspects of the life of an adolescent. 

The HEADSS assessment's quite a good one to go through too, I find that really 
useful. (7-F33)  

HEADSS. Just going through the questions. All the different parts of their lives. (9-
F36)  

                                                
8 (National Health Committee, 1998) 
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I use ACS sometimes. And that’s a positive thing because they’ll always come up 
with something that’ll go a zigzag, with what they’re doing as a coping skill that’s 
working… (6-F30)  

7.2.7 Travellers 

The initial screening used for the Travellers programme (Dickinson, Coggan et al., 2003) was 

also mentioned as helpful. 

It’s been interesting running the Travellers programme. That screening gives you a 
lot of information about which kids are at risk and we can go through and check 
most kids. (4-F24)  

7.2.8 RAP-KIWI 

One SGC was involved in this project (Merry, McDowell, Wild et al., 2004) and found the 

training helpful. Once again, SGCs are keen to use available resources.   

I haven’t had any formal training, I suppose the closest I would have got to that 
would have been when our school was a pilot for the RAP- Kiwi programme and we 
all did the same training in how to administer the tests and so on, and work on the 
programme. But I found that really useful to focus my questioning I suppose, 
covering the sleep patterns, diet and all of those sorts of things. (2-F11)  

7.2.9 Informal assessments  

Many SGCs use assessment tools they have discovered through training or colleagues. These 

can be anonymous or may have been adapted, and often cannot be traced. Discussion around 

this type of assessment involved what particular questions SGCs would ask to determine if 

there was depression.  

And you can kind of just weave it into the session of getting to know them. I mean you 
can just interlace those assessment questions without it being formal. (7-F32)  

7.2.9.1 Why no inventory? 

Now I was thinking this morning, at school I was thinking “How come I don’t use a 
depression inventory?’ I don’t know really! (9-F36)  

7.2.9.2 Assessment tools where the name is not known 

I think it turned up in a book somewhere. And I thought “well that’s good” and 
photocopied it. (2-F10) 

The following dialogue illustrates how many SGCs obtain assessment tools informally, 

through contacts. This group of women knew each other quite well from networking.  

I've got that wellness survey9. Did that come from one of you? I've occasionally used 
that. (9-F37)  

                                                
9 (Clovis Community College) 
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Where is it from? (9-F36)  

I think (1-F8) gave it to us. (9-F37) 

I think it might have been her. (9-F36)  

7.2.9.3 Informal ways 

SGCs were clear that even if they did not like using the term assessment, in fact this was what 

they did. They reported being interested in finding out a range of factors, such as how long 

there had been behaviour changes, as well as the length of time feeling down.  

So I suppose if I’m listening, I might be going to think, “is this a depressed person?” 
(2-F10)  

When you’re assessing there’s a couple of factors like bright affect and then there’s 
a personality factor. (3-F17)  

To what extent is there a clinical factor? And there’s just all these questions all the 
time that we have to keep in our heads and follow through where necessary. (3-F16)  

I tend to want to find out how long it’s been for. (6-M8) 

7.2.10 Checklists  

While few SGCs use formal depression inventories, checklists were appreciated. 

I’ve got a sort of set of criterion, a checklist that I go through. Just in the general 
discussion. I’ll cover most of the points and a suicidality test, assessment as well. 
And I will do that quite often. (8-M11)  

And often I will talk to them around other words for it until I do a sort of check-listy 
type of thing and do some questioning. (6-F30)   

And they’re quite useful ...when you’re busy and you know, you’re flicking though 
from one client to another it’s like it’s a checklist to help keep a perspective and not 
just one element... (5-F28)  

7.2.11 Mood scales 

Likewise, SGCs frequently mentioned finding mood scales to be useful. They gave an 

indication of a base line and enabled changes to be monitored. 

I always do a 1 to 10 scale with them, and all that sort of stuff, and I monitor them 
and get them to pop in too, through the week. (3-F16) 

’Cause often of course when you see the student, it’s their worst day and they lose 
the perspective, actually you were quite good yesterday, so that’s why it is helpful to 
do that 1- 10 scale regularly. (6-F31)  

It's really easy having the visual charts where they can plot where they are at. (7-
F32)  
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7.2.12 Additional ideas around screening and assessment  

Some participants felt uncertain whether, because of pressure of work, they were doing as 

much screening as they should. Others had heard presentations about risk and resiliency, 

which were increasingly explored in assessments. 

My biggest worry in this area is in fact that we are too thinly spread in the school 
and if we’re not screening well at times it’s more because we don’t have the time to 
actually have a significant enough conversation. (4-F21) 

And I guess what I look for when I’m having those sort of discussions with students is 
resilience. Students can be quite badly depressed and resilient. Others can be 
depressed and fragile. And it’s the depressed and fragile ones that I worry about. (3-
F13)  

7.2.13 Adult criteria don’t work 

Some SGCs had thought deeply about the issues of criteria in assessment of adolescent 

depression. One SGC stated a desire for clear criteria to assist in identification and screening.  

I think people have a good handle on what adult depression is ... I think that some 
students are depressed and that perhaps there needs to be some more work done 
around the identification of adolescent depression. And sometimes we're using adult 
criteria for adolescents ... And it's a difficult one, perhaps the criteria for when we 
use the DSM-IV should be slightly remodelled. (7-F34)  

7.2.14 Summary of Main Theme One: Assessment  

Assessment by SGCs was not systematic, and it would appear that they readily used available 

inventories or tools, rather than those specifically designed for assessing depression. This was 

understandable, but resulted in yet another difference between the work of SGCs and 

CAMHS. However adolescent development research (Sanci et al., 2000) encourages 

professionals to enquire about all aspects of an adolescent’s life, rather than just focussing on 

difficulties, so tools such as HEADSS are useful. Since adequate assessment was important 

for decisions about referrals or future therapeutic strategies, this area needs considerably more 

investigation.  

Part A of the Questionnaire followed up on this theme.  

7.3 Main Theme Two: Referrals 

Question 5: “How do you make decisions about referring on or co-operating with other 

professionals?” elicited useful information, not just about SGCs’ decisions, but also the 

services to which they referred. Many SGCs had had negative experiences in the past with 

CAMHS. Some expressed discomfort with GPs who may readily prescribe anti-depressants. 

There are two main sub-themes discussed here, CAMHS and non-CAMHS referrals.  
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7.3.1 SGCs need to refer 

The reality is that as school counsellors often you make referrals. (1-F1)  

You can’t get movement in kids for whatever reason. And sometimes it needs referral 
on to agencies beyond the school. (8-M13) 

7.3.2 When to refer  

Referrals were often difficult for SGCs. They wanted to do the right thing for their clients and 

had to balance this with the wishes of the student and parents, as well as ensuring safety. 

There was concern that parents and some CAMHS clinicians might see SGCs as being unable 

to handle depressed adolescents. Yet, most SGCS had more experience working with 

adolescents than younger CAMHS clinicians. A major reason for referrals was often to ensure 

coverage in the event of a crisis.  

It’s assessment, for severity or suicidality. (8-M11)  

I mean, for me, it’s often that gut-feel thing, of just I’m really worried about this kid 
because things aren’t right on a lot of levels and this has been going on for more 
than just a couple of weeks and there’s that sense of helplessness. (1-F2)  

Often I suppose if they are going to need medication I will refer on. But I have also 
worked with students and reasonably successful in that I thought “Oh I could refer 
on, but I’ll give it 6 sessions to see whether I am any way successful and then I might 
refer on”. (3-F16)  

7.3.3 Who to refer to 

Most SGCs would refer severely depressed students direct to CAMHS. Some would refer to 

GPs where that was more acceptable to the family, and if there was good family support. 

Some parents preferred a private psychiatrist, and felt they were convenient, had shorter 

waiting times and avoided the stigma of the public health system. For the majority of SGCs, 

referral to private clinicians was not an option.   

Mostly if it’s at the more serious end of it, then it would be (CAMHS). And sometimes 
it’s private. Some of our families are happy to go private but less so than perhaps in 
the private school settings. (4-F21)  

I always start with a GP, just to rule out physical, (for) blood tests for iron levels and 
all that sort of thing, they would go to the GP. (6-F31)  

7.3.4 Main Sub-theme A: referral to CAMHS 

7.3.4.1 CAMHS in the Auckland region 

In the Auckland region, there are four Child and Adolescent Mental Health Services. 

Campbell Lodge, renamed Whirinaki in May 2006 (CMDHB), the Kari Centre (ADHB) and 

Marinoto North and West (WDHB). Most SGCs relate to one CAMHS service, but several 
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schools have regular contact with two services, either because of their location or special 

nature. Where a participant named a particular CAMHS service, this is not identified here, to 

ensure confidentiality.  

The major reasons for SGC referrals to CAMHS appeared to be depression and the risk of 

self-harm. If there had been self-harm with suicidal ideation linked to the depression, or the 

situation was otherwise complicated, then CAMHS was generally seen as most appropriate. 

However, it was difficult for SGCs when families were unwilling for a referral to mental 

health. 

And certainly, of course, (CAMHS), if there is self-harm involved or attempts have 
been made. (7-M10)  

I refer to the agencies, like (CAMHS) on a risk level. I would not refer anybody to 
(CAMHS) on pure depression, you know! (laughs) (5-M6) 

7.3.4.2 Criteria 

There were frequent comments about referral criteria to CAMHS. SGCs generally believed 

that the criteria were suicidality, or imminent risk to self or others. These beliefs were 

strongly held. It was unclear to some SGCs why CAMHS did not work with depressed young 

people who had been sexually abused, instead of needing to involve another specialist agency. 

These issues need to be made clear to referrers.   

I felt that with (CAMHS), it had to be acute suicidality…and I don't think they 
initially take students who are depressed too readily. (9-F38)  

We’ve got (CAMHS) just up the road, but I mean it’s very well known that unless 
they’re suicidal you won’t get them into (CAMHS). (6-F30) 

The criteria is actually (CAMHS)’s more than mine because they will not accept 
anybody who's not really seriously at risk. (7-M9) 

One area which is always sort of a puzzle, frustration really is where there’s been 
past or current sexual abuse as well, because of the way in which (CAMHS) defines 
working with mental health as distinct from anything that’s to do with abuse and 
won’t work with the two things combined. … so we have sometimes kids working 
with two agencies and I don’t think that’s adequate, in terms of service delivery for 
them. (4-F21)  

7.3.4.3 When families are unwilling   

Family unwillingness for CAMHS referrals posed serious dilemmas around safety and 

obtaining appropriate help for students. Parents had concerns about privacy, stigma, unhelpful 

past experiences, or did not understand depression. SGCs often mentioned the time it could 

take to get families “on board” with the referral.  
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When you’ve got someone who you know needs to have the support of a multi-
disciplinary team like (CAMHS), and the parents are really negative about it, it 
actually puts us in a terrible position. (3-M5)   

For some of our families and I guess it’s pretty general in lower decile schools, it 
would be very difficult to actually get them motivated enough to go to (CAMHS). (4-
F22) 

I have a particularly difficult case where the girl is depressed and she has a parent 
who has a mental illness. I find that really difficult when you get blocked by a parent 
to get the help that you need. (9-F38) 

A few SGCs had alternative approaches, which they felt were needed on rare occasions.  

I’d get the police if I had to. To get the family to (CAMHS). I threatened that once. 
(3-F14)  

I’ve had occasion where we’ve had to say to a parent that we won’t have them at 
school because of safety reasons and the effect on the other students, in other words 
it’s bullying them to go to (CAMHS). (3-M5)  

There were real concerns that the initial contact by the SGC needed careful handling. 

Preparation and understanding of the cultural background was important.  

That’s been my experience in South Auckland, you’ve got to really make sure if 
you’re going to go to the family, say to get them to go to (CAMHS). I’ve got to have 
everything on board to make sure they’re convinced. (3-F14)  

…have to pretty quickly make a decision about are they safe now, are they going to 
be all right at home, am I going to be able to have any contact with family to get 
them on board? (3-M5) 

7.3.4.4 Sub-theme: positive things about CAMHS 

Many SGCs spoke positively about their local CAMHS service. Several mentioned recent 

changes that made them feel more valued as fellow professionals. While at times discussion 

was not explicitly around depression, I believe it was valuable for SGCs to have an occasion 

to discuss CAMHS more widely. Two minor sub-themes will be discussed here, Consultation 

Liaison Teams (CLT) and the expertise of CAMHS.  

Consultation Liaison Teams:  invaluable to discuss kids 

One well established10 and one newer CLT visited schools in their areas, offering consultation 

and training. Both aspects of these services were very helpful.  

I’ve found them invaluable even just to discuss kids who aren’t on their books. (9-
F38)  

Well I suppose I’ve got a relationship with them and I suppose a good reputation 
with them, 'cos I’ve done a lot with them and been involved in a pilot scheme like 

                                                
10 (Ministry of Education, 2000a) 
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them coming into the school and, they’ve done a lot of work to reach out to 
counsellors. (3-F16) 

I find being able to call (CAMHS) the duty counsellor, and discuss it with them as 
well is really, really helpful, because they can often ask some quite pivotal questions 
that I might not have thought of. (7-F32) 

The importance of an established relationship between the SGC and CAMHS was seen as 

essential, with an identifiable person to contact being greatly appreciated. One SGC was 

extremely enthusiastic about her CLT, with whom she had built a relationship.  

But when I ring up, they’ve got a person you can ring up to consult with, there’s one 
person that you can ring up all the time, who knows you are not a fool. (3-F16)  

Expertise 

At times, immediate involvement of CAMHS was crucial. Prompt response to a suicide 

attempt, or a psychotic episode was greatly valued and contributed to positive feelings about 

CAMHS and its clinicians. Expertise around depression and multi-disciplinary teams were 

also important to some SGCs, as was the way CAMHS involved families.  

Well the other day I had a student having a psychotic episode. And right in the 
school setting, smashing up a car, thinking his ancestors were all around him, I 
mean that was quite, you know, thank God they could fit him in. (6-F30) 

For a while there last year I had people coming out within an hour and a half to see 
young people. And that was great. (3-M5)  

So I refer to (CAMHS) when there’s complicated things and medication issues, that, 
you know, that kind of thing. (5-F27) 

One of the things that I find really good about them is that they also work with the 
families. (7-M10)  

Appreciating how CAMHS work with depressed adolescents 

Inclusion in CAMHS assessment procedures and observing how clinicians work with 

adolescents had been useful to some SGCs.   

I would love to be sitting in on (CAMHS) sessions, or be able to observe those 
sessions and see how they work with these adolescent kids. For they do make 
amazing progress. (8-M11)  

I mean something like that would be useful PD11 to actually go and sit in with 
someone who’s really experienced in terms of the assessment process. (8-M13)  

                                                
11 Professional development 
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Cultural support 

SGCs also much appreciated cultural support given by CAMHS, both with clinical work and 

in training to school communities offered by CAMHS clinicians. 

We've been working with a Samoan female student who was really quite depressed 
and we liaised with the cultural advisor. And I learned a lot about the importance of 
involving the family early on in the piece rather than dealing with things individually 
like we do in our western families. (7-F32) 

We had people, Tongan from (CAMHS) and Samoan psychologist from (CAMHS) to 
night meetings, one with the Tongan parents and one with the Samoan parents 
addressing the parents about their children and counselling. (9-F38) 

7.3.4.5 Sub-theme: negative things about CAMHS  

Process problems in CAMHS and SGCs' strong beliefs that many CAMHS clinicians did not 

value them are discussed here.    

Concerns about the CAMHS process 

Many counsellors reported some unsatisfactory dealings with CAMHS. The process was said 

to take over, with the SGCs being “captured”.  

But once you get involved in a system like (CAMHS), you get captured, you know 
maybe that’s an emotive word, but you become a part of a process of the way that 
(CAMHS) do things. (5-M6)  

Well, they’re very, very thorough, and that’s great, you know, but it can be to the 
extent that sort of a grinding painful thoroughness at times. (5-F28)  

SGCs expressed mixed feelings about making referrals to a system that was not perfect, and 

might not be the most appropriate for the adolescent. One SGC worried about appearing to 

seek to pass the problem to someone else.  

And so quite often we are left in the situation where we either have to manage that 
student and really communicate, engage the family, or we have to kind of say, “OK 
the system is a bit creaky, it doesn’t really work, I will maybe send this kid or make a 
referral to (CAMHS) there will be a time delay, the parents will be asked whether 
their child can go to (CAMHS) the parents will say no, meanwhile it gets worse and 
worse for our kid”. And so I think probably that in my practice anyway, we’re 
constantly weighing up is what will be the most harmful thing to do. (3-M4)   

Concerns were expressed about broken confidentiality, communication, long waits for 

appointments, limited approaches, seemingly irrelevant lengthy assessments as well as use of 

interpreters.   

…but the psychiatrist who saw her there, also worked with the father and actually 
told the father that he’d seen the daughter. And it just sort of blew the whole thing 
apart. (4-F22)  
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I’ve had very mixed responses from (CAMHS). And, initially, some really terrible 
experiences. I’ve had some students that were clearly depressed where you did 
ratings or you did all the forms. I’ve had, reports back from (CAMHS) going to the 
parents, “We’re really pleased that your child isn’t depressed and suicidal and that 
there’s no risk” and they’ve even gone on to have suicide attempts. (5-F27) 

In particular there were strong feelings expressed that CAMHS clinicians were often limited 

in their ability to form strong therapeutic relationships. Some SGCs did express the view that 

this may have been true but that things had changed in recent years.  

And I suppose I see (CAMHS) as limited in their ability to form a good ongoing 
counselling relationship that’s helpful, so the counselling comes back to us. And 
they’re not focusing on the relationship. (5-F28)  

And I think at the moment at least although (CAMHS) gets better, there’s still a lot of 
faith lost, that they will not respond in an appropriate manner. 3-(M4) 

School counsellors work with many young people where interpreters are needed for family 

meetings. While acknowledging that a lack of Asian staff at CAMHS means interpreters may 

be needed, SGCs have reported that using interpreters can be difficult for the young person. 

The same is true for the deaf community.   

I feel like there’s a limit (of) resource for the Asian population. And, one time 
actually my student came back to me worried because that interpreter’s actually the 
uncle, you know that family’s friend. (9-F39)  

The problem is that psychiatrists and psychologists and even counsellors out there in 
the community working with deaf people are very thin on the ground. Because 
usually they will work with an interpreter and …it’s a difficulty in the deaf 
community. (8-F35)  

When referrals aren’t accepted 

It was not surprising that SGCs were concerned about referrals that were not accepted. SGCs 

felt let down, were uncertain what to do next, and had to explain the decision to families. 

Often past experiences with CAMHS had made SGCs reluctant to refer.  

In those cases where they haven’t actually got into (CAMHS) they have taken the 
name and passed it on and said, if you give the family this number, the CATT 
number, if the name is logged then they’ll be aware of that name. (3-F14)  

One SGC was concerned about safety issues when informed that CAMHS would no longer 

accept responsibility.   

I have had a couple of letters from (CAMHS) saying that we’re no longer able to 
hold this client, we’re discharging responsibility back to you because we will not 
hold the risk. (5-F27) 
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Waiting times 

Although understanding the many demands on CAMHS, a lengthy wait caused problems for 

SGCs, who might have to consider alternative services.   

Depending on the severity, it can be quite some weeks out before this kid’s going to 
be seen, on their priority list, so that’s when we look at alternatives. (8-M11)  

Naturally if they can't see them for weeks and there's a concern there, I'd always 
make that recommendation (to a GP). (7-F32) 

But it took three weeks for this supposedly severely depressed student to actually be 
seen by (CAMHS). (3-F13)  

CAMHS in crisis 

SGCs are aware that many CAMHS services are over-worked and under-staffed, and that 

sometimes even “urgent” young people are not seen immediately. SGCs need to know what to 

do under these circumstances. Frequent staffing changes can make relationship building 

between SGCs and CAMHS difficult. 

One can look at the difficulties with the mental health units, they’re under-resourced, 
understaffed, …strengthening and enhancing what school counsellors can do which 
is just so important. (5-F28)  

(CAMHS 1) in my experience probably gives a more comprehensive service than 
(CAMHS 2), but it takes a hell of a long time for them to get anywhere with them. So 
like, there could be long delays. (8-M13)  

There’s a relatively high turn-over of professionals in outside agencies, a very high 
turn-over in some agencies, whereas school counsellors tend to be much more 
stable…It doesn’t instil you with confidence. (8-M12)  

A different language 

The medical model and language used by CAMHS were often mentioned as being different 

from counselling models and terminology, and a barrier to co-operation.  

And I think that is part of why we have this difficulty of working with (CAMHS) 
because they expect us to report to them in their language… referring people. (5-
M6).  

 And things being triaged. (5-F28)  

 (Counselling training) tends to be client-centred, person-centred model, you just 
didn’t go anywhere near the DSM, you just don’t do that. (2-F12)  

Only the school counsellor 

The failure of some CAMHS clinicians to recognise or value the experience and professional 

abilities of SGCs was mentioned several times.  



 

127 

 

Sometimes the so-called specialists or experts don’t value your working knowledge 
that you’ve had over months. They don’t acknowledge us as having a professional 
ability; they see us as lower down the level and not an equal in terms of therapy that 
clients get. (5-F27)  

And often although while we’re, dare I use the word, “only the school counsellor", 
often, in fact, we’re doing the bulk of the work. (1-M1) 

I think we actually carry much greater degrees of risk. (5-F28) 

Difficulties in working collaboratively 

SGCs clearly expressed a desire to collaborate with CAMHS. However, obstacles to this 

ranged from not hearing back after the initial assessment, a lack of two-way information 

sharing, to a lack of suggestions of collaborative ways of working.   

They’re very good about you ringing up and checking something out, running it past 
them. But, it feels very one way. (4-F24)  

But there doesn't seem to be an openness to communicate. They want information 
from us but are very reluctant to give information. And I have actually rung and 
asked what is it in the therapy that you’re doing with the client, the way that you’re 
working, so I can support it. And I’ve found them very reluctant to partnership with 
therapy. (5-F27)  

Another concern mentioned was the lack of, or tardiness, of feedback from CAMHS, as 

illustrated in this discussion. 

You never get written stuff do you? (4-F23)  

Unless you request it. (4-F21)  

Well, written stuff a long time down the track and usually when they’ve left, but even 
so, doctors rarely keep in contact. (4-F22)  

One SGC believed that communication was not as good as in the past. 

There’s definitely been, in my experience, a reduction in the quality of 
communication between outside agencies and schools. Six or seven years ago, it was 
much better. (8-M13)  

7.3.4.6 The grass is greener on the other side 

As mentioned earlier, some SGCs had links to two or more CAMHS. I was interested that 

many SGCs had heard about other CAMHS said to have quicker appointments, better staff, 

and superior services. Sometimes these beliefs were challenged in the groups, but most often, 

there were obvious signs of agreement.  

Our kids come from a huge geographical area so sometimes I can patch into 
(CAMHS 3) and that is quite a different story. (6-F30)  

(CAMHS 1) it’s quicker than (CAMHS 2). (8-M13) 
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And (CAMHS 2) have whole specialist teams on ADHD that have worked with kids, 
and they’ve been hugely resourced. (6-F30) 

(CAMHS 4) is quite different in terms of what they will accept and not accept. I find 
them vastly different in terms of their service over the years. ’Cause I’ve got, I use 
them both quite a lot. (9-F38)  

7.3.5 Main Sub-theme B: referral to non-CAMHS professionals 

SGCs also referred to a variety of other professionals, especially GPs, although a few used 

private psychiatrists.  

7.3.5.1 Sub-theme: referrals to GPs  

Positive aspects: non-threatening 

GPs were often seen as a more gentle approach, rather than SGCs referring directly to 

CAMHS. If a family had a regular GP, and would support the adolescent, then SGCs often 

referred to them. This was more likely where there was an existing relationship, such as a GP 

linked to the school. SGCs knew that GPs might refer on to CAMHS.  

Referral to GP is rather harmless. It’s about checking certain things that we cannot 
know without those checks. (1-F3)  

GPs, I think are another level. If you feel there is good family support, suggest they 
go to the GP for assessment, and sometimes the GP will make the (CAMHS) referral. 
(7-M10)  

So I think that the serotonin levels and all those things that need to be checked out 
and that’s the GP and that usually is a very good way of bringing the parents in too, 
cause there’s always more acceptance of medical avenue than psychological avenue 
but if you’ve got two going then it’s much safer. (1-F4)  

Concerns with GP referrals: whack them on Prozac 

Some SGCs reported that they had recently accepted that anti-depressants could be effective 

after seeing positive results from SSRIs. Nevertheless, many expressed strong feelings that 

some GPs prescribe medication almost automatically.  

And I also used to be really against medication, after training, but again, I’ve seen 
such miraculous results from it, that I would never be against it. But I approach it 
cautiously. (2-F9)  

Sometimes kids will go to GPs and there will just be medication put in and that 
always really alarms me with this not actually looking at, what’s connecting and 
what’s happening ... (1-F2)  

Because they’ll whack them on, gosh, they’ll see them for fifteen minutes and whack 
them on Prozac. (8-M11)  
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There were also comments that not all GPs were trained and experienced to work with 

adolescents, making it difficult for SGCs to refer to them.  

One of the things that we have found quite frequently, is that GPs don't actually have 
a specialist knowledge or understanding of the uniqueness of adolescence and 
adolescent mental health. (7-F32)  

When there is no Family Doctor   

In some parts of Auckland, especially the South and West, many families do not have a 

regular GP and instead may go to an Accident and Emergency Clinic or hospital. These 

adolescents do not have continuity with the same doctor. Some GPs regularly visited schools, 

and this was valued. 

Well, at (school) where I was last year, I went through GPs on a number of 
occasions but here at (school), most students don’t have a relationship with a family 
GP. (3-F13)  

And communities differ. I mean where I am now, I work very differently from when I 
was in South Auckland. And we use GPs a lot there. And actually, I find it very 
helpful because often GPs will know the families back to when the kids were two and 
three. (3-F15)                

Working in a lower decile school with a lot of Polynesian students, fortunately, we 
have a doctor that comes in once a fortnight and that’s a help. (4-F22)  

7.3.5.2 Referrals to other professionals 

Private Psychiatrists 

When families were able to afford the fees, SGCs were happy to refer to private clinicians. 

Several psychiatrists were named as being approachable, effective and kept the SGCs 

informed of progress.  

I refer students to a psychiatrist who’s been very good with the ones that I’ve 
referred so I keep referring to him. And he writes the most brilliant letters back to 
me. Two pages worth of exactly what he’s seen, and what he’s doing and why he is 
doing it, and I’ve learned as much from him as anything. It’s very interesting to me 
the sorts of things he takes note of. And how he gauges the importance of those 
things. (4-F23)  

However, the high cost made this unaffordable for the majority of families.  

At $160 you probably expect a letter. Because that’s what it costs I think. (4-F23)  

 (CAMHS) is the option that’s mostly taken up, but because I’m in a high decile 
school they also have the availability of psychiatrists in private practice. (8-M11)  

SGCs mentioned a variety of individuals or services to which they referred, and found these 

clinicians worked effectively with depressed adolescents. These included:  
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School Nurses 

Our Year 9s are doing this assessment (HEADSS) with the nurses when they come in 
and in the AIMHI12 schools they are all being seen individually for an hour. So that 
means the nurses are actually referring more to counsellors and social workers in 
their schools as well as sharing that initial entry load which is really good. It’s 
catching a lot of students. (1-F8)  

I have a close relationship with the nurse at my school, we’ve got a new one and 
she’s fabulous like that, we talk, simple as that. (3-M5)  

I work in very close partnership with our nurse at school who’s got some mental 
health training and she’s wonderful so we work together as a team, as we say to the 
kids, two bodies, one brain. That’s how we work and it’s been very successful. (1-F1) 

CBT Therapist 

Last year we had a psychologist who came on site for Cognitive Behavioural 
Therapy. She had about three clients from the school so it was easier for her to come 
to the school and see them all and go away again. And easy for the parents because 
they weren’t having to ferry after school. (6-F30)  

Other health services 

But we do have at (hospital), a very good paediatrician who’s free to use particularly 
on the younger kids, but we have referred older teenagers as well and he’s often the 
first port of call. (8-M12)  

It’s where (youth service) used to step in before it was debagged of all its glory and 
actually made a very good interim measure. (3-M4)  

Alcohol and drug services 

There’s another avenue I’ve found which is useful, and that’s through (CADS13) ... 
drugs and alcohol issues as well as areas of problems around depression and things 
like that. (6-M8)  

Child Youth and Family Services (CYFS) 

And so you would refer them to CYFS and say they’re in need of care and protection 
and they’d refer on. (3-F17) 

7.3.6 Summary of Main Theme Two: Referrals  

SGCs frequently referred depressed adolescents to CAMHS and other health services. 

Although SGCs understood the constraints on CAMHS, and generally believed that services 

had improved over recent years, they still expressed concerns. When referrals were not 

accepted or there was a lengthy wait for an appointment, this caused difficulty for the SGCs. 

While wishing to co-operate with CAMHS and others, SGCs often felt there were systemic 
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issues, which needed to be addressed. While GPs could be seen as a gentler option, disquiet 

was expressed about over-prescription of medication and lack of follow-up. Private 

psychiatrists provided an excellent service but were costly. Other professionals, especially 

school nurses were deemed helpful.  

Information obtained here was used in the development of Section C of the questionnaire, 

which asked about referrals, criteria, and relationship with CAMHS.  

7.4 Main Theme Three: Effective Therapy  

This theme was developed mainly from answers to two of the semi-structured questions. 

Question 4: “What experience do you have working with depressed young people?” and 

Question 7: “Tell me about the ways you work with depressed young people?”  

These questions were intended to differentiate between those SGCs who had considerable 

experience working with depressed adolescents and those who had not, and to reveal the 

various methods and models SGCs use in working with depressed adolescents. However, 

much more information was given concerning the assessment and referral of depressed 

students, than about ways of working. On reflection, perhaps these questions were somewhat 

difficult for SGCs, who were more comfortable talking about referrals.  

7.4.1 Make no assumptions   

Answers were strongly influenced by many counsellors’ core beliefs that all clients were 

different, that generalisation was not often helpful and that no assumptions should be made 

about what might work with a particular group.  

I think that the client is the most amazing and powerful source of information and 
direction for counselling. So I think it is crucial that no assumptions should be made 
about a particular client and that they become the primary source of guidance for 
the process. (1-F3)  

Yeah, I strongly endorse that. Never, never, never, go with assumptions about 
anybody, based on what you have read or heard about that particular cultural group 
because there are such vast differences. (1-F5)  

7.4.2 Explaining what counselling is 

SGCs tried different ways to get across to students the message of what counselling was. 

Where it was policy for all new students to meet with the SGC, this was seen as a useful 

opportunity to meet before the student had any problems.  

What I’ve done until now is partly orientation process at school. When new kids 
come in I usually get them in and just talk about where they’ve come from and what 
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it’s about, I introduce myself and let them know that there’s somebody there that they 
could talk to, but that’s about all I’ve come up with at this stage. It’s just getting to 
meet them. (1-F5)  

7.4.3 How do you work with depressed young people? 

In spite of some reservations, many SGCs did talk about their work with depressed 

adolescents. These answers fall into three main sub-themes. 

7.4.4 Main Sub-theme A: Tissues and Milo 

7.4.4.1 The importance of the therapeutic relationship 

The relationship between counsellor and client was considered the most important aspect of 

therapy. 

It’s all about the relationship, life is about relationships really. (1-F7)  

’Cause we care for students and we do develop those long-term relationships. (5-
F28)  

It’s that relationship isn’t it? Being there is often the most important thing. (3-M4)  

These statements summarised how SGCs view their clients, so the way they worked with 

depressed adolescents supplemented a relationship. The job of the SGC was often expressed 

as supporting young people, not necessarily doing the therapy themselves.  

She’s had some quite severe depression and I believe it’s been really important to 
keep supporting her, and I guess at some stage, she may go to another professional 
centre that can give her further assistance. But ... my job is to keep supporting her. 
(9-F36)  

I think they need an adult that they can relate to, who won’t judge them, who will be 
there for them. (2-F11)  

I walk alongside with client-centred and narrative therapy a lot, but client-centred is 
my base. And it’s from there that their stories are told. (2-F12) 

7.4.4.2 “Milo Therapy” 

One way of relating to adolescents expressed in several groups, I have named as Milo 

Therapy. This is the belief in the value of a supportive, nurturing relationship. 

I mean it sounds really silly, but I’ve found for some of them the fact that you’re 
available and they could come and that you could tuck them up with a mohair rug, 
and give them a hot drink, was as much help as anything. So all the fancy things that 
we might do and it’s good to do really good in-depth work, but often it was it was 
literally like being a nurturer. And that you don’t need to be high-powered stuff all 
the time. (2-F9)  

We get through a lot of Milo. (2-F10)  
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Tissues and Milo, a children’s book and warmth and the mohair rug, I swear by the 
mohair rug, I really do, and the odd nice little cushion, I mean it doesn’t sound very 
scientific at all. (2-F9) 

For adolescents, I’d rather go with the Milo therapy than with the CBT because they 
often grow through… you hold them…(8-M13) 

7.4.5 Main Sub-theme B: an eclectic way of working 

So if Milo Therapy was considered as the foundation of the therapeutic relationship, how do 

SGCs actually work with depressed adolescents once this relationship has been established? 

The participants in one group described various ways of building on this.  

Self-care, and the use of self-care (1-M1) 

I talk to students about what their spiritual beliefs are. Often you can get them to tap 
into unseen things. Like you can say to them, you know, “Do you believe in angels? 
Yes, what do angels do?” (1-F1) 

You can actually just probe quite gently and they’ll quite quickly recognise 
themselves, that they have actually abandoned some of the things that actually used 
to get them back on top in a relatively simple fashion. (1-M2)  

So re-framing it, not trivialising it. (1-M1) 

7.4.5.1 Alternative therapies 

Something else that I always add in is alternative therapies because, jeez, I always 
get scared of Western medicines. Pills being given out far too fast, so we sometimes 
talk about things like St John’s Wort. (1-M1)  

7.4.5.2 An eclectic approach is best 

Almost all counsellors expressed their belief that a variety of approaches and models were 

best for their clients. 

I tend to use bits of different models. Relationship therapy is a crucial part of it, 
cognitive therapy, some of those intellectual components of their own thinking. 
Emotive therapy because there’s relationship and thinking and how can you not 
touch on that, so the model we use has all those components and as I’ve said the 
biggest one I’ve found for me is the spiritual aspect. So, in terms of considering a 
holistic model we can’t help but to tap into all of them at any given session. (1-F3)  

Eclectic. (1-M1) 

Sort of an eclectic way of working. (7-F32) 

7.4.5.3 Working with long-term depressed young people 

Some SGCs had worked with some depressed adolescents over a long period. They talked 

about the difficulties in this, and even questioned their effectiveness. Once again, however, 

the relationship with the SGC was paramount.  



 

134 

 

It takes a lot of courage actually, I think, for school counsellors to work with 
depressed young people. (2-F9)  

And I think, let’s be honest, long term depressed clients are difficult because I have 
to admit that I’ve had a couple that I’ve gone, “Gracious we’ve been at this for so 
long and we’ve done all this help and God, you’re still in the same place”. (5-F27)  

It’s that recognising that it takes a long time, it’s setting up that kind of relationship 
where they can pop in. You’ll see them more often. It’ll be the encouraging word, 
and taking an interest in, having a bit of a conversation with them. (5-F28)  

7.4.5.4 Use of props  

A variety of props were mentioned as being useful in working with these adolescents.  

There are some kids who would just absolutely love the more creative, sand tray stuff 
and drawing, the kinaesthetic learners. In they go! (7-F32) 

I’ve got a bowl of, I suppose they’re failed marbles, that you buy at the two dollar 
shop, they come out as little coloured stones. I say “Look when things get really 
rough you’ve got something to hold on to” and I’ve got students that have had them 
for years. They’ll see me ages later and say “Look I’ve still got my stone miss, and 
it’s still working.” I mean they sound quite dumb, but those things are so concrete. 
(1-F1) 

I use silly little things like smiley face stickers or blessings books I give to them and 
suggest that perhaps they write a blessing or two each day. And they might come 
back years later with their blessings book still. (1-F7) 

So I guess it’s working with concepts rather than that actual word, like with kids who 
don’t have literacy, you could work with faces and feelings in that way. (8-F35)  

7.4.5.5 Behavioural interventions 

While CBT is discussed below (7.4.6), included here are some ways in which behavioural 

interventions are used by SGCs. One counsellor challenged the consensus in her group that an 

eclectic approach was best and declared that working in a behavioural way was best for 

depression. There was some support for this. 

I always work much less in a Rogerian way and much more in a behavioural way 
with depression. Linking back to past episodes and what did you do and emphasising 
the doing and the behaviours. And talk about exercise they could do or going on the 
beach or taking the dog for a run. I’m always very aware of that advice or teaching 
you’re given, that it’s not so good to dwell on the feelings with depression, it’s better 
to work along them behaviourally and I always follow that and for me it seems to 
work better. (1-F4)  

…actually challenging a lot of things they’ve been hearing and seeing, and being 
more selective in what they take in and what they actually sort of leave at their 
thinking door. (1-M2) 

The importance of activity scheduling and making lifestyle changes were recognised by 

several counsellors. It was not clear if it was identified as CBT.  
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Let’s make an arrangement so you can do some of those things again, and then you 
can try some of these lifestyle factors, then if that doesn’t work you really have to go 
somewhere with it. (1-M2) 

7.4.5.6 Versatility of SGCs 

Opinions expressed by some counsellors may help explain why many SGCs do not often use 

certain modalities known to be particularly effective with depressed adolescents. High 

workloads and students with a variety of risk factors mean that many SGCs are prevented 

from in-depth work, instead having to focus on crisis management. Some SGCs talked about 

using new techniques that they had learned. 

I think one of the things that’s the hardest for guidance counsellors is that we have to 
be sort of Jack-of-all-trades, and instead of being able to focus on one area and keep 
using those techniques and developing them and gaining more knowledge it is just so 
wide across the spectrum what we have to have. (4-F22) 

…whereas you in your school would deal with a whole raft of issues. And yet there is 
a counsellor in an American school for abuse, another one for eating disorders, and 
another one for this and this and this. But I think that Kiwis use the number eight 
wire and actually have a bag of tricks that cover a wide range of issues. (8-F35)  

It’s really sad, from what I’ve heard, it’s really hard for counsellors who are 
working as the one counsellor in a school, we just feel such benefit from working in a 
team. 5-(F28)  

I pick up things and run with them. Then go to another course and run with that for a 
while. (6-F31)  

7.4.5.7 Ways that don’t work with depressed adolescents? 

I wanted to know if there were some ways SGCs felt did not help depressed adolescents. 

Opinions were expressed strongly by some SGCs about how comments from other staff (often 

older males) could be detrimental to a young person.  

Get over it! (3-M4)  

Pull yourself together. (3-F16)  

Some SGCs believed that working with depression was a lengthy business and so short 

interventions were not effective.  

Brief therapy! (3-M4).  

Some SGCs realised that many adolescents did not w1ant to do counselling “homework” and 

this was disappointing.  

Often these students don’t want to do any reading. (6-F30)  
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7.4.6 Main Sub-Theme C: a bit of CBT will be mixed in  

I was particularly interested in SGCs’ views about using Cognitive Behaviour Therapy and 

Interpersonal Therapy. Questions 9: “What are your views on Cognitive Behaviour Therapy 

(CBT) and Interpersonal Psychotherapy (IPT)?” and 9a “Can you identify any reason why 

you don’t use CBT?” explored this. 

Including the supplementary question did encourage much more discussion about CBT, 

almost exclusively positive, with only two male SGCs expressing strong reservations. In all, 

twenty-eight SGCs (54%) spoke enthusiastically about CBT, though not all fifty-two 

participants expressed an opinion. One of the methodological difficulties is that if a group is 

to remain somewhat “natural” the moderator may not ask everyone in a larger group for 

opinions on each question. I believe, however, that the sense of acceptance and collegiality in 

the groups meant that any who felt strongly about a topic were able to contribute an opposing 

view. These results will be validated when the questionnaire data are presented.  

Themes that emerged were ways that SGCs used CBT, with which groups of adolescents they 

found it most useful, how their attitudes and practices towards CBT had changed over time, 

and negative views.  

7.4.6.1 Usefulness of CBT 

Initial responses were generally brief and positive. Some comments were often expressed 

quickly.  

I use it a lot. (3-F16) 

I think you roll out your CBT. (5-F27) 

As the discussion continued, SGCs gave more thoughtful and descriptive responses about 

which ways they believed CBT helped most.   

It's good stuff. I mean it's the practical good stuff that is kind of concrete. (7-F34)  

SGCs generally believed that the two most beneficial aspects of a CBT-approach in working 

with depressed adolescents were helpful ways of challenging negative thoughts, and enabling 

the adolescents to have something positive to take away.   

Sometimes CBT helps students to think about their feelings and their thoughts. It’s 
good to challenge their thoughts. (5-F29)  

And beliefs, the misheld beliefs. (1-F2) 

Looking at their thoughts, helpful thoughts, unhelpful thoughts, often they’ll 
catastrophise a lot of the times, identifying their thought patterns and how that might 
be adding to how they’re feeling. (6-F30)  
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You’ve got a sense of concrete thought that they can take away with them when 
they’ve used CBT. (5-F28)  

7.4.6.2 CBT mainly used in conjunction with other therapeutic methods 

As discussed earlier, the therapeutic relationship is central to SGCs. No method or approach is 

likely to be accepted if it is not considered to be person-centred. Participants talked of using 

some CBT ideas with other methods. Most SGCs would say they were eclectic, and used a 

variety of approaches.  

Yeah, eclectic. I don't use it religiously. (7-F33) 

CBT would be used after the initial relationship was established.  

A bit of CBT will be mixed in with a bit of individual for each client. As you go, in the 
moment, I find it a very creative process. (7-F32)  

Certainly cognitive behavioural therapy stuff works for lots of kids. But you’ve sort 
of got to get into that. You’ve got to get relationship and things first. (3-F16)  

Often it (CBT) comes in later, once they’re starting to feel supported, and a bit 
better, then they feel ready to make changes. So you do the person-centred approach 
and then… And get it clear what’s happening maybe with some narrative, then CBT 
might come in. OK well, we’ve kind of drawn out that there’s the problem and what 
can we do and then the CBT comes in as the plan of action almost. So you go from 
approach to approach as they progress as well. (2-F10)  

7.4.6.3 Particular ways of using CBT 

SGCs found certain aspects of CBT to be especially helpful, and often gave a rationale for 

this. It was frequently useful as a way of measuring progress.  

The CBT ranking I use a lot, and often ask the student how they’re tending… How 
were you when you came in and there’s always a difference, what’s made the 
difference, so they actually identify their own self-helping tools, and affirmations are 
as well, don’t you think, extremely helpful. (4-F22)  

Sometimes we plot out together a scale of distress, what a 1 distress would be and a 
10 distress might be and what they might be thinking at that point in time. And 
whether it’s helpful thinking or not helpful thinking. (4-F21)  

7.4.6.4 Specific groups which responded well to CBT 

SGCs reported a wide range of different sub-groups that they believed responded particularly 

well to CBT. Sometimes they were surprised at the statements of other participants. It 

appeared to me that these responses were evidence that a CBT-type approach can be used 

with a variety of adolescents presenting with depression. In particular, the value of CBT for 

many young men was highlighted.   
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Useful with boys 

SGCs believed that CBT was particularly useful with boys, who did not tend to express 

feelings as readily as girls. Positive comments were made about content and process.  

It has a place with boys because they’re not into feelings. … They don’t want to come 
in and cry… therefore the CBT appeals to them as a management, it matches how 
they see the world. (2-F10) 

…very accessible, it’s quick, boys like it, you can have fun with it, you know funny 
analogies and getting them laughing. And so it can be quite a relaxed sort of process. 
It lends itself to writing all over the whiteboard so it’s visual as well and they can get 
involved in doing the whiteboard stuff themselves. It’s just really accessible, really 
practical. (3-F17)  

This very simplistic thing of how they think affects how they feel affects how they act. 
And some kids, especially some of the boys actually really like that, and sometimes 
when you’re short of time it’s useful too. (2-F9)  

More academic young people 

Some SGCs expressed the view that CBT can be useful with the more academically able 

adolescents. I wondered where these ideas had come from, but, unfortunately, lack of time 

prevented exploration of this. 

I use a whole mix depending on what’s in front of me, and what I think is going to 
work. For academic kids I might use CBT stuff, they can really connect with that and 
it suits them down to the ground. (3-F16)  

I think again though, that it depends on the particular individual young person. I 
mean I find CBT is good for kids who are more cognitive, for the brighter kids. (7-
F32)  

CBT with younger adolescents 

In contrast to the above, a counsellor who worked with students aged five to eighteen was 

strongly of the opinion that CBT was much better for younger, less sophisticated students. 

Her enthusiasm was contagious and several in her group indicated that they did try this sort of 

approach themselves, with Year 9 students. 

Part of this programme that I’ve been using with the younger kids has got a series of 
cards in it and each of the cards has a statement on it like “Am I thinking the 
worst?” “Am I being unkind to myself?” “Am I saying that I’m the only one?” And 
they’ll bring up one of the thoughts that they are having that is causing them 
problems then we’d start talking about how true, how likely is this really to be true 
or is it this extreme thinking that’s causing the problems. And the kids really relate to 
it. (4-F23)  
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7.4.6.5 Training in CBT 

I wanted to know if any of the SGCs had specific training in CBT-type approaches. 

Unfortunately in some groups, this information was not fully gathered. In one group because I 

asked a double question, the conversation moved on rapidly to talk of the usefulness of CBT.  

Moderator: I’m just wondering if anyone has done any training in that area or uses 
it, and if you find that helps? 

(Several people saying yes) 

Yes, I’ve done training. (1-M2) 

Through the normal training at university. I find it’s actually very useful as well, just 
changing the thought patterns. (1-F7)  

The information gained from this exchange was useful to remind me not to ask double 

questions in future. In later groups, I received answers that were more specific. A few SGCs 

had undertaken training, and used CBT regularly. Introductory training from CAMHS was 

much appreciated, so were workshops by well-respected individuals.  

(CAMHS) did it. I think it might have been a day on the Cognitive Behaviour 
Therapy that they use. They went through a training manual on that and gave us 
quite a lot of handouts on the sort of things that we could try with the students. (9-
F38)  

I’m going tomorrow to Professor Merrick's CBT anxiety workshop. And I know it’s 
just going to be straight techniques, strategies, this is how to do, which is the sort of 
stuff, that’s where I want to, this is where my interest is. (8-M11)  

CBT resources 

SGCs found helpful ideas and strategies from CBT workbooks and other resources even 

without formal CBT training (Barrett, 2005; Stallard, 2002). They also mentioned how they 

had learned useful ideas from other participants, another example of testimonial validity 

(Stiles, 1993). Several found the Travellers programme (Dickinson, Coggan et al., 2003) 

helpful, while others sensed their enthusiasm and wanted to know more.  

There's some good adolescent CBT material actually, around at the moment. I've 
found Think Good, Feel Good book14 that's a good one (and) aspects of the Friends 
Manual from Australia15. But once again you take bits out of it. It's the practical, 
good stuff that is kind of, I believe, it's concrete. (7-F34)  

I have used a programme that was designed for primary schools which talks about 
an invading thought, and when the invading thought comes in, matching it with a 
challenger thought. And quite young kids actually identify with that very easily and 
we learn to challenge and then replace the original thought. (4-F23) 

                                                
14

 (Stallard, 2002) 
15 (Barrett, 2005) 
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It’s been interesting running the Travellers programme16 too, I mean they have some 
good ideas there for self-esteem and support systems but in the Catch It, Challenge 
It, Change It, type of contexts. (4-F24)  

7.4.6.6 Negative comments about CBT 

Two male SGCs believed that CBT was not the answer. One was critical of CAMHS and 

other therapists who believed CBT was the only answer, while the other disliked both 

Narrative Therapy and CBT. He backed this up with knowledge that CBT is no more effective 

than other methods although presented as such.  

I’m not knocking any of the agencies at all but (CBT) it’s a limited model out there, 
and I really don’t think it engages anywhere near the amount of clients who are in 
need of the service. (1-M1) 

I have a real sort of aversion that comes over me when I hear two words. One is 
narrative and one is CBT. My experience is that kids do not make changes through 
cognitive processes… I went to a very interesting course… and he was saying that 
CBT is no more or less effective than any other method, any other school… but it’s a 
con, it’s been sold, it’s been taken over by governments or whatever as being very 
cost effective. (8-M13) 

7.4.6.7 Countering criticism that relationship is not important in CBT 

One SGC insisted that the myth that CBT did not consider therapeutic relationships important 

was not true. She had done considerable training in CBT.  

I think people sometimes get critical of CBT thinking that it doesn't take the 
relationship into account. And I actually think they're wrong when they say that, 
because CBT's never professed to say that the relationship is not important and I 
think, in fact, that they say it's paramount. The inter-relationship that goes on in 
therapy is very much the place for therapeutic change. (7-F34) 

This group acknowledged that they might have had a misconception.  

Yeah. (7-M9) 

Those who had changed to positive views of CBT 

Several SGCs reported how they had changed their opinions once they had seen how CBT 

was successful.  

I must admit to using it more. When I did my training, I didn’t like it at all, ’cause it 
didn’t fit with the way I wanted to work. But I’ve actually found it to be quite 
successful with some students. It actually works, it makes sense, and it gives them 
something like a really clear framework to work with and to aim for. (2-F9)  

I’ve become more accepting that… it’s the thoughts that are causing the problems 
and that it’s the extremes of the thoughts, the alls or nothings, the blacks and the 
whites and the “it’s only me” and that kind of stuff. (4-F23)  

                                                
16 (Dickinson, Coggan et al., 2003) 
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I think I have seen sometimes almost magical things work with students who have 
experienced Cognitive Behavioural Therapy. (4-F24) 

Quotes from students 

Often SGCs used language typical of their students, to indicate the usefulness of CBT. 

I’ve had students walk out and go, to paraphrase them, “I know what’s happening 
inside my head now” (1-M2) 

…finding something that works, and then they come back and say “Oh, that really 
worked for me” and then it’s they feel they’re in charge. So I think that’s an 
important part of helping them through and seeing that there is… “negative 
mindset” and then what can you say when that comes and they go “I’ll tell it to f… 
off” you know, in their language, what they’re going to do to try and establish some 
order in their chaotic mind with all the negative thoughts. (4-F20) 

7.4.6.8 Interpersonal Psychotherapy (IPT)  

Only five SGCs had actually heard of IPT, and only one knew anything about it. None had 

considered using it in their work.  

Moderator: Has anyone heard of IPT (Interpersonal Psychotherapy)? 

I’ve heard of it, yes, but never used it. (3-F17) 

I've heard the label. (7-F34)  

Yes. I haven’t had time to really find out about it. (4-F22) 

Wasn’t there someone coming to talk about it at the August meeting? (5-F28) 

IPT, now you say that. That's sort of been added on to the end of the DBT the dialect 
or whatever it's called therapy. So I mean they (CAMHS) talked briefly about that 
last year when we had our in-service, and talking about supporting students to 
develop healthy communication skills so they can develop good relationships. And 
assertiveness and stuff like that, yeah. 7-(F32)  

Other responses to this question were similar to these below: 

What is it? (1-M1) 

 Is it related to attachment theory? (1-M2) 

If you describe it we might find …(3-M5) 

We don’t always know the names. (3-F14) 

Do you need training? (5-M6) 

Inter? (8-F35) 

It is interesting that SGCs are not more aware of IPT. It would seem this would be well-suited 

to SGCs as it targets symptoms and focuses on the relationships between interpersonal events 

and mood, aiming to improve interpersonal relationships and mood (Mufson, Dorta, Olfson et 
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al., 2004; Mufson, Dorta, Wickremaratne et al., 2004; Mufson et al., 1994; Mufson et al., 

1999). 

7.5 Main Theme Four: Working with systems  

SGCs frequently mentioned using the systems of which young people are a part. Examples 

included constructing safety plans, linking with family or talking with other staff. Two main 

sub-themes emerged: family and school systems.  

Ensuring safety for students 

I'd do a safety plan. (7-M9)  

Safety plans and support networks, yeah. (7-F34)  

And also for the counsellors 

And I’d agree, especially when you’re working with depressed or high risk 
teenagers, just to have some support and back-up for yourself, have I done 
everything, is all in place, it’s what you go home with on Friday afternoon isn’t it? 
(Giggles from group.) Is everyone going to be all right over the weekend, have I put 
everything in place? (2-F10)  

7.5.1 Main Sub-theme A: working with parents 

It can be very difficult for SGCs to work with only part of the family system. They mentioned 

being pleased that parents were more likely to come into school to see them when their 

teenager was depressed or at risk. This involvement was valued by SGCs, as it helped to 

ensure safety, and also meant that parents could become part of the therapeutic process.   

Yes, these are the sort of times they’re (parents) often more prone to come in and 
want to do something than at other times. (6-M8)  

Sometimes it’s working with parents, actually. That where kids are really down, and 
just wanting you to do something, in having parents approach children in a different 
way, giving them space, or treating them differently, or talking to them differently. So 
I think educating parents is really useful. (9-F36) 

There's a huge shift in the young person compared to when the family's not really on 
board. Yes, massive difference. Family's so very important. (7-F32) 

I’d like to say how wonderful it is when you’ve got parents that don’t have all this 
thing about stigma and who get in behind and are supportive. We have a student in 
Year 13 who has had a Major Depressive Episode every year …although the parents 
are not living together, they’re both supportive of this boy, which is why he has done 
as well as he has. (4-F18)  

7.5.1.1 Parents who don’t want to be involved 

However, some parents did not wish their teenager to see a counsellor, to be referred to 

CAMHS or elsewhere. Often these families had least resources and were of concern.  
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When they have almost washed their hands of the child or have avoided 
responsibility, then it becomes a real problem. (7-M9)  

I'd do a lot more planning if the family were going to be particularly challenging. (7-
F32) 

I think that even if it (CAMHS) was just down the road, they wouldn't get there 
without their family's support. (7-M10) 

7.5.1.2 Parent education 

SGCs believed that education for parents about signs and symptoms of adolescent depression 

and when to be concerned, was extremely important. Books, websites, contact details for 

CAMHS and crisis services were mentioned as being helpful for families.   

I think educating parents is really useful. (9-F36) 

Sally Merry’s books are always good value for parents, Down Times17, it’s amazing. 
And all the beyondblue18… (6-F30)  

I always give the parents that number, even if they haven’t had a (CAMHS) referral 
because I like to think that after hours that the parents know. (6-F30)  

In addition, things like this child shouldn’t be having their door shut, or that sort of 
thing. Alternatively, just make sure you walk past the bedroom. (6-F30)  

7.5.1.3 When adolescents do not want parents to become involved 

Depressed students might be anxious about their parents' response if the SGC suggested 

involving the family. This was a concern for the SGC who knew that parental consent would 

generally be needed for an external referral. However, if the SGC insisted on contacting 

parents, some students might decide to discontinue counselling.  

However, because she is so resistant to how the mother will react to the whole idea 
once again, well I don’t know what’s the best. (9-F38)  

It’s a bit like building a bridge isn’t it, from being in school at risk to across the 
bridge to a position of safety. One of the things I’m jacking up at the moment is 
inviting one or more therapists from (CAMHS) to see the kids in school and that sort 
of thing. (3-F17) 

7.5.2 Main Sub-theme B: working within the school system  

Some SGCs remarked that school staff often expected a miracle once the depressed 

adolescent was seeing the counsellor regularly. It was helpful to explain to staff that 

depression could last for some time. Often this led to increased understanding and co-

operation. 

                                                
17

 (Andrews et al., 1998) 
18 (beyondblue: the national depression initiative, 2004) 
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Perhaps there’s something there about education for staff not just about recognising 
but also continuing to support over a long period. (4-F24)  

I’ve had a couple of quite able students that the Deans have struggled with and 
there’s the sense that you’ll tolerate a little bit of absence for a while but then they 
should be getting back and study. (5-F27)  

In my experience in every school I have worked in, teachers have had a limited 
understanding of mental health issues and depression and more often than not, when 
I initially start to have conversations with teachers, (they) will consider it to be a 
cop-out. (7-F32) 

Work with staff could take several forms. This included working with teacher-student 

relationships, giving information and support around mental health issues as well as arranging 

presentations from outside agencies.  

My work is done restoring or at least trying to help relationships between students 
and teachers. (7-M9) 

And re-educating staff and senior management. (7-F32) 

Last year we did a sort of a shared presentation, the counsellors with (CAMHS) on 
adolescent mental health. And then they also came later in the year and did some 
stuff on stress management for teachers. (7-F32) 

7.5.2.1 Educating adolescents about depression 

Many SGCs emphasised the importance of the role of psycho-education when working with 

depressed adolescents.  

So some come in and I try to educate them in terms of nobody’s a flat-liner, normal 
life pattern is these moods and for women they can be tied up with our hormonal ... 
so there can be a bit of education there, and I think that’s reassuring, for some of 
them. (6-F31)  

Well, I mean ideally by the end of the counselling session they'll have a clearer idea 
of what depression is and how there's a difference between stress and a little bit of 
sadness in their life. (7-F33)  

I work a lot with choice theory and I enjoy working with that and teaching them that. 
(3-M5)  

You’ve talked in a way about empowering young people, and it is about some 
strategies, because this is a young person who’s learning about their feelings, and 
there’s things like exercise and diet and sleep and talking ... that will help change 
things for you. (1-F2)  

Our mate’s depressed 

Friends of depressed adolescents helped in many ways, from making initial contact with the 

SGC, with practical tasks, to ensuring appointments were kept. SGCs felt this involvement of 

friends was increasing. Often friends were the first to notice changes, especially when an 
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adolescent began to isolate from a group. SGCs warmly encouraged friends who were 

concerned about another student.  

I think kids are more likely to approach the counsellor and say “Oh our mate’s 
depressed, suicidal and whatever”. I think there's more openness among kids to 
share it with the counsellor. I don’t think I’ve changed, I think the ethos has 
changed. (8-M12) 

They’re noticing that somebody is very low. They notice the significant shift in 
somebody’s mood. (6-F31) 

Do you find that students who have a lot of positive relationships with peers are not 
generally the group of kids who are depressed? Would you say that they’re generally 
kind of loners? (8-F35)  

I’ve found the mates, the friends, are very helpful, often it’s when they are really 
worried about a friend that they will come. (1-F8) 

7.5.3 Summary of Main Themes Three and Four: Working effectively  

SGCs worked in a variety of ways with depressed adolescents, and no single approach 

dominated. The basis was the therapeutic relationship, with additional techniques built on this. 

It was important to work with others in the adolescent’s support system, parents, friends and 

staff. Psycho-education helped these groups and the young person.   

7.6 Main Theme Five: Training needs 

I planned that the qualitative data would provide enough information to indicate whether a 

CBT-type intervention was likely to interest SGCs. Question 10 asked: “Would you be 

interested in a short course of CBT to help your work with depressed adolescents?” 

SGCs also provided much information about other desired training needs, further investigated 

in Stage Two. It is encouraging that, given their average age and experience, all but one SGC 

believed that more training was needed to keep up to date. Three sub-themes emerged: 

strategies, cultural aspects and anti-depressant medication. 

7.6.1 Main sub-theme A: strategies not theories  

SGCs clearly stated that in general they did not need more information about adolescent 

depression. CAMHS and other training had presented the facts. What SGCs wanted were 

effective ways of working. Some SGCs felt it would be most useful when people who were 

respected and seen as experts presented such workshops. 

I think we know about depression and suicide and at risk but just knowing how to 
move. It’s more about strategies, techniques, and strategies. (4-F20)  

Yes, some practical steps. (5-F26)  
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And a really useful way for school counsellors, which would in my view not just 
describe symptoms but spend some time on case examples, interventions, this is what 
we did, this is how long we met for…(5-F28)  

…with real leading clinicians like Sally Merry. (6-F30) 

7.6.1.1 Specific CBT training requested 
Although many SGCs had received some CBT-type training, they wanted to learn more.  

I'd like to do something more on CBT actually. I'm attracted to it, I think, it's 
something I could identify with and use, and I'd like to know more about it. Having 
heard, of course, the research that it's suitable for adolescents. (7-M9) 

7.6.1.2 Wider training needs 

One group felt that it was important to know just what depression was. Several times, they 

returned to the point that it was difficult to talk about assessment and treatment without 

understanding exactly what adolescent depression was.  

I think we need to know what depression is. In the sense of what does it mean? (3-
M4) 

In some groups, training needs ranged more widely than just CBT. SGCs wanted good 

information for themselves as well as students, parents and other staff. Some requested 

appropriate leaflets in different languages. Frequently they expressed great interest in hearing 

about good resources used by other SGCs.  

It’s particular things like you know, depression, ongoing training is absolutely vital. 
(5-F28)  

I think always more information. (4-F23)  

We went wide trying to get information and trying to get some pamphlets that you 
could use with the kids, and it was really difficult. (5-F27)  

Some good visuals would be good, for my kids. Something around depression would 
add to their bank of knowledge. (8-F35) 

7.6.2 Main sub-theme B: cultural aspects  

As Auckland’s ethnic mix has changed, this sub-theme was very pertinent. SGCs lacked 

information about depression and other mental health issues in non-European cultures. Some 

had much appreciated a recent workshop about grief.  

There's just been a good workshop at ACE about working with young people from 
different cultures around grief issues. And that was really, really helpful. (7-F32)  

I'm always really keen for different opportunities to understand more about working 
with kids from cultures different from my own. (7-F33)  

I'd definitely like more professional development on working with Asian families. (7-
F32)  
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7.6.3 Main sub-theme C: knowledge of anti-depressants  

Several groups mentioned the need for accurate information about anti-depressants and their 

side effects. SGCs suspected that some newspaper articles were biased. They wanted clear, 

authoritative information to help them support adolescents who were on medication. One 

group talked about needing training around language and understanding of a medical model, 

to help in relating to other professions.  

There’s quite a lot in the press, likely there’s something in the weekend and there’s 
parent education and medication. (4-F18)  

I don’t think I was adequately trained to actually relate to other professions, 
psychologists, psychiatrists in the field. We look in fact at family therapy stuff but we 
haven’t been trained in the terms of the side-effects of medication and the issues 
coming through about Aropax, the SSRIs, we’ve had to actually go and do that, self- 
train and build up a knowledge. (5-M6) 

It helped when information came from well-known and respected clinicians. 

And Sally Merry was speaking to some parents and they asked that question (about a 
link between certain anti-depressants and suicide in adolescents) and she said that 
you’ve got to go through therapy and medication, it’s got to be both and perhaps 
medicate after a while, not straight away. (4-F20)  

Some SGCs mentioned links between marijuana use and depression, but I was surprised only 

one counsellor requested information about the relationship between depression and 

recreational drugs.  

I've just thought, it would be quite useful to have updated information about how the 
drugs that are now on the party scene can trigger the emotional states, the altered 
emotional states. (8-F35)  

7.6.4 Presentation of information 

I asked SGCs how such information could best be presented. They mentioned workshops, 

reading material and the Internet as possibilities, but time was frequently seen as a barrier.  

 Ah no, not weekends! (7-F32)  

They wanted information specifically tailored for them, perhaps regular workshops.   

All of the above. (4-F18)  

I think a mixture. But I think workshops would be a good idea. (5-F27)  

And if it’s Auckland-wide or New Zealand-wide I could see the benefit of having 
some topics where’s there’s an absolutely regular cycle of useful workshops for 
school counsellors and the issues tailored for them and this emphasis on some 
examples of ways of working, what the outcomes were. (5-F28)  

I think that two-day workshops are good. I mean there was some idea going around 
a while ago about having some Internet website for school counsellors to be able to 
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access. I think that's a great idea. I also think these school counsellors' sort of 
forums are great things, like the cluster meetings. (7-F32)   

Other groups made similar suggestions, including on-going learning and support, interest 

groups and peer supervision. Again, time restraints were considered a likely barrier.  

It’s a terrible commitment that probably most of us couldn’t do, but I like the interest 
group idea. Something that’s on-going. Because a day workshop you leave buzzing 
but a week later, it’s very hard to hold onto maybe all of the things that you thought 
you’re going to do. (4-F21)  

I think what I would like is not an interest group, because that to me means maybe 
six sessions, and I’d never find the time, but a workshop which is split so I would 
have a chance to have some experience and try to integrate it a bit and come back to 
follow up…some sort of split sessions, yeah I’d like that. (4-F24)  

I just wanted to talk about peer supervision. I haven’t been involved in it but I 
sometimes think that could be really helpful, for you actually do meet with two or 
three other counsellors on a regular thing and sharing. Again, it’s the time factor. 
(4-F22)  

One SGC was clear that he did not want any further training around adolescent depression. He 

explained that he based assessment and work on his own experience.  

I mean, I assess a kid in relation to 500 other kids. You just go on your experience 
and if you feel like you’re getting a bit set and stuck in your ways, you try to get some 
professional help that stimulates you in some sort of way that suits you, but I can’t 
think of anything off-hand, that I’d want to do. (8-M13)   

7.6.5 Summary of Main Theme Five: Training needs 

Almost all SGCs were clear that they wanted techniques and strategies to help them in their 

work. They requested information around SSRIs, CBT techniques and working with 

adolescents from other cultures. Workshops were favoured for ways of delivering training, 

but there was mention of literature, the Internet and interest groups as well. Time was seen as 

a barrier to accessing regular training. 

7.7 Summary of Category Two 

This chapter has considered the five main themes of Category Two, Practice around 

adolescent depression. I have presented the main findings about assessment, referrals, 

effective therapy, systems and training needs. The participants gave considerable information 

about these themes. SGCs did not often use standardised assessment tools for identifying 

depression, but were more likely to use those that were easily available. Referrals were 

frequently to CAMHS, but these could be problematic and SGCs were aware of problems 

within these services. While SGCs also referred to GPs, concerns were expressed about some 

adolescents being prescribed anti-depressants with a lack of follow-up. SGCs generally used 
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an eclectic way of working in addition to the therapeutic relationship, which was seen as 

central, and I have termed “Milo Therapy”. There was increasing use of CBT with a range of 

adolescents, but IPT was not used. Positive help from parents and the school system were 

valued. SGCs wanted any future training to be techniques and strategies useful to their work, 

rather than purely theoretical.  

Findings from Stage One were used in the development of the questionnaire. Chapter Eight 

will discuss these results and the strengths and weaknesses of this qualitative study.
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Chapter 8  

Discussion of Stage One 

The aim of Stage One was to use qualitative methods to investigate the beliefs, knowledge 

and practice of SGCs around assessment and treatment of adolescent depression. The 

objectives were to use the themes that emerged to develop a nationwide questionnaire, and 

also to contribute to the development of a pilot workshop, targeted to the training needs of 

SGCs around adolescent depression. Strengths and weaknesses of the methodology of Stage 

One will be discussed in this chapter. 

8.1 Main findings 

The aim and objectives were all met. There was a wealth of rich data obtained and analysed. 

The themes that emerged gave information for the questionnaire and led to the development 

of a thematic map to clarify the relationship of the categories, themes and sub-themes to each 

other (See 6.1).  

SGCs stated clearly that adolescent depression existed and was a reality for the adolescents 

with whom they work. For many adults, the concept of adolescent depression was difficult to 

understand, with parents often unwilling to accept their teenager could be depressed. SGCs 

had concerns about labelling and stigma, meaning that the word depression needed to be used 

with care. They were also concerned about the effect of depression on young men, and the 

ways depression was expressed by Māori and Asian students.  

SGCs expressed their wish for techniques and strategies to help in their work with adolescents 

showing depressive symptoms. While workshops were generally the favoured mode of 

delivery, mention was made of the time demands on SGCs which could prevent them 

attending such training as well as causing concern in limiting their time to work with their 

clients.  

...as a guidance counsellor, I think we carry far too much to be safe to ourselves and 
even to our clients who are growing in numbers these days. There is no way I can 
claim that I look after everybody. (1-F3) 

I don’t have time … My biggest worry in this area is in fact that we are too thinly 
spread in the school. (4-F21) 

… because we haven’t got a lot of, we can’t spend a lot of time. It would be 
marvellous to be able to say we could do six sessions of this or that, wouldn’t it. But 
we haven’t got time, you know. (6-F30) 
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Often, SGCs deal with challenging cases. It would seem that policy changes, in particular 

Tomorrow’s Schools (Ministry of Education, 1988), have led to an increased sense of 

isolation among SGCs. This was of concern to SGCs. 

And I’ve said that to Trevor Mallard when he came about three weeks ago to our 
place, actually that. And he nodded and he said “Yes, but there’s only one cake and 
so many slices in the cake”. (1-F8)  

I think it’s a matter of belief too, just look at the changes, it used to be that schools 
were responsible to hire qualified counsellors. They don’t have that requirement any 
more. (1-F3) 

8.2 Strengths of Stage One 

The main strengths were the amount of rich information obtained in response to each of the 

questions, the validity of the information given, and the value of the groups to the 

participants.  

8.2.1 Flexibility of focus groups 

Using focus groups to gather qualitative data gave flexibility to the research, as SGCs had the 

opportunity both to give their opinions and to hear from others.  

8.2.2 Information obtained about SGCs and adolescent depression 

Fifty-two SGCs participated in nine focus groups, held to discuss questions around adolescent 

depression. This was a successful approach. There were several hundred pages of transcripts, 

which provided considerable information. Following detailed analysis assisted by NVivo 

(QSR NUD*IST, 1999) themes emerged leading to the development of the model described 

in Chapters Six and Seven. Results indicated which areas would be valuable to follow-up in 

Stage Two. In particular, information was gained around assessment, referrals and training 

needs.  

8.2.3 All SGCs were welcomed and contributed 

SGCs felt welcome at these groups. Seven afternoon groups were held, from 1.30 to 3 p.m. 

while two groups were in the morning (10.30 a.m. to 12 noon). This seemed to work well and 

minimised SGCs’ time away from school. Some of the rooms where the focus groups were 

held had minor problems, in two, we could hear intermittent noise from adjacent building 

sites, and two others had heating problems. However, I made the participants as welcome as 

possible. Tea, coffee, juice, and biscuits were available before and after the groups, and water 

throughout. The participants were welcome to stay and talk together informally afterwards.  
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The SGC community is quite small in Auckland and counsellors are relational people. Most 

participants knew several or all attending their group. I believe that only one SGC did not 

know any other participants. Later in the group, she felt comfortable enough to tell them how 

she felt different.  

Just want to mention I feel a little bit like a fish out of water for I use psychodynamic 
psychotherapy ... for me the relationship is very important and what is projected, the 
use of the unconscious and so on. But I’m also aware that I come from a privileged 
school so that a lot of the issues that you talk about from a socio-economic point of 
view, our students don’t, they have a place to stay, and food and all that. (4-F19)  

Although there was considerable agreement about topics, I have given examples in the 

previous chapters illustrating that at times SGCs did express different viewpoints. I feel 

confident that the approach gave each participant the opportunity to freely discuss the semi-

structured questions and make comments. On the three occasions (one unplanned) when there 

were SGCs from the same school together at the group, this did not appear to cause 

difficulties or inhibit discussion. SGCs talked openly about a wide range of topics. It helped 

that as SGCs, they worked in similar settings, and all those who were NZAC members 

operated under the same Code of Ethics. Confidentiality was assured as much as possible and 

there was only once when an SGC was hesitant to discuss a particular ethnic group on tape. 

No-one asked for their comments to be excluded from the data.  

8.2.4 Validity 

One way of establishing validity in qualitative research is by providing details of how the 

research was developed and conducted, how decisions were made during the research process 

and detailing the phase of analysis. This has been referred to as an audit trail (Lincoln & 

Guba, 1985). I believe that the present research provides sufficient detail about the process, 

analysis and development of the model to meet this requirement. It is transparent throughout. 

Theoretical reflection on the data is undoubtedly influenced by my training and experience, 

but I have tried to keep this as unobtrusive as possible.  

Other ways of ensuring validity include using both qualitative and quantitative methods 

(triangulation), in the comparison of data from focus groups and questionnaires, as well as 

consistency checks to try to ensure that data from all groups was assigned to themes in a 

similar manner. 



 

153 

 

8.2.5 Catalytic validity  

Catalytic validity occurs when participants gain something from the research (Stiles, 1993). 

The participants’ reflections on attending indicate strongly that they found the groups 

worthwhile. This occurred in several ways.  

8.2.5.1 Intrinsic value of groups  

At the end of each group, I thanked the participants for coming and helping in the research. 

Frequently they replied by thanking me for giving them the opportunity to contribute, and 

other positive feedback. I have grouped these comments into several themes, illustrated by 

some of the SGCs’ comments. 

8.2.5.2 Contributors to the research  

SGCs were keen to be participants in a research study. While few may undertake research 

themselves, they understood the purpose of research to gain information that would be 

beneficial for their work.  

Interesting from a participant’s point of view. (3-F14) 

Very important. (3-F17) 

Because it values what’s being done and just makes it clear what’s important. (3-
F22)  

It’s such a useful project ...and such a really practical, useful thing you’re doing ... 
very happy to meet with you for it. (5-F28) 

It’s worthwhile to think about, I think. (9-F37) 

8.2.5.3 Opinions valued 

Many SGCs had expressed how they felt isolated, with their voices unheard, not valued, (8-

F35) in school and political systems, so being asked for their opinions was important to them, 

as this quotation illustrates. 

You said thank you very much for coming at this time of year, at this busy time. You 
see for me it’s actually rather nice to be invited out, to be asked to feed in 
information on your experience, because fundamentally as a school counsellor most 
of what you hear you should be doing comes from someone, who’s not actually a 
school counsellor ... rarely are we asked to contribute anything about what we feel 
about anything …the Ministry tells you what you should be doing, but very seldom do 
they ever ask you. (8-M13) 

8.2.5.4 Enjoying and learning from the focus group 

SGCs appreciated having had time to discuss adolescent depression. One side of research 

often not considered, is the opportunity to enable participants to reflect about their work 

(McLeod, 2003). I believe this did happen in the present study.  
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Thank you for the opportunity to talk about it. (4-F24) 

Even things like this are actually really good, really helpful. (4-F21) 

It’s really good. (4-F20)  

It’s nice to get together and share. (8-F35) 

It’s been very helpful just to meet and talk about this subject with some other 
counsellors, it’s been lovely. (2-F10) 

Although I was careful to be a moderator, and not a teacher, some SGCs mentioned they had 

learned from others in the group. Their own work practice was affirmed, as this dialogue 

between two experienced SGCs illustrates. 

I’ve just found it so interesting being here today and hearing what other people have 
been saying. I mean you can just sort of  … (7-F32)  

Glean things from each other. (7-F34) 

Absolutely. And it affirms that we’re doing the right thing most of the time. (7-F32) 

8.2.5.5 A good opportunity to network 

Many participants mentioned enjoying meeting other SGCs outside of school. 

I’ve just enjoyed being with all of you. (3-M5) 

And I think Friday afternoon timing is brilliant. What an excuse to relax! (3-F14) 

And it’s a good time too, and at the end of the day too, rather than going “Do I have 
to go back to school?” (9-F38) 

A good time to do it actually. (9-F36) 

Some mentioned the collegiality, appreciated especially by those who are the sole SGC at 
their school.  

We do work a bit in isolation don’t we. (3-F13) 

Yes, especially if you’re the only one in the school. (3-M5) 

One SGC even expressed regret there was only one meeting. 

Do we go on to do more with this, or is this a one off? Is there more? (2-F9) 

8.3 Weaknesses of Stage One 

Two main weaknesses are discussed, that of the varying sizes of the groups and the influence 

of the moderator. 

8.3.1 Varying sizes of groups 

The groups were very different in size, having from three to eleven participants. This could be 

considered a weakness as qualitative researchers often suggest the best size is six to eight or 

eight to ten participants (Bloor, Frankland, Thomas, & Robson, 2001; Stewart & Shamdasani, 
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1990). Below six participants, it may be difficult to sustain a discussion and over ten there 

may be control problems. However, this does depend on the setting, topic and characteristics 

of participants. There are reports of successful groups of three and between fifteen and twenty 

in naturally occurring settings (Morgan, 1997).  

8.3.1.1 The smallest group  

I intended that Group 6 would have seven participants. On the morning of that group, I 

received messages that one SGC was in hospital, one was helping clients after a student’s 

suicide and another was overwhelmed with work. I wondered if I should postpone this group 

but believed four participants would be viable. However, one SGC failed to come, leaving 

only three participants. I believed it would have been unethical and impolite to cancel as these 

three SGCs had made an effort to attend. It eventuated that this was a worthwhile group, with 

the advantage of giving more opportunity for talking to each participant. Morgan suggests that 

small groups work best when the participants are likely to be interested in each other and 

respectful of the subject (Morgan, 1997). This was the case, as these three SGCs knew each 

other from working in the same area of Auckland. 

8.3.1.2 The largest group 

I had invited ten SGCs to the pilot group and nine had accepted, although I was not certain if 

on the day all would be able to attend. However all ten came, plus another SGC who had 

heard details from a colleague. As discussed in the literature, focus groups need to be small 

enough for everyone to share insights, and when numbers exceed twelve, there can be a 

tendency to fragment (Krueger & Casey, 2000). While this did not occur and there were not 

any side-conversations, I found it difficult to ensure that all participants got equal opportunity 

to speak. In addition, as this was the first group, I was not experienced at moderating in this 

research. With later groups, I tried much harder to ensure the numbers attending were 

between five and eight. Despite my best efforts, three groups had only four participants. I 

accepted that the actual numbers attending were often out of my control. 

8.3.2 Influence of the researcher/moderator  

One of the strengths as well as weaknesses of qualitative research is the importance of the 

researcher’s interest in the topic. There is also concern that the moderator may influence the 

group’s interactions, although Morgan suggests there is no real evidence that the impact of the 

moderator is any greater than the influence of a researcher in other qualitative research. 
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My own sense is that what makes the issue of the researcher’s influence on the data 
so prominent in focus groups is the moderator’s heightened visibility in conducting 
the interview as opposed to the tendency to remove the interviewer from many 
accounts of individual interviewing. 

(Morgan, 1997, p.14) 

In this study, I was both the research and the moderator. This may have influenced the 

running of the groups, but I sought to minimise any effect. I knew the South Auckland SGCs 

through my work in youth health in the area and had met some from other areas of Auckland 

at different times. However there were almost thirty SGCs whom I had not met until they 

attended a group, and no SGCs with whom I had more than a working relationship. To avoid 

prejudicing the data, I tried to be consistent in not disclosing any prior knowledge of the 

SGCs, their schools or work to the group. Until all three stages were complete I only spoke 

generally about the research to any participants I later encountered.   

I believe I have succeeded in keeping moderator influence to a minimum. While there were 

some participants who had known me over some years, there were other SGCs from South 

Auckland who chose not to attend. Knowing the researcher did not necessarily imply 

attendance or agreement with the research. I do not believe that there were any concerns about 

exercise of power in any relationship, as explained above. This is important to avoid 

(McLeod, 2003).  

8.3.3 Other weaknesses 

One SGC in an early group was hesitant to be recorded when talking about generalisations 

along ethnic lines. Although this was not repeated in later groups, it is possible that the 

process of taping the groups may have caused some SGCs to be reticent around certain issues. 

However, the flavour of many quotes will have indicated that generally SGCs are not afraid to 

express their opinions.  

As always in such research, there is the issue of self-selection of participants. It could be that 

the SGCs who actually participated were those who had a particular interest in the subject, in 

research or wished to come to meet others. No deliberate selection bias occurred, as all SGCs 

in the Auckland region working with Year Nine students and above were invited to the 

research. Groups were held in all areas of Auckland to try to ensure that as many as possible 

could attend locally. Some SGCs were quite prepared to travel across the city to a group, if 

they had not been able to attend the one in their locality. There is no quantifiable measure of  

how the demographics of participants differed from those of non-participants. However from 
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my knowledge of the SGCs in South and East Auckland, having facilitated their group 

meetings for several years and being involved in consult-liaison work, there was no detectable 

bias in the sample.   

8.4 Summary 

Strengths and weaknesses of the methodology of the first stage of the research have been 

discussed in this chapter. The main strengths were the amount of rich information obtained, 

the validity of this and the reported benefits to the participants. The main weaknesses were the 

differing sizes of the groups and possible moderator influence.  
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Chapter 9  

Stage Two: A Quantitative Investigation using a 
Questionnaire. Research Design, Method and 

Description of Participants 

9.1 Aims and objectives 

9.1.1 Key aims 

Stage Two of this study aimed to further investigate the knowledge and practice of 

New Zealand School Guidance Counsellors (SGCs) about adolescent depression. 

Results from the Stage One qualitative study meant that in the nationwide 

questionnaire I increased the emphasis on the relationship that SGCs have with their 

local CAMHS and on past training undertaken. I was particularly interested in their 

specific expressed training needs. Together with the Stage One results, information 

from Stage Two would be used in determining what training could be offered to SGCs 

to help with their work.  

9.1.2 Key objectives 

1) To determine if the data obtained from the focus groups held in the Auckland 

region could be replicated throughout New Zealand.  

2) To seek information on past training about adolescent depression that SGCs 

had found to be helpful in their work.  

3) To ascertain what training (in terms of content and style of presentation as 

well as practical issues such as timing and place) was desired by most SGCs. 

4) To obtain information about assessment techniques and tools used by SGCs. 

5) To gain information about the ways that SGCs worked with depressed 

adolescents, how long they would meet with them, and how they made 

decisions about referring on to other agencies. 

6) To investigate beliefs about differences between Māori and non-Māori 

students and barriers to counselling for all students.  

7) To find out about the relationships of SGCs with local CAMHS services, in 

particular around referrals, clinical consultation, supervision and cover during 
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school holidays.  

9.1.3 Background to Stage Two 

The themes arising from Stage One contributed to the development of Stage Two, 

which was carried out in late 2005. This comprised a 25-item anonymous 

questionnaire sent to all SGCs in New Zealand who were employed in schools with 

students in Year 9 and above (see Appendix 6). It requested similar demographic data 

to that obtained from those Auckland SGCs who participated in 2004 (see Appendix 

5). 

9.2 The Questionnaire: research design and methods 

9.2.1 Questionnaire design 

I designed the questionnaire “Adolescent Depression and the School Guidance 

Counsellor” to take account of the main themes that came out of the analysis of the 

qualitative data. I developed the questions based on the information obtained in 2004. 

It was a self-completion paper questionnaire with 25 items (21 plus 4 follow-on 

items) seeking both to gather information about how SGCs work with depressed 

adolescents and also to assess their expressed training needs.  

There were fifteen open-ended questions and ten multi-choice items, where 

participants could chose as many options as applied. There were four sections in the 

Questionnaire:  

Section A:  Identification of depression (7 items) 

Section B:  Working with depressed adolescents (7 items)   

Section C:  Other services and agencies (6 items) 

Section D:  Training (5 items) 

The final form of the questionnaire was developed after many versions were devised, 

discussed and modified as needed to ensure that the key questions were covered. All 

questions were pertinent to the study and clearly phrased. I wanted to keep it to a 

maximum of three A4 pages to be seen as short and thus help increase response rate 

(Edwards et al., 2003). Each question had sufficient space for an answer. I anticipated 

that the questionnaire would take between ten and fifteen minutes to complete.   

Feedback on the various draft versions was sought from my supervisor, colleagues 
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and the Youth Advisory Council of the KidzFirst Centre for Youth Health and 

Campbell Lodge (CAMHS). The KidzFirst kaumātua Rawiri (David) Wharemate was 

involved in the final stages. The questionnaire was then submitted to the University of 

Auckland Human Participants Ethics Committee (UAHPEC) for approval.  

9.2.2 Ethics approval 

In July 2005, the UAHPEC requested that I consult with the Faculty of Medical and 

Health Sciences Māori cultural advisor. Associate Professor Dr Papaarangi Reid, 

Tumuaki, made helpful suggestions. Questions Six and its follow-on Question Seven 

were added at this stage. These sought at a simple level to use the opportunity of a 

nationwide questionnaire to obtain information to ascertain if the SGCs had a sense 

that depression was more common, less common or about the same for Māori and 

non-Māori adolescents? If there were felt to be differences then the SGCs were asked 

to list these. Ethics approval was obtained on October 12th 2005 (Reference 

2003/334).  

9.2.3 The Questionnaire 

There were four main sections on three pages (Appendix 6) and a separate page for 

the demographic data, which was identical to that used in Stage One.  

9.2.4 Demographic information 

Information was requested (Appendix 5) about age group, gender, ethnicity, formal 

qualifications held in counselling and length of employment as an SGC.  

9.2.5 Obtaining information about schools with SGCs  

Current details of all High Schools, Middle Schools and other schools with students in 

Years 9 or above in New Zealand were accessed through the Te Kete Ipurangi 

Website (TKI), during Term 2, 2005 (Ministry of Education, 2000c). This website 

listed all New Zealand schools. Where a school fitted the criteria with students in 

Year 9 or above, the school office/administrator was contacted by e-mail to find out if 

there was a school counsellor (or counsellors) currently employed. If so, the names of 

the principal and SGC(s) were requested, to ensure envelopes could be personally 

addressed.  

Some schools had to be contacted again by e-mail and in some cases by telephone. 
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The names of all school principals and the names of almost all counsellors were 

obtained in this way or through information from up-to-date school websites. Some 

schools did not wish to tell me the names of the SGC and I respected this request. 

9.2.6 School Guidance Counsellors 

9.2.6.1 Schools without an SGC 

When a response came from a school indicating that there was no SGC currently 

employed there, I replied by return, thanked the informant for their help, and no 

further contact was made with that school. From knowledge obtained during this 

process, any school (except High Schools and Area Schools) which did not reply to 

two e-mails, did not have a school website and had a total roll of less than 100 

students in Years 9 and above was excluded from the study. It was extremely unlikely 

that these schools were in a position to employ an SGC and would make other 

arrangements for any student needing counselling. A few schools fitted the criteria, 

and normally employed an SGC, but currently did not have one, and so were not 

included in the study.  

9.2.6.2 Exclusion of SGCs in intermediate and primary schools 

The reasons for including only schools that had students in Years 9-13 were the same 

as those discussed in Stage One. Increased rates of depression are reported for young 

people aged thirteen and over, with the differential rate between boys and girls 

becoming more marked at this age (Fergusson et al., 1993; Ge et al., 1994; Hoffman 

et al., 2003). In New Zealand, Year 9 marks the start of secondary education, so SGCs 

working in primary or intermediate schools were not included.  

9.2.6.3 Schools that fitted the criteria 

All SGCs employed in either a full-time or a part-time capacity at schools with 

students in Years 9-13 were included, with no distinction made based on hours of 

work.  

9.3 Procedure  

As in Stage One, all initial contact was with school principals. No SGC was contacted 

directly. All principals were sent a large envelope, which contained a Participant 

Information Sheet (PIS) for principals (Appendix 7), a consent form (Appendix 8), 

and a stamped addressed envelope in which to return the consent form to me at the 
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Department of Psychological Medicine. There were also smaller envelopes 

individually addressed to all SGCs employed at their school. If, after reading the PIS, 

a principal agreed to the counsellor/s from that school being contacted, then the 

envelopes could be passed on to the SGCs. Each SGC envelope contained the PIS for 

School Guidance Counsellors (Appendix 9), the questionnaire (Appendix 6) and 

demographic information form (Appendix 5) and a return stamped addressed 

envelope. There were no consent forms for SGCs, as completion of the questionnaire 

was deemed to mean consent to participate in the research. The questionnaires were 

anonymous.  

9.3.1 Contacting schools 

In all, 362 schools (employing 470 SGCs) were contacted by post in late October 

2005. A breakdown into the appropriate school local authority region was made using 

information from the Te Kete Ipurangi (TKI) website (Ministry of Education, 2000c). 

The number of schools contacted in each region was as follows: Auckland (85), 

Canterbury (50), Waikato (39), Wellington (39), Otago (26), Manawatu-Wanganui 

(24), Northland (19), Bay of Plenty (17), Hawkes Bay (17), Southland (13), Taranaki 

(12), Nelson-Marlborough (11), West Coast (6) and Gisborne (4). 

9.3.2 Principals’ consent forms returned 

Consent forms were received in November 2005 from 180 school principals (50%) 

and six principals informed me that they did not give their consent (2%). There was a 

geographical spread, from Northland to Southland, of schools willing to participate, 

but considerable variation in regional participation. I am confident that there was a 

wide range of schools, urban and rural, from all over New Zealand that took part.  

Table 9.1 Questionnaires sent out in October 2005, showing breakdown by regions 

                                                                                                                     
Region 

Number of 
Schools contacted 
(N=362) 

Principal’s 
Consent 
Forms 
returned 

Percentage 
of Consent 
Forms 
returned 

Principal’s 
Consent 
refused 

Number of 
questionnaires 
sent to SGCs 

Northland 19 6 33%  25 

Auckland 85 44 52% 1 127 

Waikato 39 22 56% 2 47 

Bay of Plenty 17 8 47% 1 26 

Manawatu-Wanganui 24 9 37%  29 

Taranaki 12 9 75%  15 

Gisborne 4 2 50%  5 

Hawkes Bay 17 7 41%  19 

Wellington 39 16 41%  44 



 

163 

 

Nelson-Marlborough 11 7 64%  13 

West Coast 6 4 67%  6 

Canterbury 50 23 46% 1 69 

Otago 26 14 54%  28 

Southland 13 9 69%  17 

Total 362 180 50% 6    470 

 

9.3.3 Schools with no current SGCs 

After the questionnaires had been sent out, information was received from fifteen 

schools informing me either that there was no SGC currently working there, or that 

there was one fewer SGC employed than the number of questionnaires received. 

These schools were in various areas of New Zealand but not all informants identified 

their school. Therefore, the total number of SGCs eligible to participate in Stage Two 

was reduced to 455. This was the total sample size. 

9.3.4 Thanks and reminder 

As the questionnaires were anonymous, it was not possible to know which counsellors 

had completed and returned the questionnaires and which had not. In order to ensure 

the maximum return possible, a combined thank you and reminder was sent out 

towards the end of November 2005. Once again, as direct contact with the school 

counsellors may have breached the ethical requirements, an e-mail was sent to the 

office or administrator of each eligible school. This was to be forwarded to the SGCs. 

I thanked those who had taken the time and effort to complete and return their 

questionnaires. I also said clearly that even though the school year was ending, there 

was still time to return the questionnaire and I would be grateful to those who did this. 

I hoped this thank-you and gentle reminder would encourage a few more SGCs to 

participate.  

9.3.5 Return of questionnaires 

All return envelopes were stamped and addressed to me at the Department of 

Psychological Medicine. In total 240 questionnaires (53%) were returned. The 

majority of these were sent back during November or early December 2005, but a few 

were returned in February 2006. This delay did not cause any methodological 

problems.  
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Table 9.2 Questionnaires completed and returned 

Total Sent Total of SGCs employed Total Returned Percentage 

470 455 240 53% 

9.4 Analysis of Questionnaire  

I entered all data on to computer using SPSS 13.0 for Windows (Apache Software 

Foundation, 2004). I verified accuracy of data entry by carefully rechecking data for 

every SGC before any analysis was carried out. In addition, an undergraduate student 

checked the data entry. I corrected the few discrepancies that were found during this 

additional check. Descriptive statistics were generated. The detailed results of the data 

analysis will be reported in the next chapter.  

9.4.1 Demographic information 

The demographic information requested was identical to that obtained from 

participants in the qualitative study. For each of the five questions, SGCs were asked 

to indicate which option applied to them. This information was analysed to accurately 

describe this sample of SGCs at the end of 2005. Two hundred and thirty-eight SGCs 

returned the demographic information page. A few of these were incomplete.  

9.4.2 Gender of SGCs 

Of the 238 respondents, 84 were male (35%) and 154 female (64%).  

9.4.3 Age-groups of SGCs 

SGCs were asked into which of five age groups they fitted. (These age groups were: 

up to 29 years, 30-39 years, 40-49 years, 50-59 years and over 60 years). Two 

hundred and thirty-seven answered this question, with 124 SGCs (52%) indicating 

they were between 50 and 59 years, 58 were between 40 and 49 years, 31 were over 

60 years, and 22 were between 30 and 39 years, while only two were under 30 years 

old. This was a strikingly similar distribution to the results from the 2004 study. (See 

Table 9.3). Sixty-five percent of the SGCs in both stages were over 50 years of age.   
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Table 9.3 Age groups of SGCs in Stages One and Two 

Age Group Focus Groups (N=52) Percentage Questionnaire (N=240) Percentage 

<29 0 0% 2 1% 

30-39 3 6% 22 9% 

40-49 15 29% 58 24% 

50-59 27 52% 124 52% 

60+ 7 13% 31 13% 

Total 52 100% 237 99% 

 

9.4.4 Gender and age-group analysis of SGCs 

While males made up just over one-third of the total sample in Stage Two, two-thirds 

of male SGCs were aged 50-59, whereas only 44% of women were in this age range. 

However with 78% of male SGCs being over 50 it may be of concern in the future as 

these men reach retirement age. Unless there is an increase in the number of younger 

men who wish to become SGCs, guidance counselling may become even more a 

female-dominated career, meaning many young men would not be able to meet with a 

male SGC. Only 4% of male SGCs were under 40, compared to 14% of female SGCs. 

Figure 9.1 below illustrates this distribution of age and gender. 

Figure 9.1 Age groups and gender of SGCs in Stage Two 

 

9.4.5 Ethnicity of SGCs 

SGCs were asked to indicate the ethnic group(s) with which they identified. This 

question was answered by 236 SGCs (Table 9.4). All ethnic identifications additional 

to the nine listed on the demographic form, (for example, European/Māori), were 

added as further categories during analysis, so that no information was lost. New 

Zealand European with 189 (79%) was by far the largest group, then Other European 

(19), European/Māori (12), Māori (3), European/Tongan/Samoan/Cook Island (2) and 
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Tongan/European (2). Three identified as Other (not further specified). The remaining 

categories were Tongan, Samoan/European, Indian, Australian, South African and 

New Zealand, each with one respondent. In total, there were fifteen (6%) SGCs who 

identified as Māori or European/Māori. Membership records for the NZAC for 2005 

indicated that only eight counsellors (0.3%) of the total membership of NZAC 

identified as Māori (P. Marshall, personal communication, October 6, 2005). Three 

percent of SGCs identified in any way with Pacific Nations.    

Table 9.4 Ethnicity of SGCs 

Ethnicity Frequency (N=236) Percentage 

NZ European 189 79% 

Other European 19 8% 

European/Māori  12 5% 

Māori  3 1% 

European/Tongan/Samoan/C.I. 2 1% 

Tongan/European 2 1% 

Tongan 1 0.4% 

Samoan/European 1 0.4% 

Indian 1 0.4% 

Australian 1 0.4% 

South African 1 0.4% 

New Zealander 1 0.4% 

Other (unspecified) 3 1% 

Total 236 98% 

 

9.4.6 Formal qualifications in counselling 

Two hundred and thirty-five SGCs answered this question. When an SGC listed 

several qualifications held, only the highest counselling qualification was considered. 

Results ranged from fifteen SGCs (6%) who stated they had no formal qualifications, 

(although five recently appointed were studying towards a qualification), to two SGCs 

who had attained a PhD. The largest group (94) held Master’s degrees, 82 held post-

graduate certificate or diploma qualifications, 21 had diplomas in counselling, twelve 

held a Bachelor’s degree, five had certificates in counselling, while four had other 

qualifications (e.g. clinical or educational psychology). In all 75% of SGCs had post-

graduate qualifications in counselling, while only 4% had no qualifications and were 

not currently studying for these. SGCs are a well-qualified profession, although this 

was not always recognised by CAMHS services. This will be discussed later.  



 

167 

 

Table 9.5 Formal qualifications in counselling 

Level of Qualification Frequency (N=235) Percentage 

Masters 94 39% 

Post-grad. certificate/diploma 82 34% 

Diploma 21 9% 

Bachelor degree 12 5% 

No formal qualifications 10 4% 

Certificate 5 2% 

Currently studying cert/diploma 5 2% 

Other 4 2% 

PhD 2 1% 

Total 235 98% 

9.4.7 Length of time working as an SGC 

Two hundred and thirty-six SGCs replied to the question about how long they had 

worked as a SGC. The population appeared to be a stable one, as 40% indicated over 

ten years of employment as an SGC. In fact, 68 had been SGCs for 11-20 years, 52 

for 6-10 years and 57 for 2-5 years. Only 33 had been SGCs for less than two years 

while at the other end of the range, 26 had been in the job for over 20 years.  

Table 9.6 Length of time working as SGC 

 

 

  
 

9.4.8 Analysis of years as SGC and counselling qualifications 

Five new SGCs indicated that they were studying towards qualifications in 

counselling. Four others had no formal qualifications, while the remainder of this 

group of new SGCs had qualifications ranging from diploma to Master’s level. There 

was a spread of qualifications. Some very experienced SGCs indicated they were 

undertaking further studies but only those studying for initial qualifications are 

included here.  

Years as SGC Frequency (N= 236) Percentage 

< 2 33 14% 

2-5 57 24% 

6-10 52 22% 

11-20 68 28% 

20 + 26 11% 

Total 236 99% 
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Table 9.7 Years working as SGC and counselling qualifications 

 

9.5 Summary 

A nationwide questionnaire survey was undertaken in 2005. The methodology of this 

process has been described here. One hundred and eighty school principals returned 

consent forms and two hundred and forty SGCs completed questionnaires. 

Anonymous demographic information was collected to enable this group to be 

accurately described. A typical SGC was likely to be a NZ European woman, over 50 

years of age, with a Masters’ degree in counselling, who had been working as an SGC 

for over ten years. Results and analysis of the questionnaires data will be reported in 

the next chapter.  

Qualifications < 2 years 2-5 years 6-10 years 11-20 years 20+ years 

No formal qualification  4 3 2 1 - 

Certificate - 2 2 1 - 

Diploma 5 7 1 6 2 

Bachelor degree 4 3 3 2 - 

P.G. cert./diploma  6 19 11 29 17 

Masters 9 22 29 29 5 

Other - 1 3 - - 

Study for cert/diploma 5 - - - - 

PhD - - 1 - 1 

Total (N=236) 33 (14%) 57 (24%) 52 (22%) 68 (29%) 26 (11%) 
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Chapter 10  

Questionnaire Results: Identification, Assessment, and 
Working with Depressed Adolescents, Referrals, CAMHS 

and Training Needs of SGCs 

The questionnaire sent nationwide to SGCs is found in Appendix 6. The responses were 

analysed using SPSS (Apache Software Foundation, 2004). Descriptive results of the 

responses of 240 SGCs are presented in this chapter. All percentages are rounded to the 

nearest whole number, with 0.5% rounded up unless otherwise indicated.  

10.1 Section A: Identification and assessment of depression  

The first question asked about identification of adolescent depression.  

How do you identify an adolescent who is depressed? (Please indicate all those that 

apply  

 

Physical signs     What they say  

Sadness or tearfulness   Changes in behaviour 

Other ways 

Results overwhelmingly showed that the vast majority of SGCs used several indicators to 

identify depression (Mean number of responses = 4.25). The largest group, 226 (94%) 

indicated that they identified depressed adolescents by what they said, 224 mentioned changes 

in behaviour, and 216 used sadness or tearfulness. Two hundred and eight indicated physical 

signs as an indicator while 147 identified depression in another way. This response was 

usually not further elaborated, but there were some comments given indicating SGCs meant 

referrals or concerns from staff, parents and friends.  

Table 10.1 Ways that SGCs identify adolescent depression 

 

 

Identification by: Frequency (N=240) Percentage 

What they say 226 94% 

Behaviour Changes 224 93% 

Sadness or tearfulness 216 90% 

Physical Signs 208 87% 

Other ways 147 61% 
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10.2 Assessment of depression 

10.2.1 Assessment tools 

Information from the qualitative data had suggested that few SGCs used particular tools to 

assess depression apart from “that green book” (Mental Health Foundation, 1997). This was 

followed up in the questionnaire by asking SGCs: 

Do you use particular tools/checklists/inventories for assessing adolescent depression? 
If yes, please list what you use:  

One hundred and fifty-three SGCs reported that they used a tool, checklist or inventory. In 

addition a further twelve reported that they sometimes used or had previously used tools, 

making a total of 165. Seventy-five stated that they did not use such a method. 

10.2.2 Frequently used tools 

There were 204 responses to this question as many of the 153 SGCs who replied listed more 

than one tool, thus the total percentage is more than 100%. The most frequently named was 

the Beck Depression Inventory mentioned by 41 SGCs (Beck et al., 1961). Thirty-five 

responses mentioned using a checklist from MHF (Mental Health Foundation, 1997) while 

twenty-two used the Ministry of Education suicide checklist (National Health Committee, 

1998). Twenty-two SGCs used the DSM III-R (American Psychiatric Association, 1987) or 

DSM-IV (American Psychiatric Association, 1994) while fourteen mentioned the Center for 

Epidemiologic Studies Depression Scale (Radloff, 1977) and eight reported using HEADSS 

(Goldenring & Cohen, 1988). Four used the Children's Depression Inventory (Kovacs, 1985).  

Many inventories were mentioned by only one or two SGCs: the Goldberg Depression Scale 

(Goldberg, Bridges, Duncan-Jones, & Grayson, 1988), Guidelines for the treatment and 

management of depression by primary healthcare professionals (National Health Committee, 

1996), the Hamilton Depression Rating Scale (Hamilton, 1960), the Hospital Anxiety and 

Depression Inventory (Zigmond & Snaith, 1983), the Reynolds Adolescent Depression Scale 

(Reynolds, 1988), Stop the Bus (Deuschle, Burreson, & Bramlett-Jackson, 2000) and Te Kete 

Whairoa (Durie, 1998). These inventories as well as unnamed CAMHS or suicide checklists 

are grouped together into the “Other” category in Table 10.2, which also covered individual 

tools. Of interest is that the second largest number of SGCs (34) reported using “my own” 

checklist/tool and not a standard one. It would seem that the assessment of adolescent 

depression is carried out in very different ways by SGCs. 
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Table 10.2 Main assessment tools used by SGCs 

Name of Tool Frequency (N=153) Percentage 

BDI 39 25% 

“My own” 34 22% 

MHF 24 16% 

MoE “YPARS” checklist 22 14% 

DSM 16 10% 

CES-D 12 8% 

HEADSS 8 5% 

CDI 3 2% 

Other 56 37% 

Total 214  

 

10.2.3 Useful tools 

SGCs were asked about the tools they reported using. There were 158 responses to this 

question although in the previous question only 153 had reported using tools.  

How useful is this?  

Sixty-nine SGCs indicated the tool was very useful, 58 said it was useful, 29 found it quite 

useful while only two reported it was not very useful. All but one percent of the SGCs who 

used an assessment tool found it to be of benefit. 

Table 10.3 Was the assessment tool useful? 

How useful? Frequency (N=158) Percentage 

Very useful 69 29% 

Useful 58 24% 

Quite useful 29 12% 

Not very useful 2 1% 

Total 158 66% 

10.2.4 Which tools are most useful? 

An analysis was carried out to determine which tools were perceived as being the most useful. 

The results are presented in Table 10.4 below.  

Table 10.4 Usefulness of tools 

Name of Tool Very Useful Useful Quite useful Not very useful Info. missing Total 

“My own” 18 6 6 0 4 34 

Other 17 21 9 1 8 56 

BDI 13 19 7 0 0 39 

MHF 12 9 3 0 0 24 

MoE YPARS 8 9 4 0 1 22 

DSM 7 5 3 1 0 16 

CES-D 4 4 4 0 0 12 

HEADSS 2 5 1 0 0 8 

CDI 1 1 1 0 0 3 

Total 82 79 38 2 13 214 
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10.2.5 Beliefs about Māori adolescents 

To gain information about beliefs and knowledge about Māori rangatahi and their mental 

health needs, SGCs were asked about differences between Māori and other adolescents. 

With respect to depression, do you notice any differences between Māori and non-

Māori adolescents? 

Two hundred and twenty-four SGCs (94%) answered this question, with an almost even split 

between 93 who indicated there were differences and 91 who reported no differences. 

Including the twelve who replied “possibly”, gives 105 SGCs believing there might be a 

difference. This indicated a wide measure of disagreement and will be discussed later. It was 

of note that twenty-six SGCs said they were unable to answer this question, as there were so 

few Māori students at their school, while two SGCs worked only with Māori students.  

Table 10.5 Are there differences between Māori and non-Māori? 

Answer Frequency (N=224)  Percentage 

Yes 93 39% 

No 91 38% 

Too few to comment 26 11% 

Possibly 12 5% 

Only work with Māori  2 1% 

Total 224 94% 

10.2.6 What are these differences? 

If an SGC reported differences they were asked to list what these were. These results were 

analysed and similar responses grouped together. Some SGCs gave two differences so there 

was a total of 186 responses from 113 SGCs. The difference mentioned by most SGCs was 

reluctance to come to counselling and being “less present” (32). The next four highest 

responses were involvement of the whānau (31), more anger shown (29), talking less (23) and 

being more spiritual (14). Less frequent responses are indicated in Table 10.6 below.  

Table 10.6 Differences reported between Māori and non-Māori  

Differences Frequency (N=113) Percentage 

Reluctant /less present 32 13% 

Whānau involvement  31 13% 

More anger 29 12% 

Less talkative 23 10% 

More spiritual nature 14 6% 

Stigma 12 5% 

More open emotions/affect 12 5% 

More complex/deep 8 3% 

Different presentation 7 3% 

Very individual 7 3% 

Educational problems 5 2% 

Lower depression incidence 4 2% 

Others  2 1% 

Total 186 78% 
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10.2.7 Summary of Section A results 

SGCs use a variety of assessment tools, but most frequently, they reported using “my own”, 

or unnamed inventories or checklists. The majority did not consistently use a well-known 

depression inventory validated for use with adolescents. Considerable information was given 

about how SGCs perceived differences between Māori and non-Māori young people around 

depression. There were differing views about whether or not differences existed and a wide 

range of reported differences, indicating there was uncertainty in this area. 

10.3 Section B: Working with depressed adolescents 

Section B of the questionnaire was concerned with some practical issues of the work of SGCs 

with depressed adolescents. These included the length of meeting, supervision, cover during 

school holidays, barriers to access, as well as how SGCs actually worked therapeutically with 

depressed young people.       

10.3.1 Frequency of meeting  

How often would you meet with an adolescent who is depressed? 

Daily  2-3 times a week  weekly  fortnightly 

monthly less frequently  never 

There were 239 SGCs who replied to this question, with 102 SGCs giving two responses, in 

total 341 responses. Ninety-three counsellors met weekly with these young people, while 92 

would generally meet two to three times a week. As 75 responded “as often as needed”, I 

created a new response category. Fifty-two (22%) reported meeting daily. However, as the 

questionnaire did not ask about the length of each meeting, I was not able to distinguish 

therapy sessions from a much briefer catch-up or maintenance session. Thirteen SGCs would 

meet with a depressed adolescent only fortnightly, eight met monthly and six less frequently 

than that. Two SGCs reported they would always refer a depressed adolescent immediately.  

Table 10.7 Frequency of meeting with depressed adolescents 

How often meeting Frequency (N=239) Percentage 

Weekly 93 39% 

2-3 times a week 92 38% 

As needed 75 31% 

Daily 52 22% 

Fortnightly 13 5% 

Monthly 8 3% 

Less than monthly  6 3% 

Never 2 1% 

Total 341  
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10.3.2 How long do SGCs meet with depressed adolescents? 

Over what length of time do you generally see them? 

This question was of interest as research indicates that for many depressed adolescents there 

can be significant improvement after four to six sessions with CBT (Lewinsohn et al., 1990). 

If they do not appear to be making progress then a referral may be indicated. For many SGCs, 

the maintenance phase could be lengthy but again this was not identifiable from the 

questionnaire results. Ninety-nine percent of SGCs (238) replied to this question. 

The largest response, from 85 SGCs, indicated that they would continue seeing a young 

person as long as needed, so I added this as a new category. Sixty-two would see an 

adolescent for between two and three months, twenty-six would see them for up to one month, 

and four for only one week. At the other end of the scale, thirty-one would continue to see 

adolescents for up to six months, twenty-four for up to one year and six for longer. One SGC 

commented she had met with some students for up to five years.   

Table 10.8 Length of time SGCs meet with depressed adolescents 

Period of meeting  Frequency (N=238) Percentage 

It depends/as needed 85 35% 

2-3 months 62 26% 

Up to 6 months 31 13% 

A month 26 11% 

Up to a year 24 10% 

Longer than a year 6 3% 

A week 4 2% 

Total 238 100% 

 

10.3.3 Specific supervision for depression 

What supervision do you receive to help with depressed clients? 

Responses to this question were given by 230 SGCs (96%). As my interest was to ascertain 

the level of mental health input for SGCs, responses were analysed as follows:  

1) Regular supervision. This followed NZAC guidelines (New Zealand Association of 

Counsellors, 2002), was with a counsellor or psychotherapist but with no mention given of 

any supervision or consultation with mental health clinicians. Sixty-one percent of SGCs 

(147) were in this category.    

2) Child and Adolescent Mental Health Services (CAMHS). Twenty-one SGCs (9%) had 

regular supervision from a CAMHS clinician or a psychologist in private practice. 
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3) Combination of 1 and 2. Forty-seven SGCs (20%) indicated that alongside their regular 

supervision they had additional input around adolescent depression (either regular supervision 

or consultation as needed) from a mental health clinician.  

4) Other: Six SGCs gave responses that fitted into this category. These were consultation 

with a local G.P. or school doctor, being part of a “team” and supervision from a CBT 

practitioner.  

5) Very little/none. Nine SGCs (4%) indicated that they received very little or no 

supervision. Some mentioned that they were trying to change this situation.   

Table 10.9 Supervision received around adolescent depression 

Category Frequency (N=230) Percentage 

Regular 147 61% 

Reg. & CAMHS 47 20% 

CAMHS 21 9% 

Very little/none 9 4% 

Other 6 3% 

Total 230 97% 

 

In summary, less than 30% of SGCs reported receiving supervision or consultation from a 

mental health clinician to help in their work with depressed adolescents. Cost, availability and 

lack of willingness of schools to release them for this additional supervision were mentioned 

as barriers. 

10.3.4 Cover over school holidays 

What provision do you make for cover over school holidays? 

Cell-phone contact for emergencies 

Local counselling agencies 

CAMHS (Child and Adolescent Mental Health Services) 

Other (please specify) 

None 

I asked this question to determine how SGCs tried to ensure depressed clients would receive 

appropriate help during school holidays. The New Zealand school year has four terms, with 

three holidays of two weeks (between terms) and several weeks over the summer. It is these 

lengthy summer holidays that can cause problems when an adolescent does not attend school 

and meet with the SGC.  

There were five initial choices given. However, analysis of answers in the “other” category 

indicated that some additional categories should be developed. All SGCs replied to this 

question, with most giving at least two responses, making a total of 597. The main cover for 
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school holidays for 168 SGCs came from CAMHS. One hundred and thirty-one mentioned 

local counselling agencies while 118 SGCs gave their phone numbers. Almost a quarter of 

SGCs involved the adolescent’s family, and 32 suggested Help Lines. Less frequent replies 

included GPs, crisis teams, Māori services and support groups. Some individuals mentioned 

CYFS, private psychiatrists and psychologists, pastor or school nurse. Fourteen SGCs 

mentioned contact by e-mail, through the school or would phone the student. Eleven relied on 

drawing up a plan.  Only five SGCs reported no provision for holiday cover.  

Table 10.10 Summary of provision during school holidays 

Holiday Cover Frequency (N=240) Percentage 

CAMHS 168 70% 

Counselling agencies 131 55% 

SGC’s cell /home phone 118 42% 

Family 58 24% 

Youthline/Lifeline/Kidsline 32 13% 

GP 20 8% 

Crisis team information 19 8% 

Other agencies/groups  16 7% 

Other contact with SGC 14 6% 

A plan/contract drawn up 11 5% 

Other individuals 5 2% 

No cover  5 2% 

Total 597  

 

10.3.5 Barriers to accessing School Guidance Counsellors  

Do adolescents experience barriers in accessing School Guidance Counsellors 

(SGCs)?       Yes/No 

Out of 238 responses to this final question in Section B, 135 SGCs answered yes. As a 

considerable number (50) replied “sometimes”, “it depends” or “not sure” this became 

another category. In total, over three-quarters of SGCs believed that there were access 

barriers. The remaining 22% believed that there were no access barriers.  

Table 10.11 Are there barriers in accessing SGCs? 

Response Frequency (N=238) Percentage 

Yes 135 56% 

No 53 22% 

Sometimes/depends/unsure 50 21% 

Total 238 99% 

A follow-up question was asked about these barriers.  

If Yes, what would these barriers be? 

Language    Culture 

Gender    Lack of understanding of counselling 

Difficult issues   Other (Please specify) 

SGCs gave 525 responses about what barriers they believed existed. A further fourteen 

indicated that sometimes or maybe there might be a particular barrier. In view of such a small 
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number these were combined with the “Yes” responses, a total of 539. Three other responses 

that were frequently mentioned, (time pressure on SGCs, confidentiality issues and 

stigma/embarrassment) became new categories. The largest barrier was considered to be lack 

of understanding of counselling, mentioned by just over half the SGCs (126). Next was 

culture (84), stigma/embarrassment around mental health issues (67), gender (61), language 

concerns (53), difficult issues (45), time and pressure of work for SGCs (31), while twenty-

five indicated barriers around confidentiality.  

Table 10.12 What are these barriers? 

Barrier Frequency (N=238) Percentage 

Lack of understanding  126 53% 

Culture 84 35% 

Stigma/embarrassment 67 28% 

Gender 61 26% 

Language 53 22% 

Difficult issues 45 19% 

SGC time constraints 31 13% 

Confidentiality issues 25 10% 

Others 47 20% 

Total 539  

The 47 responses in the “Other” category covered a wide range of possible barriers each 

mentioned by a few SGCs. These included individual barriers to help-seeking, institutional 

issues and school systems, staff reluctance to allow students to leave class, family resistance, 

societal values and attitudes, negative peer pressure, lack of trust in SGCs, dual role of 

counsellor/teacher, and that teachers lack the knowledge to refer.   

10.3.6 Approaches to working with depressed adolescents 

Analysis of qualitative results had given relatively little information about how SGCs actually 

worked with depressed adolescents. The questionnaire sought to ask directly about the various 

approaches used. 

What ways do you work with depressed adolescents?  

(Please indicate all that apply) 

 

Talking             Interactive ways 

Use of props (stones, marbles, photos etc)        Activities or “homework” to do 

Psychosocial education re eating/exercise etc   Giving advice 

Encouraging young people to write things         Involving family/friends 

Ideas around coping with stress and self-care   Other ways (Please specify) 

All SGCs replied to this question, giving in total 1586 responses. The mean number of 

responses given was 6.61. Information from the “Other” responses warranted the addition of 

two further categories, CBT and narrative therapy. Some answers given as “other ways” such 

as building support systems, Interactive Drawing Therapy (IDT) or psychodrama fitted into 



 

178 

 

already existing categories. Twenty-one SGCs mentioned referrals to GPs, school doctors or 

CAMHS. There were 62 other responses about particular methods, generally mentioned by no 

more than two SGCs. These included: Neuro Linguistic Programming (NLP), Transactional 

Analysis, hypno-counselling, acupuncture, herbal medicine, energy psychology, the Johari 

window, Gestalt, meditation, guided imagery and sand-tray work. Some SGCs gave additional 

information that they used certain ways “occasionally” or “if appropriate”. As this occurred 

only twenty-four times in 1586 responses (1.5%), these qualified responses were included 

with “Yes” replies.   

Talking was the most frequent way of working with depressed adolescents (228), closely 

followed by ideas around coping with stress and self-care (223), involving family and friends 

(211), writing (195), while 176 SGCs gave psychosocial education around eating and 

exercise. One hundred and forty-one used activities or “homework” and 127 used interactive 

ways, including IDT (Withers, 2006). Eighty-nine SGCs used props of some sort, while 71 

gave advice. Twenty-four mentioned using narrative methods while eighteen used CBT.  

Table 10.13 The main ways SGCs work with depressed adolescents 

Ways of Working  Frequency (N=240) Percentage 

Talking 228 95% 

Coping strategies 223 93% 

Family and friends 211 83% 

Writing 195 81% 

Psychosocial education 176 73% 

Activities/homework 141 59% 

Interactive ways  127 53% 

Using props 89 37% 

Advice 71 22% 

Narrative/externalisation 24 10% 

Referral on 21 9% 

CBT 18 8% 

Other therapeutic ways 62 26% 

Total 1586  

10.3.7 Summary of Section B results 

This section has investigated results from Section B of the questionnaire. Analysis of the data 

thus presented shows how SGCs work with depressed adolescents. Most would see these 

students at least weekly or as often as needed, over several weeks or even months. Less than 

30% received supervision on adolescent depression from a mental health clinician, with the 

majority receiving supervision from another counsellor. Almost all SGCs arranged cover for 

school holidays. Over three-quarters believed that there were at least some barriers for 

adolescents to access SGCs. Almost all SGCs talked about depression, offered coping 

strategies and involved family and friends in supporting the adolescent. SGCs mentioned 
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using a variety of psycho-educational and interactive ways of therapy, although less than 10% 

used CBT. 

10.4 Section C: Relationship with CAMHS and other services 

10.4.1 Referrals 

This section of the questionnaire investigated the relationship between SGCs and other 

services and agencies, in particular CAMHS. The first question asked: 

Who would you refer depressed adolescents on to? 

 

CAMHS (Mental Health Services)   Counselling Agencies 

GPs       Māori Services 

Other services (please specify) 

Two hundred and twenty-one SGCs (92%) reported referring depressed adolescents to 

CAMHS, while another four indicated they referred occasionally, making a total of 225 

(94%). Only fifteen reported that they did not refer to CAMHS. One hundred and ninety 

SGCs (80%) referred to GPs, 136 to counselling agencies (57%) and almost as many to Māori 

Services (132). Thirty-nine SGCs (16%) mentioned referrals to twenty-one different services 

or individuals. These included private psychologists, therapists, sexual abuse counsellors, 

psychiatrists, GSE and school psychologists, drug and alcohol services, youth workers, 

psychiatric emergency services/CATT (Community Assessment and Treatment Teams), 

parents and whānau. Other health services and agencies were also mentioned.  

Table 10.14 Who do SGCs refer to? 

Refer to:  Frequency (N=240) Percentage 

CAMHS 225 94% 

GPs 190 80% 

Agencies 136 57% 

Māori services  132 55% 

Other services 39 16% 

Total 722  

10.4.2 CAMHS criteria 

Information obtained in Stage One suggested that there was some uncertainty about criteria 

for referrals to CAMHS. The questionnaire asked directly about this.  

What criteria does your local CAMHS service have for accepting adolescents with 

depression? 

Two hundred and twenty-eight SGCs (95%) answered this question. Three main categories 

covered 60% of responses: severity of depression (69), suicidality or high risk of self-harm 

(45) and a combination of severity and suicidality (24). It was noted that nearly one-quarter 

were unsure of CAMHS criteria, sixteen believed that parental consent was the only criteria 
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and thirteen mentioned other criteria. Seven said that in their area referrals had to come from 

GPs and four believed there were no set criteria.    

Table 10.15 Criteria for referral to CAMHS 

Criteria Frequency (N=228) Percentage 

Severity of depression 69 30% 

Unsure 50 22% 

Suicidality/high risk self-harm 45 20% 

Severity & suicidality 24 10% 

Parental consent 16 7% 

Referral only from GP 7 3% 

None 4 2% 

Other 13 6% 

Total 228 100% 

10.4.3 Questions for determining referrals 

The third question in Section C asked further information about referral for depression: 

What questions would you ask a young person to determine if you might need to 

consider a CAMHS referral? 

I believe that six categories covered the main types of questions that are most important 

regarding effective screening and assessment of depression: hopelessness, sadness or low 

mood, suicidality/safety, eating, sleeping, and appropriate support. I grouped additional 

responses into the “Other” category.  

Table 10.16 Main questions asked to determine referral 

Category Frequency (N=240) Percentage 

Suicidality/safety 170 71% 

Sadness/mood 141 59% 

Support/management 113 47% 

Sleeping 58 24% 

Eating 54 23% 

Hopelessness 32 13% 

Other 156 65% 

Total 724  

10.4.3.1 Other questions asked by SGCs 

A detailed analysis of “Other” responses was undertaken because of the large number of 

responses, with 156 SGCs giving 195 responses in total. These were grouped into nine 

categories summarising the main themes. Forty-four SGCs (18%) asked questions about 

recent changes in functioning, behaviour or activities, while thirty-two asked about specific 

risk-taking behaviours such as drug and alcohol use and sexual activity, as well as abuse. 

Twenty-two asked about family history of previous depression, while eighteen asked about 

other symptoms such as concentration, motivation, irritability or anger. Wider mental health 

screening and physical health questions were each reported by eleven SGCs. Smaller numbers 

asked about change in academic functioning, how others viewed the situation and spiritual or 
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cultural aspects. Perhaps there was an element of ambiguity in the question, as 40 SGCs 

(17%) commented on questioning around the referral process itself. These included questions 

such as asking the adolescent if they were happy for a referral to be made to a specialist 

service. 

Table 10.17 Other questions SGCs asked 

Category Frequency (N=156) Percentage 

Changes in functioning  44 18% 

Referral process 40 17% 

Risk-taking behaviour 32 14% 

Depression history 22 9% 

Symptom screen 18 8% 

Mental health questions 11 5% 

Physical health 11 5% 

Academic functioning 10 4% 

Other 7 3% 

Total 195 82% 

10.4.4 Making good referrals to CAMHS 

What would help you to do this well? 

There were 183 responses to this question. Fifty-nine of these SGCs (32%) mentioned that 

they wanted a clear, structured assessment tool, while twenty-six (14%) felt that experience or 

practice was important. Twenty-three requested more training or knowledge, while almost the 

same number commented on the need for improved relationships with CAMHS. Six requested 

consultation around referrals, and eight were unsure. A further thirty-five mentioned 

individual matters while four did not specify.  

Table 10.18 What would help you do this well? 

Category Frequency (N=183) Percentage 

Clear criteria/asst. tool 59 32% 

Experience/practice 26 14% 

Training/knowledge 23 13% 

Relationships improved 22 12% 

Unsure 8 4% 

CAMHS consultation 6 3% 

Unspecific 4 2% 

Other 35 19% 

Total 183 100% 

10.5 The relationship between SGCs and CAMHS 

In view of the wealth of comments SGCs made in Stage One about CAMHS, the final two 

questions in Section C asked specifically about this relationship, both what was helpful and 

what could be improved.  
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10.5.1 What could be improved? 

How could the interface between SGCs and CAMHS services be improved? 

Of the 222 SGCs (93%) who responded to this question, 50 (22%) believed that their local 

CAMHS was already very good and no changes were needed. The most sought-after change, 

mentioned by 65 (29%) was improved communication between CAMHS and SGCs. Taken 

together with improved relationships, respect and understanding (28), and more collaborative 

ways of working (5), over 44% of responses concerned relationship issues. Some practical 

issues were also mentioned, such as less time from referral until appointment (18), more or 

different CAMHS staff (16), school visits (14), and ten SGCs wanted a Consultation Liaison 

Service. Responses given by fewer than five SGCs, such as different referral criteria and 

improved services for rural young people, were grouped together under “Other”.  

Table 10.19 Improvements wanted in the interface between CAMHS and SGCs 

Improvement Wanted Frequency (N=222) Percentage 

Better communication 65 29% 

Very good/nothing needed 50 22% 

Relationship/understanding 28 13% 

Less time to appointment 18 8% 

Different/more staff 16 7% 

School visits 14 6% 

Consult/liaison 10 4% 

Collaboration 5 2% 

Other 16 8% 

Total 222 100% 

10.5.2 Helpful aspects of CAMHS 

What is helpful about CAMHS services? 

The final question in Section C was designed to try to accurately discover which aspects of 

CAMHS services as existing in 2005 were most valued and appreciated.  Two hundred and 

twenty SGCs responded. The aspect most frequently mentioned (37%) was the expertise 

available in CAMHS. Together with the 22% who valued the service given to “our young 

people”, almost 60% of SGCs appreciated these aspects. Almost one-quarter mentioned 

consultation and collaboration. Sixteen mentioned good relationships and appreciation of the 

SGCs’ role. A further twelve SGCs gave a variety of other responses. Only eight SGCs 

reported that there was very little or nothing helpful about CAMHS.   
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Table 10.20 What do SGCs see as helpful about CAMHS services? 

Helpful Aspects Frequency (N= 220) Percentage 

Expertise 82 37% 

Service to young people 48 22% 

Consultation 27 12% 

Collaboration 27 12% 

Knowing staff/communication 12 5% 

Very little/nothing good  8 4% 

Understanding role of SGCs 4 2% 

Other 12 5% 

Total 220 100% 

10.5.3 Summary of Section C results 

Section C investigated the decisions SGCs made about referrals and the agencies to which 

they referred, in particular CAMHS. While most SGCs referred to CAMHS and there was 

uncertainty about assessment and criteria around referrals, they saw the relationship with 

CAMHS as having great importance. Information was given about what things were 

appreciated about CAMHS and what improvements would be welcomed. These will be 

discussed in Chapter Eleven. 

10.6 Section D: Analysis of training of SGCs 

As Stage Three of the research would develop and pilot training for SGCs about adolescent 

depression, Section D was specifically designed to ask SGCs about previous training and 

what future training they believed would be useful for them. These data were analysed in 

detail. Seven questions were asked (Appendix 6).  

10.6.1 Training received 

What specific training in the area of adolescent depression have you found to be 

useful in your work? 

Responses to this question were grouped into two parts: initial training in counselling and 

later training received.  

10.6.1.1 Initial training 

Only 49 SGCs (20%) indicated that their initial training was helpful for working with 

depressed adolescents. Massey University, which has a course designed for teachers who 

wished to train as SGCs, was mentioned by fifteen SGCs as being helpful. Other universities 

(Auckland, Waikato and Canterbury) were each mentioned by a few. Fourteen SGCs reported 

unspecified professional training or Master’s courses to have been useful. Five found 

psychotherapy training helpful and four found clinical psychology training beneficial. Three 



 

184 

 

SGCs mentioned in additional notes that their initial training was very superficial in this area 

and they had sought other training elsewhere to be adequately prepared for this work.   

10.6.1.2 What was useful in initial training? 

Only fourteen responses addressed this issue, with six mentioning specific papers on 

adolescent depression, four an “eclectic model” and two, general adolescent papers. Two 

reported a behavioural component of their training was helpful.   

10.6.1.3 Further training in adolescent depression 

Most SGCs reported receiving useful training around adolescent depression some time after 

their initial counselling training. One hundred and forty-six SGCs (61%) gave 217 responses 

about such training. Fifty found training from CAMHS and the Ministry of Health to be 

useful, forty-four mentioned CBT, and twenty-two found narrative training to be beneficial. 

Twenty-one benefited from MHF, SPINZ (Suicide Prevention Information New Zealand, 

2007), or HEADSS training, while twenty mentioned unspecified professional development. 

Fourteen SGCs mentioned individual trainers, ten mentioned IDT and art therapy, eight said 

university-level mental health papers, and Iwi providers helped five SGCs. A further twenty-

three SGCs mentioned having training from DSAC (Doctors for Sexual Abuse Care, 2006), 

SGC groups, NZAC, Mind Body techniques, Lifeline, NALAG (National Association for 

Loss and Grief, 2006), focusing training, alcohol and drug training and NLP (New Zealand 

Association of Neuro Linguistic Programming, 2007). Table 10.21 groups these providers 

into the nine main responses and “Others”.   

Table 10.21 Main post-initial training providers mentioned by SGCs 

Provider Frequency (N=146) Valid Percentage 

CAMHS/MoH 50 21% 

CBT 44 18% 

Narrative 22 9% 

MHS/SPINZ/HEADSS 21 9% 

Professional Development 20 8% 

Individuals 14 6% 

IDT/art therapy 10 4% 

University mh papers 8 3% 

Iwi/Māori  5 2% 

Others 23 10% 

Total 217  

10.6.1.4 Suicide Prevention Training 

Twelve percent of SGCs reported that suicide prevention workshops had been especially 

helpful in their work with depressed adolescents. The main provider mentioned was Mental 

Health Foundation (28). Massey University Suicide Prevention Project (Massey University, 
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2000), Lifeline, Living Works (Association for Counselling at Work, 2006), Ministry of 

Education, websites and individual trainers had each been helpful to a few SGCs.   

10.7 Specific training needs of SGCs  

What training would be useful for you about adolescent depression? 

Two hundred and twenty-five SGCs (94%) replied to this question. Although several of the 

SGCs were nearing retirement, only five said they did not want further training. They were 

not limited in the number of requests that could be made. Results are presented in Table 

10.22. 

Table 10.22 Numbers of SGCs requesting training 

SGC Numbers  One request Two requests Three requests Four requests 

Frequency (N=220) 90 31 58 41 

Percentage 41% 14% 26% 18% 

10.7.1 Training needs specified 

Information about recent research and effective treatment was by far the most popular request 

from 129 SGCs (57%). Other requests included identification and screening (54), “anything” 

(40), case histories and best practice (39), information about service providers and referrals 

(32), assessment (29), drugs and medical information (25), CBT (24), coping strategies for 

young people (22), information on causes of adolescent depression (20), Māori and cultural 

perspectives (13), crisis situations and risk (13), literature and resources (12), strategies for 

working with long-term depressed adolescents (12), information for parents and staff 

members (12), a holistic view of causes (12), learning through networking/groups (9), 

information via electronic means (8), checklists and inventories (7), and demonstrations and 

opportunity to practice (5). Other requests were mentioned by only one or two SGCs: 

engaging peers, narrative approaches, resiliency, IPT, creative means, information useful for 

health education, gender issues and confidentiality. These training needs were grouped into 

ten summary categories (Table 10.23). 
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 Table 10.23 Summary of training requests 

Type of Training Frequency (N= 220) Percentage 

Research/treatment/practice/cases 182 83% 

Identification/assessment 90 41% 

Information (literature & electronic) 70 32% 

Crisis/CAMHS/referrals 48 22% 

General/anything 40 18% 

Causes/ understanding/context  30 14% 

Drugs/medical information 25 11% 

CBT 24 11% 

Māori/cultural perspectives 13 6% 

Others  9 4% 

Total of requests 531  

 

10.7.1.1 CBT training 

As CBT is known to be particularly effective with young people suffering from mild-

moderate depression, (Hoagwood & Erwin, 1997; Lewinsohn et al., 1990; Phillips, Corcoran, 

& Grossman, 2003) data were analysed to see how often CBT was mentioned. Thirty-four 

SGCs had found CBT training useful, ten wanted to do some CBT training while fourteen had 

both done some CBT training and wished to do more.  

10.7.1.2 Narrative training 

In Stage One, eight SGCs (15%) mentioned that they used narrative therapy or techniques 

such as externalisation when working with depressed adolescents. Questionnaire data were 

therefore analysed to see how frequently these methods were reported. In Stage Two, twenty-

two SGCs (9%) mentioned narrative approaches. Nineteen had found such training useful; 

one wanted to do this training while two SGCs had done some training and wished for some 

more.   

10.8 Style and form of training requested by SGCs 

The question asked around training delivery was:  

What style and timing would be best?   

10.8.1 Style of training 

One hundred and eighteen SGCs specifically requested workshops or seminars, with 105 

giving further suggestions about preferred style of training. Responses were broken down into 

two parts, style and form of delivery. Sixty-eight SGCs commented on style of training. 

Forty-four wished training to be active, participatory and practical, sixteen wanted 

knowledgeable and competent clinicians as presenters, five were happy with any form of 

training while three preferred a more formal lecture or speaker. 



 

187 

 

Table 10.24 Style of delivery requested by SGCs 

Style Active and 

 practical 

Knowledgeable  

presenter 

Anything 

 on offer 

Lecture  

or speaker 

Total 

Frequency (N=68) 44 16 5 3 68 

Percentage 18% 7% 2% 1% 28% 

10.8.2 Form of delivery 

This question revealed how SGCs would like training delivered. Unfortunately, only thirty-

seven SGCs (15%) gave replies. The majority of these (19) requested that it be linked to 

professional development or in-service training, with credit for participation. Smaller numbers 

preferred delivery to be at regular SGC meetings (6), during counselling training (3), at 

NZAC/SGC conferences (2), at regional hui19 (2), given by CAMHS (2), or in post-graduate 

university papers (1). Two SGCs wanted training for the school community including other 

staff and parents. These results can be grouped into professional development (20), CAMHS 

in various settings (12) and that provided by counselling institutions and organisations (5). 

Table 10.25 Training providers requested 

Training requested through Frequency (N=37) Valid Percentage 

Professional development 20 54% 

CAMHS 12 32% 

Counselling organisations 5 14% 

Total 37 100% 

10.8.3 Length of training sessions 

Of the 87 replies, 46 (53%) wanted whole day sessions, twelve preferred half-days and the 

same number wanted training over one-two days. A further nine wished training to be 

“spread-out” so they could practice between sessions while some favoured two-three day 

training sessions, or requested “short” training without specifying the length.  

Table 10.26 Preferred length of training sessions 

Preferred length  Frequency (N=87) Valid Percentage 

1 day 46 53% 

½ day 12 14% 

1-2 days 12 14% 

Spread out 9 10% 

2-3 days 5 6% 

Short 3 3% 

Total 87 100% 

10.8.4 Preferred timing of training 

Fifty SGCs replied, indicating a preferred time. Some gave two responses, so 61 in all. Thirty-

six specifically mentioned term-time only, seven preferred the holidays, while six preferred 

                                                
19 meetings 
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out of school time, and three SGCs said anytime. However, as almost all SGCs later said their 

school would support training, I believe that the majority assumed that training would be 

offered during school terms.  

Table 10.27 Preferred time for training 

Preferred time of year Frequency (N=50) Valid Percentage 

Term-time only 36 72% 

Holidays 7 14% 

After school/evenings 4 8% 

Anytime 3 6% 

Weekends 2 4% 

Mornings 2 4% 

Not Friday 2 4% 

Other suggestions 5 10% 

Total replies 61  

 

10.8.5 Which term is preferable? 

As schools have some times of year that are more busy than others, I wanted to know if SGCs 

suggested particular terms as preferable for any planned training events. There was little 

information about this as only nineteen SGCs specifically mentioned terms. Eight preferred 

early in the year or Term One, five opted for Terms Two or Three, while six SGCs preferred 

Term Four or late in the year.   

10.8.6 Location for training 

Responses were given by 45 SGCs (19%) about location. It would seem that the majority of 

SGCs, living in the cities, are used to training being available locally, but travel 

considerations were important for those in rural schools. Thirty-three wanted training to be 

local (distance unspecified), while twelve SGCs were prepared to travel to the nearest large 

centre (mentioning up to two hours drive).  

10.9 Support from school for SGC training 

As discussed in Chapter Two, the role of the SGCs within the school system is changing, so 

the final question asked about support for SGC training. 

Would you get support from your school to attend training about adolescent 

depression? 

Although some of the previous questions in this section had not been answered by many 

SGCs, this question was answered by 228 SGCs (95%). The overwhelming majority of 201 

(84%) were sure that their school would support their training, while a further eight SGCs 

(3%) indicated partial support. Nine (4%) mentioned that there would be support if training 

were free or at low cost. Only ten (4%) stated that they believed support from their school 
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would not be forthcoming. Overall, 91% of SGCs would expect full or partial support to 

attend training. 

Table 10.28 Expected support from school for training 

Support Frequency (N=228) Percentage 

Yes 201 84% 

No 10 4% 

If no/low cost 9 4% 

Partial/unsure 8 3% 

Total 228 95% 

10.9.1 Additional comments about training needs 

I analysed 97 additional comments made by the SGCs around training, which provided 

considerable relevant information. These included emphasizing the need for practice both 

during training and between sessions, further mention of training costs, and suggestions that 

training be linked to professional development with accreditation for courses attended. Some 

SGCs much preferred training to be specific to their profession and not generic. Others 

commented on needing appropriate literature, seeing a role for CAMHS in training for the 

school community, electronic communication, time restraints around professional 

development as well as specific concerns for rural SGCs and agency involvement. Three 

SGCs commented at length that their initial training was very superficial about adolescent 

depression. One SGC suggested involving consumers in training, while a few mentioned that 

they believed working with depressed adolescents was not part of the role of an SGC.    

Table 10.29 Additional comments about training 

Comments Frequency (N= 97) Valid Percentage 

Practice possible 27 28% 

Cost is factor 14 14% 

Prof. Dev./credit 9 9% 

Relevant to SGCs/schools  9 9% 

Literature wanted 7 7% 

Electronic courses 5 5% 

Time restraints/limited PD 5 5% 

Range of agencies present 4 4% 

Smaller centres/travel times  4 4% 

Initial training superficial 3 3% 

Not SGC 3 3% 

Consumer involvement 2 3% 

CAMHS/YSS helpful 2 3% 

Whole school community  2 3% 

Not SGC’s job 1 1% 

Total 97 100% 
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10.9.2 Other comments from SGCs 

About twenty SGCs wrote brief notes on their questionnaires indicating that they were glad of 

the opportunity to participate and believed the research was valuable. Some examples are 

given below.  

Thanks for doing this research Barbara. I would be happy to collaborate on any 
ideas you have. (04) 

All the best. What an interesting study! (33) 

Cheers Barbara, you are doing a great job. (76) 

Best of Wishes, happy to help in any way. (199) 

Some SGCs were more specific and mentioned that this was an important area for their 

profession.  

Best of luck with your research Barbara. I believe this is an area that is far more 
common than is generally realised/recognised. (16) 

Good on you Barbara. This is long overdue. Counsellors shoulder huge 
responsibility in this area. (181) 

Some others asked specifically about the findings and sent their cards, and other contact 

details.  

I look forward to reading your work. (101) 

Thank you! I’d like to hear about your findings. (119) 

SGCs appeared to have found the research itself to be of interest, and believed it would be of 

potential benefit to them.   

10.9.3 Summary of Section D results 

This section has reported detailed analysis of training received and requested by New Zealand 

SGCs in the area of adolescent depression. Only twenty percent of SGCs felt that their initial 

counselling training was useful for the work they did with depressed adolescents. Many stated 

that they had received helpful training at a later date, in particular from CAMHS and CBT 

trainers. Ninety-two percent of respondents expressed a desire for further training in this area, 

in particular for strategies and ways to work with depressed adolescents, based on sound 

recent research and presented by “competent clinicians”. One day training workshops which 

were active and encouraged participation, and which were held locally during term time 

would appear to meet the needs of this group. Over ninety percent of SGCs believed that their 

schools would support their attendance at further training. 
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10.10 Māori rangatahi 

Results from the qualitative and quantitative stages indicated that there were different views 

about how SGCs perceived Māori and non-Māori students. While this has been reported in 

Chapter 6 (6.7.1.1) and earlier in this chapter (10.2.5) it is important to consider these results 

together.  

Focus group discussions about whether Māori were under-represented in SGCs' offices 

elicited a variety of different answers. These seemed to depend on the area of Auckland and 

the decile of the school. However many SGCs believed that Māori students, especially boys, 

tended to externalise their depression and were over-represented in the discipline statistics. 

Some SGCs felt there were differences between Māori and non-Māori but were unable to be 

specific. Whānau was considered very important for rangatahi, with acknowledgement of 

traditional ways of healing, and spirituality. There were many ideas of ways to best help 

young Māori, but increasingly there appeared to be more opportunities at schools to support 

rangatahi outside of the guidance department. New programmes, more Māori staff and links 

with local marae and mentoring were all initiatives that were reported as being effective.   

The questionnaire gave an opportunity to gain more information about SGCs' beliefs about 

depression among Māori adolescents. Results suggested that there was considerable confusion 

and uncertainty among SGCs about whether young Māori did present differently from non-

Māori adolescents. There was a wide range of reported differences. It would seem that there 

was a need for accurate information to be available for SGCs around this whole issue. Very 

few SGCs identified as Māori, so non-Māori counsellors will therefore be working with 

rangatahi. How can this best happen?  

To further my understanding around this and the role of SGCs with depressed young Māori, I 

gathered supplementary information from interviews with three key informants. I met with 

Belinda Borrell (Ngati Ranginui, Ngai te Rangi, Whakatohea), researcher at Te Ropu 

Whariki, Massey University, (B. Borrell, personal communication, May 15, 2006), Dr 

Hinemoa Elder (Te Aupouri, Ngati Kuti, Te Rarawa, Ngapuhi), Child and Adolescent 

Psychiatrist (H. Elder, personal communication, June 20, 2006) and Rawiri Wharemate 

(Ngapuhi, Ngati Porou, Tainui, Ngati Pukenga), kaumātua at the Werry Centre and project 

manager at Te Rau Matatini (R. Wharemate, personal communication, May 30, 2006). Each 

informant emphasised that Māori adolescents are not a single group, but come from differing 

backgrounds with different degrees of cultural identity, socio-economic status and available 

resources. Borrell suggested that young Māori appeared to show a decrease in their sense of 
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ownership in schools, and often felt alienated by the dominant culture. She believed that 

rangatahi in whānau units were generally well supported by the community. She suggested 

that some young Māori might have a perception of SGCs as being careers specialists, and so 

not often go to see them.  

All three mentioned that while the situation was changing, many school environments were 

not places where rangatahi were appreciated or their culture valued. In these circumstances 

often the best way for SGCs to work with Māori young people was to advocate for them 

within the school system. This could include seeking support from whānau and hapu, 

contacting local kaumātua and kuia as well as endorsing the importance of all Māori staff. 

SGCs may continue to meet individually with some Māori adolescents, but support for 

positive initiatives for the Māori community within the school system was seen as an 

important way to help the well-being of all rangatahi. Proportionately more young Māori were 

seen in the discipline system at schools than non-Māori, and SGCs needed to be involved in 

changing this.  

It was stressed that SGCs need guiding by Māori to find appropriate resources within the local 

community. Wharemate sees kaumātua as back up for SGCs, believing they should be 

involved right from the process of engagement. Elder talked of the need for SGCs to be 

involved with young Māori before a crisis develops. She called this “putting money in the 

bank” with SGCs regularly involved in a variety of activities in school such as liaison, 

explaining their role and being credible in their support for Māori students. While SGCs 

would be aware of many of these ideas, I do not know if they realise the great value Māori 

place on staff who show their support for rangatahi by being involved in the overall life of the 

school as well as in the local community.  
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Chapter 11  

Discussion of Questionnaire Results  

The aim of Stage Two was to further investigate SGCs’ knowledge and practice in 

assessment and treatment of adolescent depression. Themes from the qualitative study led 

me to introduce a section about the relationship with the local CAMHS service, as well as 

questions about effective training received and specific training needs requested. 

Information from both stages determined the development of a training workshop.  

The objectives of Stage Two were set out in Chapter Nine. These appear to have been well 

met. Strengths and weaknesses of the methodology, and comparison to other similar studies 

will be discussed in this chapter. 

11.1 Main findings 

11.1.1 Past training 

I wanted to know about past training on adolescent depression that SGCs had found to be 

helpful. SGCs gave a considerable amount of information. Of particular note was that only 

20% believed that their initial counselling training was adequate for their work with 

depressed adolescents. Later training reported as helpful included much from local mental 

health services and national organisations. However the content of this training is not 

known. 

11.1.2 Training needs 

It was important for me to know what training SGCs requested, regarding style of 

presentation as well as timing and length. Ninety percent of SGCs expressed a desire for 

further training in particular strategies and ways of working, rather than just theory about 

adolescent depression. These ideas are very similar to those expressed in Stage One, and 

would validate the approach of using both qualitative and quantitative methods in this 

research. Over 80% of SGCs wanted relevant recent information about research, effective 

treatment, best practice and case studies. This detailed information was extremely helpful in 

ensuring that the pilot workshop met the needs of the SGCs.  

11.1.3 Assessment techniques and tools  

Results from the Qualitative study had suggested that few SGCs used an assessment tool or 

inventory, while from the questionnaire results, over two thirds reported using a helpful 

tool of some kind. This may have been because of the direct nature of the question, as 
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opposed to the more conversational style of a focus group. Perhaps SGCs had more time to 

consider the question than group participants. However, many tools were mentioned by just 

one or a few SGCs, with the most frequently reported tool, the Beck Depression Inventory 

(Beck et al., 1961) used by only 25% of SGCs. Many SGCs mentioned tools with no name, 

adapted versions or “my own”. This, together with their requests for a clear structured 

assessment tool, suggests there has been little systematic teaching around appropriate tools 

for SGCs to use. Would CAMHS clinicians find such assessments from SGCs helpful? 

Some mental health clinicians mentioned informally that they believed this type of 

assessment is not within the SGCs’ role (CAMHS clinicians, personal communication, 

November 3, 2006).  

11.1.4 Ways of working  

The questionnaires were very successful in eliciting information about the variety of ways that 

SGCs worked with depressed adolescents, and 100% of SGCs responded, with nearly 1600 

answers given. These results strongly supported the qualitative data that SGCs were largely 

eclectic in their approach to depressed adolescents. While SGCs reported meeting with 

depressed adolescents frequently and regularly, there were differences in how long they met 

with them. Some SGCs referred quickly, while others waited for some weeks or months. 

Recent U.K. guidelines suggested that if neither watchful waiting nor non-directive supportive 

therapy was unsuccessful in assisting recovery, then referral to CAMHS would be encouraged 

after two to three months (NICE Guideline, 2005). If there was on-going active counselling, 

and no changes were seen, or deterioration occurred, then a referral should be made sooner. 

Results from the present study indicated this did not always happen. Therefore, it appeared 

that training about decision-making and referrals was needed in the workshop.  

11.1.5 Māori students and barriers to counselling  

This questionnaire was an opportunity to gain information about whether there was disparity 

between Māori and non-Māori adolescents with respect to depression. SGCs were asked if 

they noticed any differences between Māori and non-Māori adolescents. Answers included a 

variety of ways in which they believed depression might present differently in young Māori. 

SGCs’ beliefs and suggestions for the future around working with Māori rangatahi were 

discussed in Chapters Six and Ten, in particular section10.10. While this material was not 

specifically used in devising the workshop, it provides a wealth of information to inform other 

researchers and clinicians of the current beliefs of SGCs around Māori and non-Māori young 

people presenting with depression.  
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Regarding barriers to counselling, I was surprised that 77% of SGCs believed that at least 

sometimes there were barriers for adolescents to access the SGC. These included factors 

pertaining to the individual student, such as language, culture and understanding of 

counselling, other factors concerning the SGC, such as gender and time availability, and 

other more systemic issues such as stigma, confidentiality and attitudes of other staff 

members. Information given here was similar to the qualitative study discussions about the 

increased workload for SGCs. While SGCs could inform students about the nature of 

counselling, and for example, sought to educate about reducing stigma, it would seem that 

many students might not get as far as meeting the SGC. If literature and other psycho-

educational resources about counselling and depression were more widely available, in 

different languages, for students and their parents, this could improve access.   

11.1.6 Relationships with local CAMHS  

The final objective was to ascertain information around CAMHS, in particular about 

referrals, consultation, supervision and cover during school holidays. Results indicated 

there was considerable confusion about criteria for referrals, and what types of questions 

SGCs should ask when making decisions about referrals. Only 13% of SGCs indicated that 

they asked a depressed adolescent about hopelessness. In contrast, over 70% asked about 

suicidal ideation and other safety concerns. While safety needs must be considered, this was 

further indication that SGCs needed assistance around assessment of adolescent depression, 

as previously discussed. Many SGCs mentioned that they would find making CAMHS 

referrals easier with clear criteria, and if given some help with appropriate assessment tools.  

In view of some negative comments about CAMHS reported in the qualitative data, direct 

questions about the relationship were asked in the questionnaire. Once again, the SGCs 

mentioned the need for improved relationships and communication. However it was 

encouraging that almost one-quarter of SGCs were very satisfied with CAMHS. Knowing 

that Consultation Liaison Teams and training were greatly appreciated gives weight to 

those efforts by CAMHS to help SGCs in these ways. If CAMHS are to provide more 

training for SGCs, improved relationships are important. 

Less than 30% of SGCs received supervision or consultation from a mental health clinician 

to help their work with depressed adolescents. Other SGCs received their regular 

supervision mainly from another counsellor. I would question if such supervision would be 

adequate concerning adolescent depression, unless a supervisor was particularly 
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knowledgeable about mental health issues. This is an important matter and could be 

investigated in a future study. 

11.2 Strengths of Stage Two 

The main strengths of Stage Two were meeting the objectives and obtaining a considerable 

amount of data from SGCs. Other strengths were the good return rate of questionnaires and 

acknowledgement of the relevance of the research and support from many SGCs.  

11.2.1 Replication nationwide 

The first objective was to determine if pertinent data obtained from the qualitative study in 

the Auckland region could be replicated throughout New Zealand.  

While the questionnaires were anonymous, principals in all parts of New Zealand gave 

consent. It is therefore likely that SGCs from all parts of the country responded. As will be 

discussed below, there were many similarities between data obtained in the two stages.  

11.2.2 Good return rate of questionnaires 

Fifty-three percent of questionnaires were returned by SGCs. This response rate was 

comparable to some recent unsolicited questionnaires (Edwards et al., 2003; Parashos, 

Morgan, & Messer, 2005; C. J. Parker & Dewey, 2000). Thus in the present study it is 

important to ask how representative of New Zealand SGCs in general are the 53% who 

responded? (G. M. McCarthy & MacDonald, 1997). As the questionnaires were anonymous, it 

is not possible to compare respondents and non-respondents, although principals from 

throughout New Zealand gave consent for their SGCs to be contacted to participate.  

It is highly likely that there are differences between those who did and did not reply. Those 

who did reply may have had more interest in the topic of adolescent depression or a greater 

commitment to research, known as selection bias or appeasement-bias (Brogger, Nystad, 

Cappelen, & Bakke, 2007). More interest in adolescent depression would mean that 

participants could well have had both more knowledge and also desire to have further training 

to work more effectively.  

However there is some suggestion from recent research that if the scope of the study is 

well-defined and put in proper context and if the researcher demonstrates that there is no 

bias existing in the sample then there should be confidence that the data obtained are 

acceptable and representative of the general population (Hikmet & Chen, 2003; G. M. 

McCarthy & MacDonald, 1997). Locker cautions against ruling out non-response bias 
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unless such analysis can be carried out, meaning that all surveys should include some 

mechanism for requiring data on non-responders (Locker, 1993). This could not occur in 

the present research, if the questionnaires were anonymous for ethical reasons. However 

there is a strong probability that the demographics of the two groups are similar. This issue 

was discussed in Chapter 8 with respect to the focus groups. It is worth noting here that any 

bias is likely to have been smaller with the questionnaire sample, as the commitment of 

time and effort needed was considerably less.  

There is no comparable nationwide study of SGCs’ views around mental health issues. The 

Christchurch study about alcohol and drug-related problems, which had a 95% response 

rate, was an individual interview with SGCs at their schools, was in one region and had 

assistance from a senior SGC (Deering et al., 2001). The study of school counselling in 

New Zealand, which had PPTA assistance, had a response rate of 54.5% (Manthei, 1999a). 

The survey of SGCs by the PPTA only gives the information that there were 256 replies, 

which was “excellent” (PPTA, 2004, p1). This has to be around 56% (as in October 2005, I 

found that there were 455 SGCs employed in secondary schools). It would seem that the 

present study’s response rate of 53% is comparable to that of Manthei and the PPTA. 

Taking into account the request of UAHPEC that all initial communication went to the 

school principal this is a very creditable response rate.  

A 53% response rate compares well to several unsolicited questionnaires sent to 

psychiatrists about patient suicide in the U.K. and U.S.A. and a survey in the U.S. state of 

Virginia, sent to physicians around partner-violence screening both had response rates of 

51% (Courtenay & Stephens, 2001; Sitterding et al., 2003).  

11.2.3 Participation of SGCs 

Chapter Eight reported how SGCs found the focus groups helpful to think about and 

present their ideas around adolescent depression, as well as learning from others. In Chapter 

Ten there are examples of some comments that SGCs wrote on their questionnaires. These 

clearly indicated that many appreciated the opportunity to participate; others specified that 

such research could be valuable in raising understanding of the role of SGCs while several 

specifically asked to know about the research results. I was pleased that this research did 

appear be of genuine interest to SGCs, for as stated earlier I believe that when participants 

are well-engaged in research they are more likely to see results as relevant to them.  
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Once this research is completed, I will post an executive summary on the Internet and I will 

inform SGCs about this.  

11.3 Weaknesses of Stage Two 

The main weakness was that the questionnaire was anonymous and so answers cannot be 

attributed to particular schools or regions. Other weaknesses were that certain questions 

received some unspecific answers, and some questions were only answered by a few SGCs. 

11.3.1 Anonymous questionnaires 

I do not know if the same amount of disclosure around beliefs and practice of SGCs would 

have occurred if replies had been attributable to individuals. While there may be no 

evidence that the response rate, at least with sensitive subjects, is improved with anonymity 

(M. J. Campbell & Waters, 1990), reminders are effective. I regret that I did not encourage 

all SGCs to give their name and school if they wished, as several did sign their name and 

some sent business cards. It would have been useful to know at what schools SGCs worked 

in regard to liaison with CAMHS and future training. However with the procedure involved 

and with no coding on the questionnaires or any other way to identify schools, I did not 

know which principals had passed on questionnaires to their SGCs. The only follow-up 

possible was a combined reminder and thank-you, sent in late November. This brought in a 

very few more questionnaires in December and early February. Two hundred and forty 

(53%) were finally returned.  

Other ways to increase the response rate were considered. Research seeking to reduce the 

number of non-responders to postal questionnaires reported that the response rates were 

substantially higher when a variety of methods was used to encourage respondents 

(Edwards et al., 2003). These included pre-notification about the research, follow-up 

contact, shorter questionnaires, more interesting questionnaires, monetary incentives, 

university sponsoring, provision of a stamped-return envelope and even using stamped 

envelopes rather than franked. I used some of these approaches, a short questionnaire aimed 

to interest the SGCs, return stamped-addressed envelopes, the departmental address and 

limited follow-up. Pre-notification was not permissible and no monetary incentives were 

used.  

11.3.2 Information that was not specific 

Although I believed that the questionnaire was clear and unambiguous, some questions 

were answered by individual SGCs in an unspecific way. Information about which courses 
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were actually helpful was not often included, and few names of trainers were given. Many 

SGCs were quite vague about details, perhaps because of the length of time that had passed 

or being unaware that this was important to me.  

I also became aware that I had not been specific when asking about how often and how 

long SGCs saw depressed adolescents. Active counselling sessions could not be 

distinguished from times when the young person merely checked-in with the SGC, often 

referred to as maintenance. For many SGCs, this phase could be lengthy. These aspects 

need to be considered in future research. 

11.3.3 Some questions answered by fewer SGCs 

Although the questionnaire itself was fairly short, some questions, in particular about 

training needs were not answered by the majority of SGCs. Just under 50% answered about 

style of training, preferring workshops, and under 30% mentioned what form of training 

they preferred, namely active and presented by “competent clinicians”. Only fifteen percent 

commented on training delivery, with the majority of these requesting credit for 

participation through linking to professional development. Over one-third answered 

regarding length of training, with over half wanting one-day training sessions. Few gave 

specific details about timing, but as almost all said their school would support training, it 

seemed that the majority assumed that training would be in term-time. This may have been 

as these questions came at the end of the questionnaire, but as it was not lengthy overall, I 

was disappointed that some SGCs did not chose to answer these questions which were of 

great interest to me.  

Incomplete answers and unspecific or unclear answers given are common drawbacks 

especially in postal questionnaires and can be reduced in some cases by telephone follow-

up (Agabio, Nioi, Serra, Valle, & Gessa, 2006). Obviously this was not possible with these 

anonymous questionnaires.  

11.4 Summary 
This chapter has discussed the strengths and weaknesses of Stage Two. The main strengths 

were the large amount of detailed information given by 240 SGCs and a response rate of 

53%. SGCs also appeared to support the research, and some included encouraging 

comments with their questionnaires. The main weaknesses were that the questionnaire was 

anonymous and so information received cannot be linked to particular schools or areas, that 

some questions were answered in general ways and that some questions were not answered 

by all SGCs.  
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These strengths and weaknesses need to be taken into consideration when discussing the 

generalisability of these results to the population of SGCs in New Zealand. It was unlikely 

that those who participated were markedly different from those who did not. Demographic 

information received is similar to that of the SGCs who attended groups in Stage One. Only 

6% of SGCs identified as Māori or European-Māori and only 3% as being of Pacific 

ethnicity. The information SGCs have given about practice and their training needs was 

important to consider when developing training.  
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Chapter 12  

Stage Three: Development and Presentation of a Training 
Workshop on Adolescent Depression for School 

Guidance Counsellors 

12.1 Background: The changing role of SGCs  

As discussed in the first chapter, the role of SGCs in New Zealand secondary schools is 

changing. SGCs often deal with challenging cases and some reported feeling unsupported 

by their management team and at times even the union (PPTA, 2004). Most SGCs deal with 

a variety of issues including emotional and behaviour problems, stand-downs, exclusions, 

and emerging mental health problems. An increasing number of their clients are depressed 

or express suicidal thoughts (Adolescent Health Research Group, 2003; Besley, 2001; 

Crowe, 2006). Since the 1990s, it has been noted (Manthei, 1999a) that SGCs appear to be 

screening for Child and Adolescent Mental Health Services (CAMHS). These services 

receive a considerable number of referrals from SGCs. In 2003, 10% of CAMHS referrals 

came from the education sector, although not all from SGCs (Ramage et al., 2005). Stage 

Three of this research seeks to use information obtained in the first two stages to better 

equip SGCs for their work with depressed adolescents.  

12.2 Aims and objectives 

12.2.1 Key aims 

Stage Three aimed to use information from the qualitative and quantitative studies about 

SGCs’ beliefs, knowledge, and practice around adolescent depression to develop a 

workshop that could be piloted and evaluated with SGCs. Analysis had provided detailed 

information about their expressed training needs.   

12.2.2 Key objectives 

1) To use the information obtained about effective past training and desired 

training to develop a workshop around adolescent depression.  

2) To present this intervention to Auckland SGCs and evaluate its efficacy.  

3) To investigate if the effects of this training were sustainable. 
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12.3 Use of information from Stages One and Two 

As well as qualitative data from the Auckland region, information was received from 240 

SGCs (53%) who replied to the national questionnaire. This indicated that 94% wished for 

appropriate training in this area to help with their work. Only a few believed that they were 

already well-equipped to work with depressed adolescents. Most SGCs stated that their 

initial training was insufficient.  

SGCs reported that they wanted interactive, practical training based on sound research, 

presented by competent clinicians. They clearly indicated wanting useful strategies, not just 

theory. Ninety-six percent felt that their school was likely to support such training but cost 

could be a factor for some. SGCs wanted some link between such training and overall 

professional development, and recognition of study undertaken. Overall, it seemed to be 

important that training was specific to SGCs in their particular role in a school setting.  

I used this information to develop a one-day, free of charge workshop for SGCs. The 

content and methods of presentation were discussed at length with my supervisor and 

advisors, and many refinements and changes were made. The final workshop was designed 

to match closely the expressed training needs of the SGCs, both in content and presentation.  

12.3.1 Aims of the Workshop 

This workshop was unique as it was tailored specifically to the needs and wishes of school 

counsellors in their setting. It aimed:  

1) To offer additional knowledge and skills to SGCs in the area of adolescent 

depression.  

2) To use didactic techniques that would be effective and enhance learning, including 

video-clips and opportunities to practice new skills. 

3) To enable an accurate assessment of the process and content of the workshop to be 

evaluated by participants. 

4) To provide follow-up supervision as needed while SGCs used these skills with the 

adolescents in their school. 

12.3.2 Learning outcomes 

Four learning outcomes were established. These were: 

1) Increased ability to carry out an initial assessment and accurately identify different 

levels of depression. 
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2) Knowledge of risk factors and key questions to ask around suicidality and level of 

depression. 

3) Confidence to make decisions about what to do next: i.e. to refer to Child and 

Adolescent Mental Health Services (CAMHS) or other agencies, or to work with 

the young person themselves (NICE Guideline, 2005). 

4) Knowledge of techniques and methods which are effective in working with 

depressed adolescents (Andrews et al., 1998; Bilsker, Gilbert, Worling, & Garland, 

2005; Clarke, DeBar, Ludman, Asarnow, & Jaycox, 2002; Gudex, 1994; NICE 

Guideline, 2005; Weisz, Hawley, & Doss, 2004). 

12.4 Workshop 

12.4.1 Length of workshop 

As I had obtained a large amount of information from SGCs concerning training 

requirements, much consideration was given to what was possible to include in a one-day 

(five hour) workshop. Ideally, to cover all that was requested, I wanted to present two days 

of initial training with a further one-day follow-up session. However, experience gained 

from running the qualitative study as well as the information given in the questionnaires, 

indicated that many SGCs would not be able to attend this length of training. Some would 

need many months’ notice to enable them to use that year's allocated professional 

development time. Other SGCs indicated that they were unlikely to be able to take two 

consecutive days away from school. This relates to the issues discussed in Chapter Two, 

such as the lack of provision of relieving counsellors to cover for absent SGCs in some 

schools. Balancing all these aspects, I decided that to ensure as many SGCs as possible 

could attend and evaluate my training, I would run a one-day workshop.   

12.4.2 Contents of Workshop 

Initially when this research was planned, the likely intervention would have concentrated 

on effective ways to work with mild-moderately depressed adolescents. However, 

qualitative information obtained from the SGCs as well as from the follow-up questionnaire 

suggested other areas that were vital to include. These were the screening or identification 

of depression as well as carrying out an initial assessment and decisions about when and 

where to refer. Two video interviews, 15-20 minutes long, were chosen showing adolescent 
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actors as “Isabella” and “Jacob” who were being screened and assessed for depression by a 

child and adolescent psychiatrist. The contents of the workshop are listed below. 

1) Screening and Identification of depression: 

• What are the symptoms of depression? 

• How significant are these? 

2) How serious is the depression? 

• How to identify low mood (mild depression), moderate and severe depression. 

      3)   What are the risk factors? 

• Key questions to ask around suicidality and hopelessness.  

4) Referrals 

• When to refer? - at assessment or later if no improvement occurs.  

• Who to refer to? 

5)   Ways of working with depressed adolescents 

• Cognitive re-structuring (replacing depressive thinking with realistic thinking).  

• Problem solving (thinking of different solutions to a problem and trying them out). 

• Goal setting (supporting students to reach their specific, small, and manageable 
goals).  

• Activity scheduling (doing thing that are enjoyable). 

• Relaxation techniques. 

6) Assessing change after treatment 

• When will improvement happen? 

• How to measure improvement. 

12.5 Ethics approval 

A detailed outline of the workshop (Appendix 10) was submitted in May 2006 to the 

University of Auckland Human Participants Ethics Committee (UAHPEC) for approval. 

Participant Information Sheets for Principals and SGCs were also submitted (Appendices 

11-14). An evaluation form was devised to be completed at the end of the workshop 

(Appendix 15), and a short questionnaire with 10 questions (and 2 follow-on questions) 

taken from parts A, B and C of my 2005 “Adolescent Depression and the School Guidance 

Counsellor” Questionnaire (Appendix 16). Approval for the request for these changes was 

obtained from UAHPEC on June 14th 2006.  

12.6 Selection of participants 

Up-dated information about Auckland schools was obtained from Te Kete Ipurangi website 

(Ministry of Education, 2000b). E-mails and phone-calls to school offices ensured that 

names of principals and SGCs were accurate. The same criteria for selection of schools and 
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SGCs were used as in earlier stages (see 5.2.9). In addition, schools where the principal or 

SGCs had previously indicated that they did not wish to participate in the research were 

excluded. Schools in Rodney District were excluded because of the distance involved to 

travel to the workshops. In all, 69 school principals were contacted, these schools had in 

total 112 SGCs. Each principal was sent an envelope containing a Participant Information 

Sheet (PIS), and a consent form, to be returned in a stamped-addressed envelope to me at 

the Department of Psychological Medicine, the University of Auckland. If principals 

consented to the counsellor/s being contacted, they passed on the individual envelopes to 

the SGCs at their school. These contained the PIS and consent forms for SGCs and a return 

stamped-addressed envelope.  

The distribution of these 69 schools across the Auckland region is shown in Table 12.1 

below. Forty-three principals returned consent forms (62%). These 43 schools employed in 

total 72 SGCs of whom 57 returned consent forms (79%). All of these 57 SGCs were 

invited to a workshop, but only thirty-seven SGCs actually attended (65%). Two chose not 

to come because of the distance to the University of Auckland Tamaki Campus, two had no 

further professional development time left for 2006, two had crises at school, three had 

urgent meetings scheduled by the school for the day of the workshop, while others were on 

leave, ill, or had prior commitments. Several sent apologies before or after the workshop to 

explain why they could not attend. 

Table 12.1 Principals contacted, consent forms returned and SGCs at workshop 

Area Principals 

Contacted 

Principals  

Consent 

SGCs 

Contacted 

SGCs  

Consent 

SGCs  

Attended 

Auckland 23 14 22 16 9 

Manukau 18 13 17 15 11 

North Shore 13 7 19 14 8 

Waitakere 9 6 10 8 5 

Franklin 4 2 2 2 2 

Papakura 2 1 2 2 2 

Total 69 (100%) 43 (62%) 72 (100%) 57 (79%) 37 (65%) 

12.7 Procedure 

12.7.1 Organisation of workshops 

In early August 2006 I contacted those SGCs who had returned consent forms and invited 

them to the first workshop at Tamaki Campus, from 9.30 a.m. to 4 p.m. on Tuesday 

September 12th. Several could not make this date but expressed interest in attending a later 

workshop, in Term Four. I decided to present the workshop again on Wednesday 

November 1st. A few days before each workshop, I sent out maps and other information and 
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prepared handouts and evaluation forms for participants. Both workshops had the same 

content. The first was video-recorded, the CD from this is attached (Appendix 21). 

12.7.2 Participants 

Twenty-three SGCs attended the first workshop, eleven men and twelve women. Fourteen 

SGCs attended the second workshop, three men and eleven women, making thirty-seven in 

total. No formal demographic data were collected, but ages appeared to range from around 

thirty to mid-sixties. As was expected from the data of the previous stages of the research, 

almost all were European. There were two SGCs of Indian origin, one of Asian origin and 

one Tongan. Nineteen (51%) had attended a focus group in 2004.  

12.7.3 Material for participants   

On arrival, all SGCs signed an attendance list and were handed a folder containing: 

1) “Adolescent Depression and the SGC” brief questionnaire (Appendix 16). 

2) Handout 1 - Adolescent Depression: A Workshop for School Counsellors (Appendix 

17). 

3) Handout 2 - Effective Ways to work with Depressed Adolescents (Appendix 18). 

4) CES-D Scale (Appendix 19). 

5) Useful on-line resources (Appendix 20). 

6) Evaluation Form (Appendix 15).  

12.7.4 Programme 

9.30 Welcome. Expectations. Learning Outcomes. Beliefs around depression. What is 

depression? Symptoms. 

10.30 Morning Tea. 

10.50 Screening, identification. How serious is it? “Isabella” and discussion. Risk – key 

questions. 

11.55  Referrals – when to refer. NICE guidelines. “Jacob” and discussion. Who to refer 

to? When to refer? Anti-depressant medication. 

13.00  Lunch. 

13.45 Ways of working with depressed adolescents. 

14.45 Afternoon Tea. 
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15.00 Further ways of working.  

15.45 Wrap up and Evaluation. 

12.7.5 Running of the workshops 

The workshops generated great interest and there was lively discussion with almost all 

SGCs contributing. All but one SGC filled in the brief questionnaire and all 37 completed 

the evaluation form before leaving. The results of these will be discussed in the next 

chapter.  

12.7.6 Post-workshop 

All participants were contacted by e-mail a few days later and thanked for attending. SGCs 

from the first workshop were again contacted ten weeks afterwards and sent the same 

questionnaire to fill in, to enable comparison to be made. Nine SGCs completed this 

questionnaire and one other gave e-mail comments instead, a total response of 45%.  

12.8 Summary 

A workshop specifically developed for SGCs to aid with screening, identification, referrals 

and ways of working with depressed adolescents was presented on two occasions in late 

2006. Thirty-seven SGCs attended and completed evaluation forms, and thirty-six 

completed brief questionnaires. This was followed up ten weeks later by sending the same 

questionnaire to those who attended the first workshop. Nine questionnaires were returned. 

These results will be discussed in the next chapter. 

 



 

208 

 

Chapter 13  

Results of Training Workshops delivered to SGCs  

Results of the information about the value and perceived usefulness of the workshops are 

reported below in five sections. These are: 

1) Evaluation form (Appendix 15). 

2) Baseline brief questionnaire data (Appendix 16). 

3) Follow-up questionnaire data, both formal and informal analysis. 

4) Comments made by SGCs during discussions in the workshop.  

5) Comments made by SGCs after the workshops.    

13.1 Evaluations of workshops 

There was considerable lively discussion between the participants and with the facilitator 

throughout the day. Following the workshops, all thirty-seven participants completed 

anonymous evaluation forms of seventeen questions providing quantifiable data. Thirteen 

questions were asked on a five-point Likert scale (Likert, 1932). Scores for Questions 1-10, 

15 and 16 were ranked: 

1: Not at all met/very poor/very unlikely 
2: A little met/poor/unlikely 
3: Some/OK/possibly 
4: Well met/good/likely 
5: Very well met/very good/very likely 

Question 11 asked about the length of the workshop: 1= much too long, 3= just right, 5= 

much too short.  

Total numbers given for each ranking and the means of all twelve scores, apart from that 

for Question 11, were calculated using SPSS (Apache Software Foundation, 2004). These 

questions and their scores are shown in Table 13.1. The maximum possible mean score was 

five, and there were several scores over four. There were also four “open” questions, what 

SGCs liked at the workshop, benefits, suggestions for improvements and further training. 
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Table 13.1 Summary of results of 13 evaluation questions 

Question Rank 1 

Not at all met 

Very poor 

Very unlikely 

Rank 2 

A little 

Poor 

Unlikely 

Rank 3 

Some 

OK 

Possibly 

Rank 4 

Well met 

Good 

Likely 

Rank 5 

Very well met 

Very good 

Very likely 

Number of 

SGCs 

(N=37) 

Mean 

1 Assessment 1 0 9 21 6 37 3.84 

2 Risk 2 2 18 12 3 37 3.32 

3 Decision-making  1 2 5 20 9 37 3.91 

4 Ways of working 0 0 11 14 11 36 4.00 

5 Relevance 0 1 0 8 28 37 4.71 

6 Influence 0 1 5 16 14 36 4.2 

7 Likely follow-up 0 0 5 15 15 35 4.29 

8 Balance 0 1 16 11 6 34 3.65 

9 Practice 0 1 9 18 3 31 3.65 

10 Video clips 1 4 13 15 4 37 3.46 

15 Attend similar 0 2 0 20 15 37 4.3 

16 Recommend 0 1 1 13 22 37 4.51 

Totals (Mean) 5 15 92 183 136  (3.99) 

 Much too long Too long Just right Too short Much too short   

11 Length 1 0 30 6 0 37  

13.1.1 Learning outcomes  

The four learning outcomes were: 

1) Increased ability to carry out an initial assessment and accurately identify different 

levels of depression. 

2) More knowledge of risk factors and key questions about risk. 

3) Increased confidence to make decisions after assessment. 

4) Increased knowledge of ways to work with depressed young people. 

All SGCs answered the first three of these questions, and 36 answered for Outcome 4.  

13.1.1.1 Learning Outcome One: Assessment and identification of depression 

Twenty-seven SGCs believed that for them, this outcome was met either well (57%) or 

very well (16%), and nine (24%) indicated it was met to some extent. The mean score was 

3.84. Results are shown in Figure 13.1. 
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Figure 13.1 Assessment of depression 
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13.1.1.2 Learning Outcome Two: Risk 

Fifteen SGCs believed that this outcome had been achieved well or very well (40%) with 

eighteen (49%) indicating some knowledge had been gained. Four believed they had 

learned little or nothing (10%). The mean score was 3.32. 

Figure 13.2 Risk factors 
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13.1.1.3 Learning Outcome Three: Confidence to make decisions 

This was the outcome most SGCs believed had been best achieved, with 29 (78%) 

reporting it had been met well or very well. Seven (26%) indicated a little or some increase 

in confidence. The mean score was 3.92. See Figure 13.3 below. 
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Figure 13.3 Decision-making 

 

 

13.1.1.4 Learning Outcome Four: Ways of working 

Twenty-five SGCs believed this had been met well or very well (68%) while eleven (30%) 

reported some increase in knowledge. The mean score was 4.00 (36 replies). 

Figure 13.4 Ways of working 
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13.1.1.5 Summary of Learning Outcome scores 

The learning outcomes seem to have been well met. All had a mean score of over 3.3 out of 

a possible 5 and learning about ways of working received a mean score of 4. These results 

are summarised in Table 13.2 below. 
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Table 13.2 Summary of learning outcomes 

Learning Outcomes  Mean Score No. of SGCs 

Assessment & identification 3.84 37 

Risk factors 3.32 37 

Decision-making 3.91 37 

Ways of working 4.00 36 

13.1.2 Relevance and benefit 

The next group of questions asked about relevance and benefit. The choices were again on 

a five-point scale from Not at all to Very Likely/Very Useful.  

How relevant to your work was the workshop?  

This question received the highest mean score of 4.71. Thirty-six SGCs (97%) believed that 

the workshop was relevant or very relevant.  

How likely is it that the workshop will influence your practice?  

Thirty SGCs said that the workshop was likely (43%) or very likely (38%) to influence 

their work. (Mean score = 4.2).   

How likely is it that you will follow-up with these new approaches?  

This question received a mean score of 4.29, and strongly suggested that SGCs intended to 

use some of the new approaches. Thirty replied likely or very likely (91%), while five said 

there was some likelihood (14%). 

Table 13.3 Summary of relevance and benefits 

Question Mean Score No. of SGCs 

Relevance 4.71 37 

Influence 4.2 36 

Follow-up 4.29 35 

13.1.3 Format of workshop 

The third group of questions evaluated the practical aspects of the workshop.   

How was the balance between learning and having opportunity to practice?  

This question received a mean score of 3.65. Sixteen SGCs said that the balance was OK 

(47%), eleven that the balance was good (32%) and six (17%) reported it was very good.   

How useful were the practice sessions?     

Six participants did not comment on the usefulness of practice sessions. This question may 
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have been somewhat ambiguous, as I had meant those opportunities to practice assessment 

and referral skills when discussing the video clips, as well as small group times. The mean 

score for those SGCs who replied was 3.65. Twenty-one (68%) found these useful or very 

useful while nine (29%) found them to be of some value. 

How useful were the video clips?    

The video-clips were useful or very useful to nineteen SGCs (51%) but only of a little or 

some use to seventeen (46%), with a mean score of 3.46. There were several comments 

about the video-clips in the suggestions to improve the workshop. These clips of two 

experienced child and adolescent psychiatrists interviewing two depressed young people 

(actors) were not well received, and provoked intense discussion in both workshops. There 

were many negative comments about the styles of interviewing as being too “medical”, too 

many “leading” questions and too much concentration on symptoms. Therefore, I was 

surprised that the evaluations were as high as they were. 

What about the length of the workshop? 

The workshop was from 9.30 a.m. to 4 p.m. having about 5 hours of teaching time and one 

and a half hours of breaks during that period. Thirty SGCs (81%) said the length was just 

right, six (16%) said it was too short, while one SGC felt that it was much too long. 

Table 13.4 Practical aspects of workshop 

Question Mean Score No. of SGCs 

Balance 3.65 34 

Practice time 3.65 31 

Video 3.46 37 

Length n/a 37 

13.1.4 Future attendance or recommendation to others  

It was believed that these last two questions would give an overall indication of the 

acceptability of the workshop.  

How likely are you to attend something similar in the future?  

How likely are you to recommend this workshop to others? 

Using the mean scores as a guide, both questions had very good responses with 

attending something similar receiving a score of 4.3 out of a possible 5.0, while 
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recommending the workshop to others received 4.51. Ninety-five percent of SGCs were 

likely or very likely both to recommend the workshop to others and to attend a similar 

workshop themselves. The workshop appeared to meet the perceived training needs of 

the SGCs, as reported in both qualitative and quantitative data.   

Table 13.5 Future workshops 

Question Mean Score No. of SGCs 

Attend similar 4.3 37 

Recommend 4.51 37 

13.1.5 Low scores 

It must be mentioned that one SGC consistently gave low scores, especially for the 

learning outcomes. With such small numbers involved, this has pulled down the scores 

somewhat. However, when responding to Question 14 (suggested improvements) he 

remarked that it was a good workshop, but not much was new to him. Another SGC 

wrote that while she had given low scores for outcomes two and three, this was not a 

reflection on the facilitator or course, but she was well briefed already on these.  

13.1.6 Open questions 

The last group of four questions was open-ended. Participants could answer with as 

many responses as they wished. The majority of SGCs gave one or two responses but 

several gave three responses and three SGCs gave four responses to “What was most 

beneficial?” Thus, percentages given in some tables add up to over 100%.  

What did you like most about this workshop?  

Thirty-five SGCs gave 65 responses to this question, which I grouped into eight main 

categories. The largest response from seventeen SGCs (46%) mentioned that they 

enjoyed the interactive nature of the workshop. Eleven found the presentation and 

pace appropriate, while nine appreciated the broad scope and content. Seven 

appreciated training specifically targeted towards SGCs, six liked the focus on ways 

of working, five liked the material and notes provided, four appreciated affirmation of 

their pre-existing knowledge, while two enjoyed the opportunity to reflect on their 

practice as SGCs. Individual responses (venue, video and refreshing) were grouped 

together as “Other”. The responses around venue and café are backed by research 

indicating that adults appreciate comfortable physical environments, frequent breaks, 
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snacks and opportunities to collaborate with others in the sessions (J. Collins, 2004). 

These answers are summarised in Table 13.6 below. The total percentage is more 

than 100%. 

Table 13.6 What SGCs liked most about the workshop 

Answer No. of SGCs Percentage 

Interactive/discussion 18 49% 

Presentation & pace 11 30% 

Scope/structure/content 9 24% 

Targeted to SGCs 7 19% 

Focus on ways of working 6 16% 

Good material/notes 5 14% 

Affirmed SGCs’ knowledge 4 11% 

Reflection on practice 2 5% 

Other 3 8% 

Total  37  

 

What was most beneficial to you? 

Thirty-four SGCs answered this question, giving 64 comments. The total percentage is 

therefore more than 100%. Some of the answers overlap somewhat with those in the 

previous question. Seven categories were established with the main one, concerning 

practical ideas, mentioned by nineteen SGCs. These included ways of working with 

depressed adolescents, which were mentioned by six SGCs, and risk profiling, useful to 

three. Referrals, assessment tools and the value of good questioning were each mentioned 

by two SGCs. Problem solving, goal-setting, assessing change, and the six-session guide 

were each mentioned by one SGC. 

Fourteen SGCs mentioned the value of discussion and sharing with others, and eleven 

noted the importance of reinforcing existing knowledge, ensuring they were “on the right 

track”. Eight SGCs appreciated the notes and resources provided, while four individuals 

mentioned the practical nature of the workshop, the usefulness of the video clips and 

discussions, and opportunity to reflect on practice.  
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Table 13.7 What was most beneficial to you? 

Answers Numbers of SGCs Percentage 

Practical ideas 19 51% 

Discussion/sharing with SGCs 14 38% 

Reinforcing knowledge 11 30% 

Notes & resources 8 22% 

Practical structure of workshop 4 11% 

Chance to reflect on practice 4 11% 

Video clips/discussions 4 11% 

Total 64  

 

What would you suggest could improve this workshop?  

Twenty-four SGCs answered this question, and gave 29 suggestions; many of these 

responses were individual. Only three categories had comments from four or more SGCs. 

Seven SGCs (19%) stated that nothing else was needed, and three did not respond to this 

question. Five wanted more relevant video-clips, and four wanted more practice time in 

groups. Two SGCs wanted more time about methods to work with depressed adolescents, 

two commented on time aspects (one wanting an earlier finish and the other wanted two 

days of training), and one mentioned the venue. Two SGCs wanted more discussion on 

their role and self-care. Individual suggestions included more reference to literature, a pre-

survey to gauge knowledge level, information on neuro-transmitters and resiliency, more 

CBT and non-CBT ways.  

Table 13.8 Suggested improvements to the workshop 

Improvement Number of SGCs Percentage 

Excellent/nothing needed 7 19% 

Different videos 5 14% 

More practice in groups 4 11% 

Time/venue 3 8% 

Self-care/role of SGCs 2 5% 

More ways of working 2 5% 

Other practical information 6 16% 

Total 29 78% 

13.1.7 Further training  

What further training in adolescent depression or other mental health concerns would 

be of value to you? 

This was the final question. Twenty-seven SGCs answered this question, giving 35 

comments. The largest category was from six SGCs who requested more of “this sort of 

thing”, while five requested specific training on anxiety, borderline personality disorder, or 

psychosis. Four SGCs requested more practical in-depth training on ways of working with 
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depression, while three mentioned CBT for depression, three others wanted joint training 

with CAMHS and three requested follow-up to this workshop. Two SGCs wanted training 

in relaxation, and six wanted help to deal with particular adolescent behaviours, rather than 

mental health issues. The “Other” category includes requests for training around culture and 

ethics.  

Table 13.9 Requests for future training 

Category Frequency Percentage 

This type of thing for SGCs 6 16% 

Other specific mental health issues 5 14% 

Practical/more in-depth tools 4 11% 

CBT for depression 3 8% 

Joint with CAMHS 3 8% 

Follow-up re this 3 8% 

Clients/family refuse to go to CAMHS 2 5% 

Relaxation 2 5% 

Girls: inclusion/exclusion issues 2 5% 

Resilience/developmental issues 2 5% 

Culture/ethics/other 3 8% 

Total 35 93% 

 

13.1.8 Summary: Part One 

Thirty-seven SGCs attended one of two workshops in Auckland in late 2006 and completed 

evaluation forms. Overall, these were very positive. SGCs indicated they were likely to 

recommend these workshops to other counsellors and that they would attend similar 

workshops in the future. They appreciated that the workshop was targeted to them. Many 

remarked that they found it valuable to hear the comments of other SGCs. Suggestions for 

improvements and further training needs were clearly stated. These will be of great value in 

identifying how future training could be developed. 

13.2 Pre-workshop Questionnaire 

Thirty-six SGCs completed a brief pre-workshop questionnaire “Adolescent Depression 

and the SGC”. The aim was to provide a simple baseline of their knowledge and practice. 

This was to be compared with the completed post-workshop questionnaires to be filled in 

ten weeks later. SGCs were asked about identification of depression, tools used, differences 

with Māori adolescents, ways of working and about referrals.   
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13.2.1 Identification of depression 

Thirty-two SGCs (87%) identified depression by physical signs, thirty-four by 

sadness/tearfulness, thirty-six by what an adolescent said, thirty-three by changes in 

behaviour and twenty-four by other ways (generally referrals from others). 

Table 13.10 Summary of how SGCs identified depression 

Ways of identification Frequency (N=36) Percentage 

Saying 36 100% 

Sadness/tearfulness 34 94% 

Behaviour changes 33 92% 

Physical signs 32 89% 

Other ways 24 67% 

 

13.2.2 Tools used in identification 

Twenty-three SGCs (58%) said they used tools to identify depression, while three had 

previously or sometimes used tools. Twenty-five specified what tools, including six SGCs 

who each mentioned two tools. All tools had been previously mentioned, in the 2005 

questionnaire, except for Self-rating Depression Scale, (Zung, 1965). There were some 

differences in the answers compared to the 2005 questionnaire. “My own” tool was the 

most popular (40%), then the BDI (22%), followed by Young People at Risk of Suicide 

(YPARS) and unspecified. Percentages add up to more than 100% for both years. 

Table 13.11 What tools were used and comparison with 2005 

 2006 Questionnaire 2005 Questionnaire  

Name of tool Frequency (N=25) Percentage Percentage (N=153) 

“My own” 10 40% 22% 

Beck Depression Inventory 6 24% 25% 

MOE/YPARS 5 20% 14% 

Not specified/can’t remember 4 16% 37% 

HEADSS 2 8% 5% 

MHF 1 4% 16% 

DSM 1 4% 10% 

Hamilton Depression Inventory 1 4% 0.4% 

Self-rating Depression Scale 1 4% - 

Other - - 37% 

Total 31 124% 129% 

13.2.3 Was tool useful? 

Eighteen SGCs (69%) said the tool they used was useful or very useful. (See Table 13.12 

below.) 
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Table 13.12 Usefulness of tool 

Usefulness Frequency (N=26) Percentage 

Useful 12 46% 

Quite useful 7 27% 

Very useful 6 23% 

Not very useful 1 4% 

Total 26 100% 

 

13.2.4 Differences with Māori adolescents 

Thirty-five SGCs answered this question. Twelve replied that there were differences, two 

replied possibly and fourteen said there were not differences. Seven SGCs (20%) replied 

that they saw too few Māori adolescents to comment, compared with 11% of SGCs in Stage 

2 who gave this reply. The SGCs were asked to state what they believed these differences 

were. Fifteen SGCs answered this question, with a total of thirty comments. The largest 

number, five SGCs, mentioned Māori rangatahi were more complex or deep, while four 

said Māori talked less, four said there was more acting out and risky behaviours, and three 

said Māori were more spiritual. Two SGCs each mentioned that Māori students were 

reluctant to come to the SGCs, showed different presentations, talked of the involvement of 

whānau, internalised more and were more supported by friends than non-Māori. 

Educational problems, self-harming, stigma and more somatising were each mentioned by 

one SGC.  

13.2.5 Meeting depressed adolescents, how frequently, how long? 

I was interested to know how frequently SGCs met with depressed adolescents. There were 

50 responses given (so percentages shown total more than 100%) with 32 of these (89%) 

indicating meeting either weekly or two to three times per week.  

Table 13.13 Frequency of meeting with depressed adolescents 

Frequency Frequency (N=36) Percentage 

Two-three times weekly 17 47% 

Weekly 15 42% 

Daily 9 25% 

As needed 5 14% 

Monthly 2 6% 

Less than monthly 1 3% 

Fortnightly 1 3% 

Total 50  

 

How long did SGCs continue seeing depressed adolescents? There were a variety of 

responses, similar to those from Stage 2. The largest number, twelve SGCs, would see 

students for two to three months as shown in Table 13.14. 
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Table 13.14 Length of time SGCs see depressed adolescents 

Length of time Frequency (N= 35)  Percentage  

2-3 months 12 34% 

Up to 6 months 8 23% 

It depends/as needed 6 17% 

A month 5 14% 

A week 2 6% 

Longer than 6 months 2 6% 

Total 35 100% 

 

13.2.6 How SGCs work with depressed adolescents 

The main ways SGCs worked with depressed adolescents were talking and using coping 

strategies (both 94%), closely followed by writing, involving family and friends and 

psychosocial education (over 80%). Fifteen SGCs (42%) used interactive ways, and the 

same number gave advice. The “Other” category included referrals to others, and 

unspecified. Thirty-three percent used props, while both CBT and narrative approaches 

were mentioned by 11%. Interestingly, there are strong similarities with the percentages 

answers given to the nationwide questionnaire in 2005. However the workshop group gave 

more advice and less other ways of working.  

Table 13.15 Ways SGCs work with depressed adolescents 

 2006 Questionnaire 2005 Questionnaire 

Ways of Working Frequency (N=36) Percentage Percentage 

Talking  34 94% 95% 

Coping Strategies 34 94% 93% 

Writing 32 89% 81% 

Family & friends 31 86% 83% 

Psychosocial education 30 83% 73% 

Activities/homework 23 64% 50% 

Interactive ways 15 42% 53% 

Advice 15 42% 22% 

Using props 12 33% 37% 

Referral on 5 14% 9% 

Narrative/externalization 4 11% 10% 

CBT 4 11% 8% 

Other 13 36% 26% 

Total 252  (N=240) 

 

13.2.7 Referral to other services 

This question was of particular interest to me, as I wished to see if these answers would 

change in the follow-up to the workshop, after I had taught about the process of making 

appropriate referrals. In this initial questionnaire, all thirty-six SGCs referred to 
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CAMHS, twenty-five referred to GPs, thirteen referred to counselling agencies and the 

same number to Māori services, while three referred elsewhere (unspecified). 

Percentages thus total over 100%. Comparison with the 2005 questionnaire is again 

presented, with a lower percentage at the workshop referring to all services except 

CAMHS. (See Table 13.16 below.) 

Table 13.16 Referral to services 

 2006 Questionnaire 2005 Questionnaire 

Referrals to Frequency (N=36) Percentage Percentage (N=240) 

CAMHS 36 100% 94% 

GP 25 70% 80% 

Agencies 13 36% 57% 

Māori agencies 13 36% 55% 

Other services 4 11% 16% 

Total 91 253% 302% 

13.2.8 Referral questions about depression 

The final section of the brief questionnaire looked at what questions SGCs ask to determine 

if a referral to CAMHS was likely. The same categories were used as in 2005. While the 

order of the answers is the same, only the highest category with twenty-five responses 

(69%) around suicidality and safety is close to the 2005 answer. It could be that those 

replying to the 2005 questionnaire had more time to consider their replies than those at the 

workshop. As participants could give several answers, again the percentages total more 

than 100%. (See Table 13.17 below.) 

Table 13.17 Questions to determine referrals 

 2006 Questionnaire 2005 Questionnaire 

Category Frequency (N=36) Percentage Percentage (N=240)  

Suicidality/safety 25 69% 71% 

Sadness/mood 16 44% 59% 

Support/management 9 25% 47% 

Sleeping 3 8% 24% 

Eating 3 8% 23% 

Hopelessness 1 3% 13% 

Other 18 50% 65% 

Total 75 207% 302% 

13.2.9 Making good referrals to CAMHS 

The last question asked SGCs what they believed could help them make good referrals to 

CAMHS. Twenty-seven SGCs answered. One-third mentioned that having clear criteria 

and assessment tools would be helpful, a very similar percentage to the 32% who gave this 

response in 2005. Five indicated improved relationships, four talked about experience, four 
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others indicated the importance of more CAMHS consultation and three mentioned a need 

for training. (See Table 13.18). 

Table 13.18 Making good referrals 

 2006 Questionnaire 2005 Questionnaire 

Category Frequency (N=27) Percentage Percentage (N=240) 

Clear criteria/asst. tool 9 33% 32% 

Relationships improved 5 19% 12% 

Experience/practice 4 15% 14% 

CAMHS consultation 4 15% 3% 

Training/knowledge 3 11% 13% 

Unsure - - 4% 

Unspecific - - 2% 

Other 2 7% 19% 

Total 27 100% 99% 

13.2.10 Summary: Part Two 

Information about assessment tools, working with Māori adolescents, ways of working and 

referrals was obtained from pre-workshop questionnaires completed by 36 SGCs, and this 

has been presented above. There has been some mention of comparison with results from 

Stage Two. Many results were somewhat similar, but numbers were obviously much 

smaller. No statistical analysis of differences between the two samples was carried out. 

13.3 Post-workshop Follow-up Questionnaire 

A follow-up questionnaire was sent to the twenty-two SGCs who completed the baseline 

questionnaire at the first workshop in September. One SGC had not completed the baseline 

questionnaire, and so was excluded from the follow-up. As those who attended the 

November workshop would have had only a few weeks in which to use any new 

techniques, I did not send them the follow-up questionnaire. The timing of the second 

workshop so close to the end of the school year was not desirable, and these implications 

will be discussed in Chapter Fourteen. However, it is also regrettable that only nine SGCs 

returned the follow-up questionnaire, although one sent two e-mails giving his opinions 

about the workshop and the role of SGCs. These are discussed below. I sent a friendly 

reminder to those who did not reply within two weeks.  

I received follow-up questionnaires from nine SGCs (five male and four female). This was 

under 25% of what could have been hoped for under other circumstances. Eight of these 

SGCs were European and one was Tongan. Analysis of results for descriptive purposes was 

carried out using SPSS.  
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13.3.1 Identification of depression 

All nine respondents used physical signs, sadness, what was said and behaviour changes 

to assess depression. Four also used another (unspecified) way.  

13.3.2 Which tools and their usefulness 

Six SGCs used tools, with a total of ten tools named. Three SGCs used Ministry 

Guidelines, two for suicide (National Health Committee, 1998) and one for 

depression (National Health Committee, 1996), and two used the Beck Depression 

Inventory (Beck et al., 1961). The following tools were each mentioned by one SGC: 

CDRS-R (Poznanski & Mokros, 1996), CES-D (Radloff, 1977),  “Think Good, Feel 

Good” (Stallard, 2002) and “Assessing Your Wellness” (Clovis Community College, 

n.d.). One SGC did not specify. Three reported the tools as very useful, and three as 

useful.  

13.3.3 Differences with Māori adolescents 

Three SGCs said there were differences between Māori and non-Māori adolescents, 

three reported there that were no differences, and three remarked that they saw too few 

Māori students to comment. Seven comments were made and these were classified in the 

same way as before. Two SGCs each mentioned different presentation, being more 

spiritual/philosophical and being more complex or deep. One reported more whānau 

involvement.  

13.3.4 Meeting depressed adolescents, how frequently, how long? 

All nine SGCs answered this question, giving fourteen replies. Six SGCs would meet 

students daily, two would meet them two to three times per week, two weekly, one 

fortnightly and three as needed.  

One SGC would meet depressed adolescents for a month, two would continue for up to six 

months, while six would meet as long as was needed.  

13.3.5 How SGCs work with depressed adolescents 

All nine SGCs encouraged the adolescent to talk, gave ideas about coping strategies, and 

involved family and friends. Eight used psycho-educational methods, encouraged the 

student to write things and prescribed activity. Five used interactive methods such as 
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drawing and gave advice, four used props, one used CBT and three used other ways, 

namely referrals.  

13.3.6 Referrals to other services 

All SGCs referred to CAMHS, six referred to GPs, five to counselling agencies, and five to 

Māori services if appropriate. No other services were mentioned.  

13.3.7 Referral questions about depression 

Seven SGCs asked about suicidality or safety, five about sadness, three around support and 

two about eating and sleeping. Four SGCs asked about motivation, irritability or getting 

more information. No-one asked directly about hopelessness.  

In response to what would help SGCs make good referrals to CAMHS, three mentioned 

having a clear, structured assessment tool, two talked of experience or practice, a further 

two wanted a good relationship, one asked for training, while one wanted assurance that 

CAMHS would do a good job.  

13.4 An informal comparison of answers 

An informal comparison of the pre and post questionnaires for the nine SGCs who 

completed both of these was carried out to ascertain what differences were mentioned. 

These are listed below. 

Identification of depression: One SGC now considered physical signs in assessment.  

Assessment tools: Two SGCs mentioned using different assessment tools. One was 

involved in another research study and so had learned to use CDS-R (Poznanski & Mokros, 

1996). Another SGC used two resources that had been mentioned at the workshop, the 

CES-D (Radloff, 1977) and “Think Good Feel Good” (Stallard, 2002) as well as 

“Assessing your Wellness” (Clovis Community College, n.d.). 

Māori adolescents: Two SGCs commented on Māori adolescents, one mentioning that 

Māori showed a more philosophical and metaphorical understanding of depression than 

non-Māori, and another mentioning they were more spiritual. 

Ways of working: Six SGCs reported now working in different ways. One included CBT 

and Dialectical Behavioural Therapy (DBT) in her work (Behavioral Tech, 2007), one 

included activities, one interactive ways and two mentioned giving advice. One SGC had 

added talking, psychosocial education and the use of homework.  
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Referrals: There were also more types of questions asked around referrals. One SGC now 

asked about sleep, appetite, concentration and irritability, another had added eating and 

sleeping, while one asked about the severity of the depression. One SGC mentioned that 

consultation with CAMHS would make referrals easier.  

13.4.1 Summary: Part Three 

It was not possible to undertake detailed analysis of the pre-and post workshop 

questionnaires, as there were such small numbers involved. However, I have mentioned 

some of the differences that are apparent. In particular, several SGCs were using different 

ways of working with depressed adolescents, which was encouraging. These results will be 

further discussed in Chapter Fourteen.  

13.5 Comments made by SGCs in discussions during the first 
workshop 

Workshop One was recorded and so I reviewed these tapes and transcribed the comments 

made by the SGCs. Some selected comments, which are quoted below, are representative of 

many similar comments made. They are presented here for two reasons. Firstly, to show 

that many SGCs had some knowledge around adolescent depression and wide experience in 

working with adolescents. Secondly, this is intended to give an indication of the enthusiasm 

with which comments were made and discussions carried out both in small groups and 

when together as a larger group. The workshop was truly participatory, as was the intent. 

No counsellor will be identified.  

13.5.1 Ways of recognising young people are depressed 

SGCs had some interesting ideas about how young people change when depressed. These 

were eloquently expressed. 

A sense that they’re not who they used to be.  

No pride in appearance, generally angry and quite lost. 

Risk taking and sexual behaviour. 

Young people themselves tried to raise their mood by self-medication.  

The use of drinking and dope to raise mood.  

13.5.2 Suicidality and hopelessness 

There was considerable discussion around risk assessment with some SGCs unsure if they 

should always ask about self-harm or suicidality. Other SGCs were very clear that this had 
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to be part of a risk assessment when there were serious concerns.  

I would often ask outright have you ever thought of harming yourself?  

It allows the student to know that you’re OK about talking about it. 

13.5.3 Inventories 

As I had expected, there were differing views about the appropriateness of SGCs doing 

formal assessments, some examples are given here. 

I particularly don’t like scales.  

The more you use the inventory, the more you get a sense of it.  

A scale or inventory, as a point for discussion. 

13.5.4 Discussions of the video clips, “Isabella” and “Jacob” 

There was strong feeling that in the videos, the clinicians did not ask all the questions that 

the SGCs would have liked to be covered. In particular, with the video of Isabella, they 

wanted to know about sadness, her relationship with her father (who had left home) and 

how she felt about the assessment procedure.  

What we didn’t get was why she is sad.  

 I guess I’d want to be asking questions about that relationship. 

How would she feel about continuing to talk about this in the future? 

Jacob was seen as  

less alarming than Isabella but with more question marks,  

although for him  

drugs and alcohol could have been a big factor.  

However, I was pleased that at least one SGC indicated understanding about watchful 

waiting as he expressed that he would refer Jacob  

in four to six weeks if no change, I would be more concerned.  

This led to a brief discussion about perhaps Jacob had  

a healthy dose of male bravado  

and the comment from a male SGC that  

this staunchness might ring more alarm bells for male counsellors than females.  

As the gender balance was almost equal, this was an interesting exchange.  
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As discussed elsewhere, the SGCs were not sympathetic towards the type of interviewing 

techniques used in the clips. They disliked the interviewers’ styles and expressed comments 

such as: 

Personally, I felt the number of closed questions…  

A lot of suggesting questions. 

One SGC summed it up well. 

 I imagine I’d get all this information but in another way.  

When asked after the interview to discuss if Jacob might be referred to another 

professional, one SGC’s report from his group was greeted with laughter.   

We wouldn’t refer him on …if to anyone then to a trainee counsellor.  

13.5.4.1 What would make you refer right away? 

I was pleased that the answers to this question indicated that the counsellors had been 

thinking about what we had earlier discussed and using information to make decisions.  

Lack of support, if no other support except us.  

If other people in the school are coming to us and saying they’re worried. 

My weathervane teachers.  

Discordance of reports, real masking and self-denial and disconnected with the 
reality around it. 

There was concern expressed about what to do when like Jacob, there appeared to be an 

element of denial.  

The difficult thing is with referrals to (CAMHS) when the child is in denial. 

If the child doesn’t want help, what do you do?  

Helpful suggestions were made about using peers and involvement with CAMHS.  

Bring in a friend and interview them about the effect it (the student’s depression) 
has on them.  

Our duty is to make a phone call to say “please be prepared for some denial”…a 
call for collaboration so these kids don’t fall through the cracks. 

 Go along to (CAMHS) for first interviews.  

13.5.5 Ways of working with depressed adolescents 

Some SGCs spoke of the different ways that they already used to work with depressed 

adolescents. This encouraged others, and I could use their examples as illustrations.  
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13.5.5.1 Activity scheduling 

Using Isabella and Jacob as examples, the SGCs had a large number of suggestions about 

activities that could help. There was frequent mention made of helping adolescents 

remember and recognise when they had fun. 

Just doing things. 

Having a coffee with your friends.  

Often they have forgotten what they used to enjoy. 

Encourage them to recognise when they are having fun.  

Brainstorm around how they had fun in the past, put it on paper, take it away, 
something concrete to look back on.  

13.5.5.2 Goal setting 

Many of the suggestions around what goals the young person might set were made in 

relation to the adolescent actually getting to school in the morning, on time, and then 

gradually increasing attendance, as they became less depressed. Encouragement and praise 

was seen as crucial.  

Getting out of bed.  

Getting to school on time.  

Getting to 50% of attendance.   

To actually get out of bed and get to school is absolutely fabulous ... a huge 
achievement. 

Many of the specific goals that SGCs considered likely to help Isabella and Jacob were 

based around self-care, improving relationships with parents and contacting friends.  

A piece of music you like. 

Exercise. 

Write one thing that you’ve done really well and one thing you’ve enjoyed. 

Ring dad. 

Having a pleasant conversation with mum. 

Spend an evening with his friends. 

Send one e-mail.  

13.5.5.3 Negative thoughts 

The idea of realistic thinking and shifting depressive thoughts was introduced briefly in the 

workshop, to raise awareness of the ideas and to give some simple training about 
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recognising these. Some SGCs had done CBT training and were able to assist others with 

understanding the concepts. This was valuable. Some interesting points were raised around 

language and labels that SGCs had frequently heard adolescents mention. Negative labels 

which indicated what the young person believed about themselves included lazy, useless, 

unwanted, always my fault, loser, nobody cares. Using the language used by the adolescent 

was helpful.  

Drawing up a catalogue of absolutist terms… their language is actually riddled 
with always, never etc. 

I’ve got a list of those with examples. 

There was also discussion about helping young people to identify negative thoughts, seen 

sometimes as being difficult for them.  

I’ve actually found that teenagers find it really hard to identify thoughts … it’s 
being really patient with them.  

We can ally ourselves with them against depression.   

With alternative thoughts, sometimes if they can think “oh well it’s a fake 
thought”, I put a letter on school letterhead with an alternative thought – looks 
very impressive. 

13.5.5.4  Problem solving 

The discussions of the SGCs around problem solving mentioned the difficulties that 

teenagers faced when they are reacting to domestic turmoil. Often there was little that the 

adolescent or the SGC could do to change the situation.  

Sometimes the young person is not the problem, and we are working in a far wider 
spectrum than just our individual client. If mum and dad could sort their problems 
out!  

It’s unfair sometimes. Dreadfully unfair. 

Can’t wave the magic wand. 

One SGC was sure that all teenagers, not just those who were depressed, could benefit from 

help around problem solving, and used this strategy frequently.  

Teenagers don't always have a decision-making model. Successful adults all have 
a decision making model.  

13.5.5.5 Relaxation 

Many SGCs used relaxation regularly with adolescents. Some talked of ways that they had 

found to be particularly effective.   

Different sorts of relaxation from where they just lie, to whole visualisation.  
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If you can get a metaphor for how she is feeling. 

Breathe in and out to count of three or four, and they love it. 

13.5.6 SGCs are very busy people  

It does not appear that there has been any real change since Manthei’s survey in 1999. 

Counsellors reported then that they felt they were busier overall than five years earlier. 

The whole job has got busier. It’s hard to know why this is. It could be partially 
experience in the job and more clients. However, I do know I spend more time in 
meetings … I also spend much more time on things financial and administrative. 
This work is done out of school time. 

(Manthei, 1999a, p.31) 

Discussion of ways of working with young people led to SGCs talking about the pressures 

that they faced from being over-worked, and the different ways they dealt with that. Three 

SGCs in particular contributed to this discussion both during and after the workshop. For 

clarity, I have referred to three SGCs as X, Y and Z at this point. One SGC was very clear 

that he did not have enough time to see all young people who needed to see him, and so 

usually dealt with emergencies rather than regular therapeutic work. For him referral was 

the usual option.  

Where we work we’re largely doing crisis work, this way requires a lot of time, 
wonderful in theory but often I’m overwhelmed. (X, Male) 

His views were countered by other SGCs explaining that they experienced this also but had 

decided to deal differently with the situation. As this was such an important issue for SGCs, 

I have included several quotes around this topic. 

I think sometimes I have to do meaningful in-depth counselling, so you actually do 
meaningful therapy, not just social work. (Z, Female) 

Take a few (students) on. 

Turn the phone off, putting a sign on the door. 

Go and hide.  

When I actually do not want to be disturbed, I put the sign on the door. (Z, 
Female) 

One SGC preferred to take advantage of being in a school setting by seeing students 

regularly but briefly, and so work in a way that is different to the usual counselling session 

of 40-50 minutes.  

One of the advantages of working in a school may be the initial assessment is the 
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long one, then quite brief meetings, check-ins. I don’t know it needs to be a series 
of long in-depth interviews. Five minutes may be enough, adolescents are so much 
in the present.  

13.5.7 Summary: Part Four 

I have included many quotes from SGCs to indicate the wealth of knowledge around 

working with depressed adolescents. There was also opportunity for them to talk about the 

pressures put on school counsellors, and how they coped with the workload in different 

ways. This will be followed up in the next section.  

13.6 Further comments from SGCs 

Many SGCs talked to me during the lunch break or after the workshops, expressing thanks 

for the opportunity to come to the training and saying what they had found helpful. Several 

sent e-mails the next day, and some examples are given below. The last quote was from an 

experienced SGC whom I had not previously met. She certainly appreciated the workshop.  

Many thanks for yesterday! (Female, September) 

Thanks for yesterday. Most of the concepts were familiar to me but most 
importantly, I found that a lot of things dropped into place. I will be making 
improvements to the ways that I do things – thanks to you. (Male, September)  

Thank you for your presentation I found it very helpful. Do you know if they do the 
mental health first aid training in New Zealand? (Female, November) 

Just wanted to say thanks for the course on depression and adolescents yesterday 
– it was everything a good course needs to be – not too many participants, 
pleasant location, opportunity to network with colleagues during course and at 
lunchtime, no cost (in your dreams usually!) and, material that is already familiar 
but builds on knowledge and experience, using the collective wisdom of all those 
in the room to process it. Well done! (Female, November) 

As previously mentioned, one SGC sent two follow-up e-mails about workload. These 

indicated his beliefs about life as an SGC, and his wish for these to be understood.  

I wish to answer this from another angle. I have been thinking about your 
workshop, and, while I appreciate your commitment to adolescents' mental health 
and school counsellors, the workshop largely bugged me. A minor point, I didn't 
learn anything new. 

More to the point, I have a large number of students who would qualify for CBT 
style therapy. I certainly do not have the time to do it. Six sessions would be a 
luxury for those I am really concerned about. 
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The safest way for me to practice, given the volume of people I see, is to leave the 
phone on the hook, and to navigate my way as priority demands it. 

Please include this in your study of a counsellor's point of view. 

(X, Male, September workshop) 

I replied, asking for his ideas as to how the situation could be different. He was clear 

there needed to be systemic change, and detailed how this could take place.  

For me it's back to the parents. The school counsellor being expected to pick up 
the slack is nonsense. It's bad practice/politics, colluding with dysfunctional 
government prioritising of money and parents shirking their responsibilities. It's 
also a wonderful recipe for burnout if we try and fill the gap. 

I am really straight up with my parent group, particularly around 
depression/suicidality. That it is their responsibility to do something about it. That 
what I can offer is very limited in terms of definite time, that they need more 
professional support. A lot ring, "Hey, can you do the work?" Often they are 
looking for the freebie. Answer, "No". I explain my workload, so as they have an 
honest basis from which to work from. I explain that I can see their kid, keep an 
eye, but I can't do the CBT required. I advocate CBT. I refer, knowing that most of 
them will do nothing, but I am very clear this is not my problem. 

Maybe there could be travelling CBT facilitators working with groups in 
schools??? 

Another participant mentioned the workshop comments made by this SGC.      

The reality as described by (X) is still there though. Using (student) as an example, 
I only ever had time to scratch the surface with her – there were always too many 
fights/conflicts/other dramas to sort out to give real support to a very depressed 
girl. A sad predicament for her (and me) ………but this is life ……………… 

(Y, Male, September workshop) 

One female SGC (Z) had particularly challenged X in the workshop, saying that she had 

decided some years ago to set aside time to enable some in-depth work with students, 

otherwise she too would be swamped with “crises”. The above e-mail from Y continued:  

I really found accord with (Z) who says that she has to make time for ‘real 
therapy’ – I looked through a bunch of therapy notes from my early days at 
(school). It made me realise how much my job has changed in 7 years – but not all 
for the worse. 

(Y, Male, September workshop) 

While the workshop may not have been helpful for X, he mentioned enjoying the 
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opportunity to discuss some of these issues with colleagues. I am including these lengthy 

quotations as being indicative of the sense of pressure that some SGCs feel. This is not a 

new concern, with Crowe recently asking the pertinent question “How safe is the 

practice of an over-stretched school guidance counsellor?” (Crowe, 2006, p22). 

13.7 Summary of results from Workshop 

Overall, as can be seen from the evaluations and a sample of some e-mails received, SGCs 

appeared to have found the workshop to be enjoyable and beneficial. While not all the 

material was new to them, some expressed a sense of gratitude by knowing they were on 

the right track. Almost every part was mentioned by someone as being helpful, in particular 

assessment, risk factors and the five ways of working. The learning outcomes appear to 

have been achieved. In particular, participants appreciated the interactive nature of the 

workshop, the opportunity to hear from other SGCs and the fact that the workshop was 

tailored specifically for SGCs.  

Little can be learned from the follow-up questionnaire as such a small number responded. 

An informal review of these noted that at least a few SGCs had made changes regarding 

assessment and ways of working, but this also emphasises the need for proper evaluation of 

workshops, i.e. do they to lead to better outcomes for adolescents. Difficulties with the 

follow-up measures and suggestions for improvements will be discussed in Chapter 

Fourteen. 
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Chapter 14  

Discussion of Stage Three 

The aim of Stage Three was to use the information received from the earlier stages to 

develop, pilot and evaluate a training workshop for SGCs to aid their practice with 

adolescents showing depressive symptoms. There were three key objectives: 

1) To develop the workshop. 

2) To present it to a group of Auckland SGCs. 

3) To evaluate its efficacy and to investigate if the effects of training were 

sustainable. 

The first two objectives were well met, but the final objective was not met. This 

chapter will discuss the strengths and weaknesses of the methodology, and compare it 

with other similar studies.  

14.1 Main findings 

All four learning outcomes for the workshop were achieved. These were increased 

ability to carry out an initial assessment and accurately identify different levels of 

depression, knowledge of risk factors and key questions around suicidality and level 

of depression, confidence to make appropriate decisions, as well as knowledge of 

effective techniques to work with adolescents showing depressive symptoms.  

Evaluations were good. SGCs found the workshop to be of value and would 

recommend it to others. SGCs particularly appreciated that the workshop was targeted 

to their specific needs and was participatory and interactive.  

14.2 Strengths of the Workshop 

The strengths of this stage were that the workshop was developed, presented and 

evaluated. SGCs who attended found it to be helpful. The development of this 

research has endeavoured to take into consideration the information given by SGCs in 

determining successive stages.  

14.2.1 Development of the Workshop 

The workshop was based on SGCs’ expressed needs for training as reported in the 

questionnaire. Two hundred and twenty SGCs (92%) answered this question, with 
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almost all wanting information about effective treatment and best practice based on 

research, as well as case studies. This was the basis for the content of the workshop.  

I believe that the workshop met the demands for active, participatory training based 

on sound research and presented by clinicians rather than simply researchers. While a 

researcher at this time, I am an experienced clinician having worked for many years 

with adolescents and their families. One way in which this research differed from 

other available training, was that it was specifically prepared for SGCs in their unique 

setting.   

14.2.2 Presentation of the Workshop 

SGCs had been clear both in groups and in the questionnaires that they did not wish 

training to be simply theoretical. While inevitably there was some theory included, the 

emphasis in the workshop was firmly on evidence-based practice. The specific aims 

around presentation of the workshop were to offer additional knowledge and skills to 

SGCs in the area of adolescent depression, and to use effective didactic techniques to 

enhance learning. These included video-clips and opportunities to practice new skills.  

14.2.3 Evaluations of the workshop 

Four learning outcomes were established for the workshop (See 12.3.2). All four of 

these were met in the workshops and there were good evaluations. SGCs clearly 

found these workshops useful and enjoyable. Every part of the workshop, screening, 

assessment, risk factors, referrals, ways of working, assessing change, as well as the 

video clips and resources provided seems to have been appreciated. Not all material 

was new to everyone, but some participants mentioned it was valuable to know they 

were “on the right track”. This is catalytic validity which refers to the empowerment 

and energizing of research participants (Stiles, 1993). The opportunity to hear from 

colleagues who understood the demands of the job and to learn ways that other SGCs 

used in working with depressed adolescents was a major benefit. SGCs appreciated 

that the workshop was participatory and interactive. They gave very high ratings to 

questions about attending a similar workshop and recommending it to others, which 

indicated their satisfaction.   

Counsellors also appreciated the pleasant venue at Tamaki Campus, the café and the 

opportunities to interact with colleagues during the workshop and the breaks. Adult 
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learning literature backs this up by emphasising the importance of the physical 

environment during training, such as having frequent breaks, snacks and opportunities 

to interact with others (J. Collins, 2004). These aspects should be considered in 

planning. 

14.2.4 Recording of the workshop 

Recording the workshop on video has enabled me to confirm that the workshop did 

follow the intended plan and worked towards the learning outcomes. It has also been 

useful to have on record the many questions and comments made during the 

workshop and the interactions between participants. I have transcribed these 

comments and used some to illustrate ways SGCs mentioned as being successful in 

their work with adolescents, and their comments on the video-clips. We referred back 

to these two scenarios throughout the day. It was also valuable to have on record some 

of the comments made about the ways SGCs cope in a demanding environment. 

14.2.5 Post-workshop support 

The last aim of the workshop was to provide follow-up supervision as needed as 

SGCs used these new skills in their school. At the workshops, I informed SGCs that 

they could contact me by phone or e-mail if they wished to discuss any new 

approaches they were trying. I did not receive any such contacts for support, but 

SGCs appeared to appreciate the offer. I believe it was helpful for the SGCs that such 

support was available in a research project.   

14.2.6 Suggestions for future workshops  

SGCs were happy to make suggestions for future training relevant to their work which 

strengthened this research and linked it to future training opportunities (J. Collins, 

2004). Several requested similar workshops on other mental health disorders, and on 

cultural aspects, while some wanted follow-up to this workshop. This ensured that 

results from this research would continue to be of value. 

14.3 Weaknesses of the Workshop 

The main weakness was the lack of adequate follow-up of the efficacy of the 

workshop. Other smaller weaknesses were the length of the workshop, and the 

selection of video-clips used. 
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14.3.1 Inadequate follow-up of the efficacy of the Workshop 

This was mainly due to timing of the workshops. A delay in obtaining ethics approval 

led to postponement in sending out the questionnaires until late October 2005, 

meaning full analysis was not possible until the early part of 2006. After this analysis 

had been completed, the workshop was then planned and developed based on the 

information received from SGCs. Ethics approval was obtained in mid-June and I 

contacted principals at the start of the third term (mid-July). The first workshop was 

held in early September with another held in November. Within two weeks of the 

September workshop, SGCs' usual patterns of working would be disrupted for the rest 

of the year with the forthcoming break between Terms Three and Four, and the 

commencement of extended study leave for students in Years 11 to 13. This meant 

that I could not gauge how SGCs would apply new learning at this time of year.  

However, it was disappointing that only nine SGCs returned the follow-up 

questionnaires, sent in mid-November. Those returned showed only a few changes 

from what was reported in the baseline questionnaires, although some SGCs reported 

using more or different assessment tools. One SGC wrote two lengthy e-mails to 

express his viewpoint. It is very likely that the timing of the follow-up was too close 

to the end of the year for some SGCs to complete the questionnaire. This was 

particularly unfortunate when the numbers of SGCs available to follow-up was 

already restricted to those attending the first workshop. I was unable to follow-up the 

November workshop as it was held only a few weeks before the school year ended. 

It is regrettable that that effective follow-up in 2006 was not possible. This is certainly 

an area that needs to be investigated. While some SGCs prefer training towards the 

end of the school year, as they perceive their workload is lighter, the extensive 

summer holidays may preclude any effective follow-up in Term Four. This will need 

to be taken into consideration in the future. Training in early or mid-year would give 

ample time for adequate follow-up. It must be noted though, that training for SGCs 

needs to be accommodated within the school terms, and often it would not be possible 

for them to leave school for a period of time during the first and last weeks of term. 

This is also important. As mentioned, as much advance notice as possible is essential.  

14.3.2 Length of the workshop 

In Stages One and Two, SGCs had given copious amounts of information about what 
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could be presented in the workshop, as discussed in earlier chapters. Ideally, to cover 

all that was requested I wanted to present two days initial training with a further one-

day follow-up session. This form of delivery, with an opportunity to try things 

between sessions is found to be more effective than “one-off” workshops (Eraut, 

2001; Fullan, 1982; Winter & McEachern, 2001). However, experience gained from 

the qualitative study, as well as the information given in the questionnaires indicated 

to me that many SGCs would not be able to attend such lengthy training. Some would 

need several months’ notice in order to access part of that year's professional 

development allocation. Other SGCs also indicated that they were unlikely to be able 

to take two consecutive days away from school, still less a third follow-up day later. 

This relates to the issues discussed in the introduction that in many cases absent SGCs 

are not covered by relief counsellors (Crowe, 2006). Balancing all these aspects, I 

decided that to ensure as many SGCs as possible could attend and evaluate my pilot 

training, I would run a one-day workshop. Longer training sessions could occur in the 

future if the focus and content of these pilot workshops were acceptable. 

While evaluations of this workshop were generally very good, a shorter workshop did 

give less opportunity for SGCs to fully learn and practice new approaches to working 

with adolescents. This could compromise the effectiveness of these new strategies.   

Although 81% of SGCs indicated in their workshop evaluations that the length was 

just right, 16% felt it was too short and wanted two-day training, while one SGC 

mentioned it was too long. Nevertheless, I believe that a longer workshop with 

follow-up would be the ideal. Adult learning research suggests that teachers need to 

use a new strategy or teaching method about twenty-five times before all the 

conditions of transfer of these new skills are achieved (Showers et al., 1987). In a 

similar way, SGCs would therefore need to have ample time to try out the new 

practices they learned before returning for a follow-up session which would reinforce 

the learning and discuss any difficulties that had arisen. If there continued to be issues 

around the availability of time, then use could perhaps be made of the Internet for 

supervision and consultation. Most SGCs had access to the Internet at work and many 

used it regularly.  

14.3.3 Selected video-clips 

The two video-clips, chosen from resources available at the Department of 
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Psychological Medicine and the Werry Centre, were intended to be a starting point for 

discussion of the level of depression shown by the adolescent, risk factors, how to 

gain relevant information and referral decisions. However, both available interviews 

around depression happened to be conducted by child and adolescent psychiatrists 

rather than by other mental health clinicians such as psychologists, nurses, social 

workers or family therapists. The majority of counsellors were critical of these video-

clips, with concerns expressed about the level of rapport established with the 

adolescent and the style of questioning. These were seen as very “medical” and not 

“like counsellors would do it”. In Chapter Thirteen, I have included some quotations 

to indicate the level of discomfort that SGCs expressed after viewing these 

assessments. It was hard for some SGCs to put aside these criticisms and focus on the 

content of what was included in a very brief (15-20 minutes) scenario staged 

specifically for training purposes. However some SGCs did appreciate the video-clips, 

and they certainly stimulated heated discussions in both workshops. There were 

comments made that SGCs would like some scenarios that were more relevant to 

them as counsellors.  

Before undertaking further training for SGCs, I would make one change to this part of 

the workshop and produce similar training videos but with SGCs as the interviewers. 

This has been discussed with both CAMHS clinical staff and researchers and I believe 

is an important issue to address. I do not foresee that there would be difficulty in 

finding some SGCs to participate in this. A few mentioned after the workshops that 

they might consider involvement in this at a later date. It would not be difficult to 

produce these videos specifically for SGCs, with similar content to the ones used in 

the workshop, but likely to be more acceptable.    

14.4 Comparison with similar studies 

No similar studies have developed and evaluated such training for SGCs. Australian 

research investigated adolescent health training for GPs in Victoria and evaluated the 

efficacy of an educational workshop (Sanci et al., 2000). This delivery of adolescent 

health training was to 108 GPs in groups of twelve to fifteen, for two and a half hours 

per week for six weeks. A final discussion and debriefing took place after a further six 

weeks. It was therefore much longer than the present study, as well as being part of 

required continuing medical education (CME). Results indicated that almost all 
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participants not only found the programme appropriate and relevant but also attributed 

changes in their practice to this training. Follow-ups (at seven and thirteen months and 

again at five years) indicated that change had persisted (Sanci et al., 2005). While 

Sanci's study provided longer training than the current research, by contrast a British 

study concluded that effective changes in how GPs screened and managed adolescents 

with depression occurred after two one-hour training sessions (Gledhill et al., 2003), 

thus considerably shorter than my SGC workshop.  

To be able to deliver training around adolescent depression with SGCs under similar 

conditions to Sanci’s study would be ideal. However, until there are changes to the 

professional development requirements and recognition for additional quality training 

undertaken by SGCs, it is likely that the time requirements would be a barrier to 

attendance. In late 2006, a local District Health Board offered youth health training 

over several evenings for those working in schools. Almost all those who attended a 

seminar that I delivered about depression and anxiety were school nurses, who would 

receive recognition of such professional development training as part of their career 

pathways.  

14.5 Summary 

This chapter has discussed the main strengths and weaknesses of Stage Three, and 

compared its delivery and follow-up in relation to one recent Australian study. The 

main strengths were the development and piloting of the workshop and the good 

evaluations given by the SGCs who participated. These evaluations also gave ideas 

for other future training. The main weakness was the inadequate follow-up of the 

efficacy of the workshop as it was too close to the end of the school year. Difficulties 

around the length of the workshop and the video-clips used were also discussed. An 

Australian study offering training to GPs was advantaged by the compulsory nature of 

CME for General Practitioners and used training over six evenings with follow-up 

(Sanci et al., 2000).  

However, the present training was very successful and evaluations indicated that this 

was the type of training welcomed by SGCs. Future training can build on this. 
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Chapter 15  

Discussion and Conclusion 

The role of SGCs means they are ideally placed to identify, treat and help prevent 

adolescent depression. I have investigated their beliefs, knowledge and practice 

concerning adolescent depression and examined their training needs, in order to 

improve the outcomes for school students in New Zealand who are depressed. I 

developed, piloted and evaluated a training workshop specifically for this group. To 

ensure delivery of appropriate treatment, SGCs need relevant knowledge of ways to 

assess, refer and work with mild-moderately depressed adolescents. Training SGCs in 

these areas will help reduce the influence of the effects of depressive symptoms on 

healthy adolescent development and decrease the risk of subsequent depressive 

episodes and suicide attempts.  

15.1 Summary of findings 

This study has met the aims and objectives outlined in Chapter One, to investigate the 

beliefs, knowledge and practice of SGCs about the assessment and treatment of 

adolescent depression. The qualitative (Chapters Five to Eight) and quantitative 

(Chapters Nine to Eleven) studies revealed SGCs’ perceived training needs 

concerning detection, assessment and treatment. In the light of these, I developed, 

piloted and evaluated a workshop for SGCs, which they reported to be useful.  

Data from the focus groups (Stage One) was developed into a thematic map of their 

beliefs, knowledge and practice around adolescent depression. This qualitative data 

informed the development of the quantitative study (Stage Two). One important 

finding from this questionnaire was that only 20% of SGCs believed that their initial 

counselling training prepared them well for their work with adolescents showing 

symptoms of depression. Later training, often provided by CAMHS, had been helpful. 

The study also found that less than 30% of SGCs received either regular supervision 

or consultation from a mental health clinician around adolescent depression. Ninety 

percent of SGCs wanted additional training about adolescent depression, in particular 

useful strategies. They requested training based on research findings and best practice.  

It appeared that few SGCs had systematic training about assessment techniques or 

appropriate referrals to other services. Although some SGCs had experienced 
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difficulties with their local CAMHS, almost 25% were satisfied with the service, 

although there was some confusion around criteria for referrals. 

The questionnaire confirmed the finding from the qualitative study that SGCs were 

eclectic in their ways of working. SGCs reported a variety of individual and systemic 

barriers for adolescents to access their services. 

The strengths and weaknesses of the methodology used in the three stages have been 

considered (Chapters Eight, Eleven and Fourteen). This final chapter aims to discuss 

the main findings of the research as a whole, its impact on the counselling and 

CAMHS communities in New Zealand, and how it lays a foundation for future 

research and change.  

15.2 Strengths of this study 

15.2.1 At the right time 

One of the main strengths of this study is that it was timely in the New Zealand 

setting. As discussed in the introductory chapters, adolescent depression is a 

significant problem (Adolescent Health Research Group, 2003; Merry, McDowell, 

Hetrick et al., 2004). In some areas, SGCs can be seen almost as gatekeepers for 

mental health services (Geroski et al., 1997; Manthei, 1999b). Both the government 

and Education Review Office (ERO) advocate the importance of schools being 

physically and emotionally safe places for students, with guidance and counselling 

among the systems existing to ensure this occurs (Education Review Office, 1994, 

1997, 2000; Ministry of Education, 1989a, 1989b). However, there has been no 

previous national study that has investigated the knowledge and training needs of 

SGCs around adolescent depression or any other mental health disorder. As the role of 

SGCs has changed over the last forty years (Besley, 2001; Crowe, 2006), it is 

important that their training needs are addressed to enable them to work effectively. 

15.2.2 Study design 

Qualitative information from nearly half the SGCs in one region was used to inform 

the nationwide questionnaire (Chapters Nine to Eleven). Responses to the 

questionnaire came from over half of the eligible New Zealand SGCs. These good 

response rates at both stages suggest that the information collected is trustworthy and 

representative. 
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These data were used to develop training to equip SGCs appropriately. Since this 

training was based on their responses, the chosen content was directly relevant.  

15.2.3 Information from New Zealand 

By conducting focus groups with a large number of SGCs in one area and then 

confirming the results by a national questionnaire, I have collated information from a 

broad range of SGCs across New Zealand. 

15.2.4 Impact on SGCs 

This study comprised three stages, with each building on the previous stages, leading 

to increasing interest in the research and the workshop from many SGCs throughout 

New Zealand. The research has been regarded by some SGCs as supporting the role 

of SGCs in secondary schools (for example, A. Crowe, personal communication, June 

6, 2006; I. Frayling, personal communication, September 9, 2006). It used 

information given by the SGCs themselves in preparing further training that would 

benefit them.  

All three stages were carried out as planned, with significant numbers of SGCs 

attending focus groups (45%), returning questionnaires (53%) and attending the 

workshops (33%). For both the focus groups and workshops, considerably more 

SGCs returned consent forms than were in fact able to attend on the selected days.   

Analysis of the data received at all stages of the research has provided a wealth of 

information about SGCs' views on a wide range of issues. The emphasis given to 

discussion of the relationship with CAMHS clinicians and the need for clarity around 

referrals to CAMHS that emerged from the focus groups influenced both the 

questionnaire and the training. This meant that the workshop put some emphasis on 

assessment of adolescent depression, knowledge of risk factors and information about 

referrals. The reality for some SGCs was that the pressure of work meant they 

themselves were only able to work with a small number of adolescents, and so they 

referred most students showing signs of depression to CAMHS, GPs and other 

agencies. 

SGCs appreciated the opportunity to express their opinions and that the workshop 

design considered their views. This is a major strength in the research. After hearing 

in advance of my presentation to the CAMHS conference in Dunedin in 2005, a 



 

244 

 

school counsellor contacted me and asked me to meet with the regional group. From 

this interest shown in preliminary results of my research, I was asked to be a keynote 

speaker at the SGC conference in June 2007, where results of this research were 

presented to the majority of SGCs in New Zealand.  

15.2.5 Training specific to SGCs 

SGCs greatly appreciated the tailoring of the workshop to their needs. Frequent 

mention was made that their role was different to counsellors in other fields, and so 

they found it important to meet together and learn from each other as well as the 

facilitator. At both the focus groups and the workshops, I was made aware of the 

immense depth of experience among the SGCs, as many had worked in this role for a 

number of years. SGCs reported that often they did not find generic training alongside 

others working in the education sector, such as RTLBs (Resource Teachers: Learning 

and Behaviour), social workers or school nurses was particularly helpful. Each 

profession was seen as having a different role, with differing expectations and training 

requirements. Some SGCs mentioned the isolation that exists for counsellors in many 

schools, as well as the sense of a devaluing of their role with changes in the education 

system. This has led to insecurity about the future. Thus they valued training specific 

to SGCs and appreciated the collegiality experienced when they met together both for 

focus groups and for training.  

15.2.6 Māori rangatahi 

Information from this research is available for Māori clinicians and researchers who 

are active in sharing information and consulting with SGCs about how they can best 

support rangatahi. This is not something that as a European woman, I can do, but the 

information I have gathered can form a basis to aid future training. Tania Cargo, 

(Ngati Maru, Ngati Manu), a clinical psychologist and advisor at the Werry Centre, 

conducted training for CAMHS clinicians about helpful ways to work with young 

Māori, which emphasised acknowledging their cultural identity. She talked of turning 

“worriers” into “warriors” (Cargo, 2006). This training was well received by the 

clinicians (Nicholson, 2006) and would be of great benefit to SGCs.  

15.3 Weaknesses of this study 

Methodological weaknesses have been discussed after reporting the results of each 
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stage. There are three main weaknesses in the study: selection of participants at each 

stage, generalisability of the results and the evaluation of long-term effectiveness and 

use of knowledge and skills learned in the workshop. This last weakness has been 

discussed at length in Chapter Fourteen, but will be considered further here. 

15.3.1 Selection of participants 

As happens with most studies, there is a self-selection bias. Those SGCs who had 

most interest in adolescent depression or realised their need for further training may 

well be those who participated at the various stages. There was also a potential bias in 

that those SGCs in South Auckland, who knew me from my work there, may have 

been more likely to wish to participate. However, in Stage One, the follow-up to all 

SGCs who returned consent forms and my endeavours to respond to their requests 

about timing, may have helped to ensure that approximately the same proportion of 

SGCs attended from all parts of Auckland. Overall, many SGCs, including those not 

previously known to me, from all over the country, participated and commented on 

the value of the research.  

Although the percentage of SGCs participating in Stage Two was very high for an 

unsolicited questionnaire at 53%, it is possible this could have been even higher. I 

fully understand why the University of Auckland Human Participants Ethics 

Committee required that all initial contact with schools be made to the principals, but 

I believe that this approach may have reduced the number of SGCs able to participate. 

If a principal was not interested in research, was too busy, or for other reasons did not 

send back the consent form, SGCs at that school did not have the opportunity to make 

an informed decision regarding participation. Other ways, such as an introductory 

article or advertisement in the NZAC newsletter or via PPTA, may have drawn this 

study to the attention of interested SGCs. If they had wished to participate then they 

could have discussed the necessary consent process with their principal. This could 

well have meant more participants and would have been more supportive of SGCs 

and seen as valuing their role within the school system.  

15.3.2 Generalisability of results to all SGCs in New Zealand 

The focus groups were held in Auckland, the largest centre of population in New 

Zealand with an increasing number of young people from a range of ethnic 
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backgrounds. In some respects, Auckland SGCs and their students may be different 

from those working in other parts of New Zealand. It could be that if I had replicated 

the qualitative research in other centres of population, that the information gained 

would have been different. Results from the questionnaires came from all over New 

Zealand, but as these were anonymous, analysis of results by region was not possible. 

However, it is highly likely that SGCs elsewhere face many of the same concerns 

around adolescent depression as in Auckland. Informal discussion with an SGC group 

in Dunedin indicated that they had similar training needs, particularly how best to 

work with depressed adolescents (East Otago SGC group, personal communication, 

September 22, 2005). 

It would appear that the themes around knowledge and training needs developed from 

the focus groups and the training presented to and evaluated by the Auckland SGCs 

can be generalised as being relevant to SGCs working in other parts of New Zealand.  

15.3.3 Evaluation of long-term efficacy 

The pilot workshops were held in September and November 2006. It was therefore 

too close to the end of the school year to obtain follow-up data from the November 

workshop participants. In addition, less than half of the September participants replied 

to the follow-up sent in mid-November, possibly because it was so near to the 

summer holidays. Although evaluations of the workshops had been positive, it was 

not possible to draw conclusions about continuing efficacy from such a small number. 

Future research into efficacy of a workshop must consider the constraints of the 

school year. 

15.4 Strengths and weaknesses in comparison with other 
studies  

As already discussed, there are no comparable studies. The SGCs in New Zealand, 

like school counsellors in many overseas countries, are not often utilised in research 

into mental health issues. This may be because they work within the education rather 

than health system. The present research is the first national study to investigate 

SGCs’ beliefs, knowledge and practice around adolescent depression or to develop, 

deliver and pilot targeted training. 
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15.4.1 Involving SGCS in research about mental health issues 

There have been few surveys among New Zealand SGCs about either the scope of 

their work or mental health issues. Research from Canterbury in the 1990s was mainly 

concerned with the SGCs’ time spent counselling as opposed to undertaking other 

work (Manthei, 1999a, 1999b; J. Miller et al., 1993). However, Manthei did also ask 

about the main problems that students bring to the SGC. In the late 1990s over half 

the SGCs rated depression as the most serious problem, seeing on average six to 

seven depressed students per term (Manthei, 1999a).  

A study of Christchurch SGCs working with students having alcohol and drug-related 

problems, indicated that there was disparity between therapy models used by the 

SGCs and those models believed to be most effective (Deering et al., 2001). Deering's 

results, like the present study, showed that SGCs requested specifically targeted 

professional development. Once again, links with CAMHS were seen as important.  

15.4.2 SGCs’ knowledge about adolescent depression 

Only a few studies, in the United States, have investigated school counsellors' 

knowledge of the assessment of adolescent depression, indicating less was known 

about depression than about externalising disorders (Crittenden, 2004; Maag et al., 

1988). Many SGCs attending the focus groups in the present study spoke about the 

importance of other staff members having adequate training around identification of 

adolescent depression. This training is frequently given by the SGCs themselves. In 

view of the expressed inadequacy of their training, this raises questions about the 

provision of accurate and up-to-date information. This project has aimed at ensuring 

that relevant good-quality information is provided to SGCs about adolescent 

depression. This is important as research with Australian and New Zealand teachers 

reported that they had previously had contact with a suicidal teenager (Leane & Shute, 

1998; Scouller & Smith, 2002; Whitham, 2005). Almost all of these teachers reported 

that they would refer students on to the SGC, or to Pastoral Care staff.  

15.5 Meaning of this study 

15.5.1 A reduction in adolescent depression 

The motive for doing this research was to improve the care of depressed adolescents. 

The aim was to investigate the beliefs, knowledge and practice of SGCs and assess 



 

248 

 

the need for training to assist SGCs in their work. The majority of adolescents with 

depression and other mental health issues are seen by professionals within the 

education system partly because of ease of access compared to use of community 

services (B. J. Burns et al., 1995; Denny et al., 2005; Richardson et al., 2007; Sawyer 

et al., 2001). Less than one-quarter of New Zealand school students reported visiting 

their GP with symptoms of depression (K. R. Brown, 2005). The specialised role and 

the unique opportunities that SGCs have to build up relationships with young people, 

mean that they have a vital part to play (Manthei, 1999a, 1999b; Sawyer et al., 2001; 

Wu et al., 1999). As SGCs are generally the professional that adolescents attending 

school will seek out when they are feeling depressed, it is important that they are 

adequately trained and supported in this work (Evans et al., 2002; Maag et al., 1988). 

My research indicates that SGCs believe such training is important. There has also 

been considerable recognition of the value and impact of this study in raising the 

profile of SGCs and the importance of their work. SGCs’ interest in this research, 

both individually and through NZAC, has already been discussed (Chapters Eight, 

Eleven and Fourteen). This includes presentations at conference and requests for 

journal articles.   

There are many ways to reduce adolescent depression within the community. These 

include health promotion strategies; programmes targeted towards adolescents at risk 

of depression, positive youth development approaches, GPs and primary care, as well 

as the specialist mental health services available (CAMHS). Even within schools, 

there are various interventions aimed at improving adolescents’ well-being and in the 

long-term reduce depression (ACE Evaluation and Publications, 2002; Bond et al., 

2004; Dickinson, Francesco, Woolford, & Agee, 2003; Possel, Horn, Groen, & 

Hautzinger, 2004; Shochet et al., 2001; Spence, Burns et al., 2005; Spence et al., 

2003; van den Worm, 2006). There are some universal intervention programmes 

which avoid the stigma of targeting those at higher risk of depression as well as 

selective programmes which tend to be more practicable and cost-effective (Horowitz 

& Garber, 2006; Merry, McDowell, Hetrick et al., 2004). It is important that all 

approaches be evaluated, and that those found efficacious are encouraged.  

Efforts must increase to ensure that school counsellors have adequate training and 

experience to deal with the adolescents they meet who may be depressed. Although 
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over 70% of SGCs have post-graduate counselling qualifications, in this research they 

reported that their training was inadequate for working with depressed adolescents. 

Almost all SGCs requested further training to enable them to accurately assess, 

appropriately refer and effectively treat adolescent depression and thus reduce its 

prevalence in New Zealand. This is very important in view of the significant ways 

which depression can affect the lives of adolescents.  

15.5.2 The changing role of the SGC 

As discussed in Chapter Two, the role of the SGCs has changed in the last forty years. 

There is much more of an emphasis on personal counselling, rather than career or 

educational guidance. In addition, SGCs now work with an increasing number of 

clients facing depression, suicidal ideation and other emerging mental health disorders 

(Adolescent Health Research Group, 2003; Besley, 2001; Crowe, 2006; Manthei, 

1999b). Their workload has also increased, as was mentioned in the focus groups, in 

the questionnaires and at the workshops.  

SGCs are often dealing with challenging cases and may feel unsupported by their 

management and at times even the union (PPTA, 2004). Policy changes, in particular 

Tomorrow’s Schools (Ministry of Education, 1988), have led to an increased sense of 

isolation among SGCs. This was also mentioned at focus groups. 

Employment and expectations around role and professional development is very 

individual to each school, despite the best efforts of the NZAC (Frayling, 2006; 

Ludbrook, 2003; New Zealand Association of Counsellors, 2002). Therefore 

discussions between NZAC, CAMHS, and the Ministry of Education would be 

helpful to determine what relevant up-to-date training will ensure SGCs are 

effectively trained for their work in the area of this overlap between counselling and 

mental health.  

15.5.3 Relevant information about SGCs training needs 

Before any such nationwide training could be developed for SGCs, it was important to 

be aware of their beliefs around adolescent depression, the level of their knowledge 

and their ways of working. This research provides this information for the first time. 

There have been no previous nationwide studies to investigate the knowledge and 

training needs of SGCs about depression or other mental health disorders. While the 
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focus groups and workshops were run in the Auckland area for practical reasons, 

information from all over the country was received in Stage Two. The information 

from this research can be considered as a valid nationwide study contributing to 

knowledge about training requirements of New Zealand SGCs. 

15.5.4 Interest from the mental health sector  

There has been great interest in this research and the role that SGCs can play in 

working to reduce adolescent depression. There has also been interest in the important 

aspect of the relationship of SGCs with local CAMHS. This has been expressed from 

four areas of the mental health sector. 

15.5.4.1 The Werry Centre for Child and Adolescent Mental Health 

Workforce Development 

In late 2004 the Werry Centre was preparing a Stocktake about CAMHS that included 

discussion of barriers to access (Ramage et al., 2005). I was approached to write the 

section about SGCs' views of CAMHS, based on preliminary analysis of focus group 

data. This information about SGCs' opinions of CAMHS, both positive and negative 

aspects, was therefore widely disseminated throughout New Zealand. No other 

information about the opinions of SGCs was available for this project.   

In 2006, I was approached to join the Youth Interdepartmental Meeting that seeks to 

encourage collaboration between those involved in youth health, mental health and 

counselling training. The research reported in this thesis obtained considerable 

information about SGCs, their role and training needs that can be useful to such a 

venture. 

15.5.4.2 Local CAMHS  

CAMHS in Counties Manukau District Health Board (CMDHB) has been supportive 

of this research throughout. As they look for the most appropriate and effective ways 

of working with adolescents in their area, relating to those professionals with whom 

they interact becomes increasingly important. I was invited to present initial findings 

of my research to Campbell Lodge (CAMHS) in 2005. This was an opportunity to 

inform clinicians about the role, beliefs and experience of SGCs and data relating to 

the importance of collaborative relationships. Research into suicidal adolescents 

attending CAMHS (Fortune, 2003) indicated that nearly half of these were already 



 

251 

 

known to their SGC. A recent article suggested that CAMHS should make better use 

of community resources regularly accessed by adolescents, such as SGCs (Fortune & 

Clarkson, 2006). While there is certainly evidence presented in this present research 

that relationships with CAMHS are improving for many SGCs, there was one DHB 

that up until a few years ago did not accept referrals direct from SGCs (information 

from the questionnaire, confirmed by CAMHS clinicians, personal communications, 

September 15, 2006). This adds weight to the necessity of relevant research with 

SGCs in New Zealand. 

15.5.4.3 Ministry of Health, CAMHS  

I presented results from the first two stages of my research to the Child and Youth 

Mental Health Sector Day in Wellington in September 2006. This gave me the 

opportunity to show the relevance of the research, give key information about SGCs 

and their knowledge of depression as well as training needs, and to answer questions 

from clinicians from many CAMHS services. The presentation was well received and 

encouraged healthy discussion about the topic. There has been a request for a press 

release once this research is concluded (B. Arnold, personal communication, 

September 15, 2006). As with CMDHB, the Ministry of Health seems to be willing to 

consider the importance of other professionals who work alongside CAMHS. This 

research has data that can greatly assist. 

15.5.4.4 Mental Health Commission 

I was invited to a meeting with Ruth Harrison, Chair of the Mental Health 

Commission, (R. Harrison, personal communication, May 11, 2006). She was 

investigating agencies and organisations that link with CAMHS in CMDHB. We 

discussed my findings concerning SGCs’ relationships with CAMHS.  

15.6 Where to from here? Taking this research forward  

15.6.1 Training for SGCs 

The current situation for SGCs, with the changes to their scope of practice in recent 

years (Besley, 2001; Crowe, 2006) and demands for increased accountability and 

proof of effectiveness (Frayling, 2006; PPTA, 2004), means that their initial training 

needs to have a different focus. As discussed in Chapter Two, initially all counselling 

training courses were designed for trained teachers who wished to become SGCs. 
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Over time, counselling training has become much more widely available and more 

generic. From courses based in university education faculties, there has been an 

expansion to include those based at Polytechnics and other tertiary institutions. The 

focus has somewhat shifted away from specialising in working with adolescents, to 

more general counselling. I contacted the five Ministry-approved training courses for 

SGCs and several other institutions that have trained SGCs, to enquire about their 

training in adolescent depression. Almost all replied, with the majority of responses 

being similar to this from the University of Canterbury. We teach about depression 

but do not specifically look at adolescent depression. (J. Miller, personal 

communication, February 24, 2006). Some University of Auckland students take 

additional courses in adolescent mental health at the School of Population Health for a 

more mental health focus (M. Agee, personal communication, April 12, 2006). 

As the scope of their work changes, SGCs as a profession need to be much more 

knowledgeable about adolescents presenting with mental health issues, and working 

with such students, and thus the content of training courses needs to be revised. 

Knowledge of healthy adolescent development, appropriate mental health screening 

for students who come to guidance, and effective treatment for depressed adolescents 

based on solid evidence needs to be included in this training. It is of concern that this 

research found that 80% of SGCs believed that their initial training was inadequate 

for the type of work that they do.  

One possible approach is to offer both initial training and subsequent up-dating. Initial 

training should adequately prepare future SGCs for the job, as it exists at present. 

Informal discussion with some training providers has been encouraging, suggesting 

that changes are being considered. For example, a post-graduate paper in school 

counselling and pastoral care was recently introduced at the University of Auckland, 

Faculty of Education, with much more emphasis on teaching around adolescent 

depression (M. Agee, personal communication, April 12, 2006). This seems an ideal 

opportunity for collaboration between education and mental health, to well equip 

SGCs for their task. Evidence from this research can therefore be useful both to those 

who provide counselling training and to CAMHS workforce development as 

discussions continue.  

Secondly, regular up-dating of SGCs could be provided by local CAMHS, enabling 
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the further development of the relationships so valued by SGCs. Several SGCs 

mentioned training from Youth Specialty Service (YSS) of Canterbury DHB as being 

particularly helpful. YSS offers half-day trainings with a mental health focus, in 

Christchurch, to SGCs from Canterbury and the West Coast once per term. These are 

publicised early in the year to all SGCs, are free of charge, attract 40-50 counsellors, 

and have been running for over 10 years. We get the Counsellors to do an evaluation 

each time, and it is rarely anything but positive. (B. Dunnachie, personal 

communication, February 22, 2006). Occasional training by Auckland DHB’s Kari 

Centre LEAP team as well as other CAMHS was mentioned in some focus groups.  

The Mental Health Foundation (MHF) and other outside trainers have been effective 

in delivering good quality training in the past. At present MHF offers a day’s training 

around the Te Kete Whaoira resource offered to all those working with young people 

including SGCs (A. Haggie, personal communication, April 4, 2006). Some SGCs 

have attended this. However, in the present climate, it is likely that training provided 

by local CAMHS, based on evidence-based research, with an appropriate mix of 

theory and practice, and specifically developed for the SGC group will be most 

effective. Clinicians who work with SGCs can better meet the particular needs of their 

local SGCs by building on this training in future professional development.  

15.6.2 Professional development nationwide 

In this research, I have shown that training of SGCs around adolescent depression was 

needed and that the workshop described here (Chapters Twelve to Fourteen) was 

well-evaluated and found to be helpful. Future discussions between the Ministry of 

Health and CAMHS about training, possibilities and funding development throughout 

New Zealand are important. As CAMHS change to respond better to adolescents’ 

needs, there is already increased collaboration with other professionals, with SGCs 

targeted by consultation-liaison services (Fortune & Clarkson, 2006; Ministry of 

Education, 2004). However, decisions about future training needs of SGCs should be 

made at national level. There is support from NZAC for this (Crowe, 2006; Frayling, 

2006). The questionnaire data (Chapter Ten) reveals a perceived disparity between 

SGCs in the large centres of population and those in rural areas. This covers access 

both to training and to CAMHS. Further consideration must also be given to regular, 

professional development around mental health linked to some sort of accreditation. 
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Perhaps if counsellors come under the Health Practitioners Competence Assurance 

(HPCA) Act, this would be an appropriate time to consider this. NZAC intends that 

this move to registration will be inclusive of all counsellors in the association 

(McFelin et al., 2006). However, how will SGCs who are also registered teachers fit 

within this framework of the HPCA Act? Likewise, the decision made by the 

Teachers Registration Board about those with Limited Authority to teach (LATs) may 

affect those SGCs who are not registered teachers (Frayling, 2007). It is certainly a 

time of change when decisions need to be made around SGCs and their place within 

counselling and the systems in which they work.  

15.6.3 Systemic changes? 

SGCs are employees of the education system. However there is tension within 

schools, with some SGCs believing that their position is less secure than in the past 

(Crowe, 2006; Frayling, 2005; Hughes, 1996). Many feel their work is less 

appreciated than it was some years ago. The issue of who “owns” SGCs is interesting, 

as evidence would appear to suggest that the union (PPTA) and professional 

organisation (NZAC) are often more supportive of SGCs than the school management 

team or the Ministry of Education (Frayling, 2005; PPTA, 2000). During the course of 

this research, a variety of professionals, including psychiatrists, psychologists, youth 

health specialists and counsellors have told me that they believe that SGCs work as 

gate-keepers for mental health services, a belief also reported in an earlier study 

(Manthei, 1999a). If this is so, SGCs might be better served working for health and in 

some way linked with CAMHS. Registration may necessitate a different way of 

working. In recent years there have been enormous changes to the health services 

provided in secondary schools, as discussed below. Unfortunately in many cases, 

SGCs are not a part of this. Once again funding of facilities and salaries is central. 

Even if there is a closer fit of SGCs within health rather than education, there is likely 

to be resistance from a group whose roots are in teaching. At a time of change in the 

role and administration of SGCs, whether remaining within education or somehow 

more closely linked to CAMHS, there needs to be increased co-operation between 

CAMHS and SGCs. At government level, the Ministries of Education and Health 

should consider the important role that SGCs play in the mental health area and 

collaborate with training providers around initial training needs and further 
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professional development. 

15.6.4 SGCs deliver healthcare in an education setting 

If SGCs receive training around adolescent depression, this will better enable them to 

deliver healthcare in a non-healthcare environment. The question has to be asked, are 

SGCs healthcare providers? It is unfortunate that as school healthcare services grow 

in New Zealand, there are instances where SGCs are not included in these health 

centres. A review of successful school health services in South Auckland discussed 

the importance of a close working relationship between health providers, members of 

the pastoral care team and teaching staff to facilitate quality care for students 

(Winnard et al., 2005). This report refers to “pastoral team members” rather than 

specifically to SGCs. A study of one particular school emphasised the importance of 

providing such a service in school especially for students in areas of high health needs 

(Denny et al., 2005). However, this particular service does not include the SGCs. An 

American review of School-Based Health Centers (SBHC) reported that in the 1990s 

there was an increase in the range of counselling and mental health services which 

were part of the clinical team in SBHCs. Mental health professionals were part of the 

team in 57% of SBHCs (Brindis et al., 2003). This service was especially important in 

areas with unmet health needs, and was seen to be important in improving utilisation 

of mental health services by hard-to-reach populations (Juszczak et al., 2003).  

So, if SGCs provide mental health care in an education setting, are there parallels with 

school nurses? Previously in New Zealand, for school nurses, there were no 

professional links to health or to the wider nursing discipline to ensure continued 

professional development or supervision (Bennetts, 2005). In many ways, this 

paralleled the present position of SGCs who have individual responsibility for seeking 

supervision and professional development. The Primary Health Care Strategy has 

brought about changes (Ministry of Health, 2001). School nurses now have the 

opportunity to decide on a framework to support and develop them in their role of 

meeting the health needs of young people at school (Bennetts, 2005). Most school 

nurses are directly employed by the school and paid for out of the government 

operational grant. Bennetts sees nurses benefiting from a partnership between health 

and education. This could be the case for SGCs.  

The purpose of this study and much other research in New Zealand is to try to 
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improve the health and well-being of our young people. It will be more difficult if 

within government, different Ministries develop policies in isolation, even with the 

intent of making positive changes. In this area of adolescent depression, there needs to 

be closer co-operation between the Ministries and the professional groups working in 

health and mental health. For example, in just over ten years there have been 

publications on youth depression from Ministry of Health (National Health 

Committee, 1996), the (former) Ministry of Youth Affairs (Ministry of Youth Affairs, 

2003) and the Mental Health Commission (McNaughton, 2003; Mental Health 

Foundation, 1997). There was one co-operative venture, around preventing youth 

suicide, which was encouraging (National Health Committee, 1998).  

15.6.5 Education about referrals 

One small, but significant, change would improve referrals by SGCs to CAMHS. 

Qualitative data and questionnaire results highlighted confusion about the scope of 

CAMHS and criteria about referrals. SGCs would benefit from information given 

about appropriate and timely referrals for depression (as well as other mental health 

disorders). This could be carried out by those engaged in consultation liaison work, or 

other CAMHS clinicians. It is likely that brief training of this type would show clear 

and immediate benefits for both CAMHS and SGCs. It would also give an 

opportunity for CAMHS to respond to an expressed concern of many SGCs, and thus 

be a way to further improve the relationship. 

15.6.6 Appropriate literature and resources 

Another significant development would be to increase the accessibility to SGCs of 

recent resources about adolescent depression. These resources need to be at 

appropriate levels for their various audiences: professionals, parents and young 

people. This was often mentioned in focus groups. While there is some excellent 

material produced in New Zealand, it would appear that often SGCs and other 

professionals do not know what is available, or how to access it. Information is 

available on the Internet, but many SGCs at focus groups were unaware of the 

excellent resources on the Mental Health Foundation's site (Mental Health 

Foundation, 2007). It will be interesting to see the results of the recent campaign of 

the National Depression Initiative, aiming to reduce the impact of depression, 

launched in October 2006, (Ministry of Health, 2006). This high profile campaign is 
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managed by the MHF, and may make SGCs more aware of New Zealand resources. 

In 2004, several SGCs mentioned that they had found the Australian beyondblue 

resources to be excellent (beyondblue: the national depression initiative, 2004). 

Several SGCs requested relevant information about SSRIs to enable them to better 

support those young people who had been prescribed medication. While there is some 

useful information available, (Faculty of Child and Adolescent Psychiatry (New 

Zealand Branch), 2004), SGCs may not be aware of this.  

As the ethnic mix in New Zealand continues to change, more resources produced in 

different languages would be helpful.  

Future research could investigate SGCs’ knowledge of available resources (literature 

and electronic) and their use of such resources in their practice.  

15.7 Suggestions for implementation 

This final chapter has endeavoured to pull together the main research findings and 

suggest a variety of ways to further research or make policy changes. This study 

offered an opportunity to gather data from a group of often-neglected professionals, 

and highlighted the valuable role that SGCs play with young people with mild-

moderate depression.  

1) Increased co-operation and collaboration 

• Increased co-operation and collaboration between SGCs and CAMHS, the 

Ministries of Health and Education, NZAC and counselling providers will 

help ensure that school counsellors are appropriately trained and supported for 

the actual work they do in the 21st century. 

2) Research on the impact of SGC training 

• Studies of the impact and continuing effect of training delivered to SGCs 

could be undertaken to ensure this is appropriate and timely and that SGCs are 

supported while learning new ways of working. 

• Research on further training needs of SGCs in mental health would be helpful 

in determining future professional development. 

3) Specific training for SGCs on adolescent depression 
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• Specific teaching around adolescent depression should happen during SGCs’ 

initial counselling training.  

• Regular evidence-based training on depression (as well as other common 

mental health disorders) available for SGCs would mean they had up-to-date, 

appropriate knowledge for their work.  

• This is likely to be best delivered by CAMHS to those SGCs in their area. 

• Training should be active and participatory, and not just present theory and 

information.  

• SGCs in rural areas as well as those in larger centres of population, would 

benefit from access to such training,  

• SGCs need accurate knowledge around working with depressed Māori 

rangatahi, delivered by Māori clinicians where possible.  

4) Increased interest of SGCs in undertaking research themselves 

• It is hoped that the developing interest in research by some SGCs means that 

in future, research about SGCs and wider mental health issues may be 

undertaken by SGCs themselves. 

5) Appropriate resources available for SGCs 

• Resources for SGCs to use with students, families and staff need to be widely 

available in different languages.  

• SGCs are likely to learn more from training videos showing experienced 

counsellors, rather than other clinicians, interviewing adolescents.   

6) What are required competencies for SGCs in the 21st century? 

• Dialogue between NZAC, Ministry of Education and CAMHS is needed to 

determine what the appropriate competencies are for school counsellors. This 

is likely to be necessary under the HPCA Act in the near future. 

7) Reconsideration of the place of SGCs  

• Employment conditions and the accountability of SGCs need to be re-

considered. To whom are they ultimately responsible? How can appropriate 
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training be ensured, and how will this be monitored? What incentives will 

there be for SGCs to undertake appropriate and regular professional 

development?  

• There are many issues around the place of SGCs and the paradox that while 

they provide health care in an educational setting, often they are not included 

in new school health centres. This increases their sense of isolation, and 

discourages collaboration.  

• Policy around the place of SGCs in the educational system is not at all clear. 

As their work links them more closely with CAMHS than with education, 

could there be a trial of SGCs embedded in CAMHS to work in schools? The 

United Kingdom model of stepped care is one that could be considered (NICE 

Guideline, 2005). While there would need to be discussion between 

stakeholders about such a decision and its implications around pay and 

conditions, in this way SGCs might be better supported and trained for the 

important work of combating adolescent depression.  

15.8 Summary 

For many school students with depressive symptoms, the SGC is the professional with 

whom they meet. The majority of SGCs are experienced, but it is disturbing that only 

20% believe that their initial counselling training prepared them well for working with 

depressed adolescents. They expressed the need for targeted, practical and interactive 

professional development in this area. 

From focus groups and a national questionnaire concerning SGCs’ current beliefs, 

knowledge and practice, a targeted, practical and interactive training workshop was 

developed. This covered assessment, risk factors, referrals and effective ways to work 

with depressed adolescents. It was delivered by a counsellor with knowledge of local 

CAMHS, and targeted to the needs that SGCs had specified. This workshop was 

trialled and positively evaluated by the SGCs who attended.  

A further outcome of this research has been a number of suggestions for policy 

changes and future research that together could lead to improved outcomes for 

depressed adolescents in New Zealand schools. 
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Psychiatry 

 
 
 

 

 

 

 

PARTICIPANT INFORMATION SHEET 

 

Title:   An investigation of the role of School Guidance Counsellors (SGCs) in the 

detection and treatment of adolescent depression 

 

To: School Principals 

 

My name is Barbara Bulkeley. I am a student at The University of Auckland 
conducting research for a PhD Degree in the Department of Psychiatry. I am 

conducting this research for my thesis on the role of school guidance counsellors 

in the detection and treatment of adolescent depression. I have chosen this field 

because after working in the area of adolescent mental health for many years, I 

appreciate the important role played by school counsellors who work with many 

adolescents experiencing depression and for whom a school counsellor is the key 

professional involved. 

 

I would like to contact all SGCs working in High Schools, and would appreciate if I 

can contact the counsellor/s working at your school. As part of my thesis I am 

conducting local focus groups of school counsellors to find out their views about 

adolescent depression, how they assess if a young person is depressed, and what 

interventions they choose to use. 

 

The groups will take no longer than one hour and a half, and would be at a time 

and place convenient to the group participants. This is likely to be during work 

hours, but may be after-hours if that is more convenient for the SGCs. I will 

audiotape each group and transcribe the tapes myself afterwards.  Because of the 

nature of Focus groups we cannot guarantee confidentiality but in the reports it 

will not be possible to identify them or your school. SGCs are under no obligation 

at all to take part. I would like you to guarantee that their participation or non-

participation will not affect their employment relationship.  

 

I am seeking your permission to contact the counsellor/s working in your school 

and would be grateful if you could sign the enclosed Consent Form and return it 

to me. Thank you very much for your time and help in making this study 
possible.   If you have any queries or wish to know more please phone me on 

021-116-2512, at the Psychiatry Department 373-7999 extn. 84619, e-mail me 

at bulkeley@paradise.net.nz or write to me at: 

 

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86549 
Facsimile: 64 9 373 7493 
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Department of Psychiatry 

The University of Auckland 

Private Bag 92019 

Auckland.  

 

My Supervisor and    Dr Simon Hatcher 

the Head of Department is:   Department of Psychiatry 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel.  373-7999 extn. 86750 

 

For any queries regarding ethical concerns, please contact: 

 

The Chair, The University of Auckland Human Participants Committee,  The 

University of Auckland, Research Office - Office of the Vice Chancellor, Private 

Bag 92019, Auckland.  Tel. 373-7999 extn 87830 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 

PARTICIPANTS ETHICS COMMITTEE on 12/11/03 for a 

period of 3 years, from 13/11/03.   

Reference 2003/334. 
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CONSENT FORM 

SCHOOL PRINCIPALS 

THIS CONSENT FORM WILL BE HELD FOR A PERIOD OF SIX YEARS  

 

Title:  Investigation of adolescent depression 

 

Researcher: Barbara Bulkeley 

 

I have been given and have understood an explanation of this research project.  I 

have had an opportunity to ask questions and have them answered.   

 

I understand that the focus group is likely to be during school hours, but will not 

be longer than 1 hour 30 minutes. If it is more convenient for the participants, 

the focus group may be held outside work hours. 

 
I guarantee that the participation/non-participation of the counsellor/s will not 

affect their employment relationship. 

 

I understand that it will not be possible to identify any individual SGC, their 

clients or school in reports of the research. 

 

I give permission for the Researcher, Barbara Bulkeley, to 

contact the School Guidance Counsellor/s working in my 

school, to seek their informed consent to participate in this 

research.  
 

Signed: 

 

Name and School: 

(please print clearly) 
 

Date: 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 

PARTICIPANTS ETHICS COMMITTEE on 12/11/03 for a 

period of 3 years, from 13/11/03.    Reference 2003/334. 

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86549 
Facsimile: 64 9 373 7493 
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PARTICIPANT INFORMATION SHEET 

Title:   An investigation of the role of School 

Guidance Counsellors (SGCs) in the 

detection and treatment of adolescent 

depression 

 

To: School Guidance Counsellors 

 

My name is Barbara Bulkeley. I am a student at The University of Auckland 

conducting research for a PhD Degree in the Department of Psychiatry. I am 

conducting this research for my thesis on the role of school guidance counsellors 

in the detection and treatment of adolescent depression. I have chosen this field 

because after working in the area of adolescent mental health for many years, I 

appreciate the important role played by school counsellors who work with many 

adolescents experiencing depression and for whom a school counsellor is the key 

professional involved. 

 

You are invited to participate in my research and I would appreciate any 

assistance you can offer me.   As part of my thesis I am conducting focus groups 

of school counsellors to find out your views about adolescent depression, how you 

assess if a young person is depressed, and what interventions you choose to use. 

 

Please would you consider taking part in one of these groups? I have obtained 

informed consent from your principal to contact you and a guarantee that your 

participation/non-participation will not affect your employment relationship. You 

are under no obligation at all to take part. The groups will take no longer than 

one hour and a half, and would be at a time and place convenient to the group 

participants, most likely during school hours.  

 

I will audiotape each group and transcribe the tapes myself afterwards. Because 

of the nature of focus groups we cannot guarantee confidentiality, but in the 

reports the information will be treated anonymously. It will not be possible to 

identify you or your school from the final report. I will be collecting limited 

anonymous demographic data from the participants to enable me to accurately 

describe the Focus Groups, but no individual will be identifiable in the reports. If 

you do wish to be part of this research please let me know by filling in a Consent 

Form and sending it to me or phoning me on 021-116-2512 or at the Department 

of Psychiatry. 373-7999 extn. 84619. 

 

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86549 
Facsimile: 64 9 373 7493 
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Thank you very much for your time and help in making this study possible.   If 

you have any queries or wish to know more please phone me at the numbers 

given above, e-mail me at bulkeley@paradise.net.nz or write to me at: 

 

Department of Psychiatry 

The University of Auckland 

Private Bag 92019 

Auckland.  

 

 

 

My Supervisor and    Dr Simon Hatcher 

the Head of Department is:    Department of Psychiatry 

      The University of Auckland 

      Private Bag 92019 

      Auckland.   

Tel.  373-7999 extn. 86750 

 

For any queries regarding ethical concerns, please contact: 

 

The Chair, The University of Auckland Human Participants Ethics Committee, 

The University of Auckland, Research Office - Office of the Vice Chancellor, 

Private Bag 92019, Auckland.  Tel. 373-7999 extn 87830 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 

PARTICIPANTS ETHICS COMMITTEE on 12/05/04 for a 

period of 3 years, from 12/05/04.   Reference 2003/334. 
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CONSENT FORMS 

SCHOOL GUIDANCE COUNSELLORS 

THIS CONSENT FORM WILL BE HELD FOR A PERIOD OF SIX YEARS 
Title:  Investigation of adolescent depression 

Researcher: Barbara Bulkeley 

I have been given and understood an explanation of this research project. I have had 
an opportunity to ask questions and have them answered. 

I understand that my school principal has given informed consent for the researcher to 
contact me, and has guaranteed that my participation/non-participation in the research 
will not affect my employment relationship. 

I understand that the focus group is likely to be held during school hours unless 
another time is more convenient to the group. 

I understand that I may withdraw myself or any information traceable to me at any 
time up to the conclusion of the focus group without giving a reason, and that it will 
not be possible to identify me, my clients or school in reports of the research. 

I agree to take part in this research. 

I agree that the focus group will be audio-taped and understand that this is an essential 
part of focus group research procedure.  

• I agree to provide limited anonymous demographic information and 

understand that I will not be identifiable from any data presented. 

Signed: 
Name: 

(please print clearly) 
Date: 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 

PARTICIPANTS ETHICS COMMITTEE on 12/05/04 for a period of 3 
years from 12/05/04.        Reference 2003/334.  

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86549 
Facsimile: 64 9 373 7493 
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FOCUS GROUP  
PARTICIPANT 

DEMOGRAPHIC 
INFORMATION 

THIS FORM WILL BE KEPT FOR A 
PERIOD OF 6 YEARS 

 
It would be helpful if you would be willing to provide the following information. 
Thank you. 
 
Which age group are you in?  

<29  30-39  40-49  50-59  60+ 

Gender: Male   Female 
 
Circle the ethnic group(s) with which you identify  

 
New Zealand 
European 

Maori Other European Samoan Cook Island Maori 

Tongan Niuean East Asian South Asian Other 
(please specify) 

 

What formal qualifications in counselling do you hold? 

 
Certificate Diploma Bachelor 

degree 
Postgraduate 
Certif./Dip. 

Masters  Other 
(Please         
specify) 

None 

 
 

      

 
How long have you worked as a School Guidance Counsellor in total? 

<2 years 2-5 years 6-10 years 11-20 years >20 years 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 

PARTICIPANTS ETHICS COMMITTEE on 12/05/04 for a 
period of 3 years, from   12/05/04.   Reference 2003/33.

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86549 
Facsimile: 64 9 373 7493 
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Appendix 6 

Adolescent Depression and the School Guidance 
Counsellor 

 

A. Identification of depression: 
 

• How do you identify an adolescent who is depressed?   (Please indicate all 

those that apply) 
Physical signs     What they say  
Sadness or tearfulness    Changes in behaviour 
Other ways 
 

• Do you use particular tools/checklists/inventories for assessing adolescent 

depression?    Yes/No 
If yes, please list what you use: 
 

• How useful is this? 
Very useful  Useful  Quite useful  Not very useful 
 

• With respect to depression do you notice any differences between Maori 

and non-Maori adolescents?             Yes/No 

If yes, please list what these are: 
 

 

 

B. Working with depressed adolescents:   

• How often would you meet with an adolescent who is depressed? 

Daily  2-3 times a week weekly  fortnightly  
monthly less frequently  never  

• Over what length of time do you generally see them? 

A week a month two-three months up to 6 months 
up to a year longer 

• What supervision do you receive to help with depressed clients? 
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• What ways do you work with depressed adolescents?  

(Please indicate all that apply) 
 
Talking      Interactive ways 
Use of props (stones, marbles, photos etc)  Activities or “homework” to do 
Psychosocial education re eating/exercise etc Giving advice 
Encouraging young people to write things  Involving family/friends 
Ideas around coping with stress and self-care Other ways (Please specify) 
 

• What provision do you make for cover over school holidays? 

Cell-phone contact for emergencies 
Local counselling agencies 
CAMHS (Child and Adolescent Mental Health Services) 
Other (please specify) 
None 

 

• Do adolescents experience barriers in accessing School Guidance 

Counsellors (SGCs)?   Yes/No 

If Yes, what would these barriers be? 
Language     Culture 
Gender      Lack of understanding of counselling 
Difficult issues    Other (Please specify) 
 

C. Other services and agencies: 

• Who would you refer depressed adolescents on to? 

CAMHS (Mental Health Services)  Counselling Agencies 
GPs      Maori Services 
Other services (please specify) 
 

• What criteria does your local CAMHS service have for accepting 

adolescents with depression? 
  
 
 

• What questions would you ask a young person to determine if you might 

need to consider a CAMHS referral? 

 
 
 

• What would help you to do this well? 
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• How could the interface between SGCs and CAMHS services be 

improved?  
 
 

• What is helpful about the CAMHS service? 
 
 
 

D. Training: 

• What specific training in the area of adolescent depression have you 

found to be useful in your work? 
 
 

• What training would be useful for you about adolescent depression? 
 
 

• What content would be helpful? 
 
 

• How could this best be delivered to you? What style and timing would be 

best?   
 
 

• Would you get support from your school to attend training about 

adolescent depression? 
 
 
 
Thank you so much for taking the time to answer these questions about your work 

with depressed adolescents. I would really appreciate it if you could give me some 

information about yourself. This is anonymous and neither you nor your school will 

be identified. This will be help me have a better understanding about School Guidance 

Counsellors in New Zealand.  

 
Many Thanks 
 
Barbara Bulkeley
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Appendix 7 

Psychological Medicine 

 
 
 
 
 
 

PARTICIPANT INFORMATION 
SHEET 

Title:   An investigation of the role of School Guidance Counsellors (SGCs) in the 

detection and treatment of adolescent depression 

 

To: Secondary School Principals 

 

I have worked in adolescent mental health in South Auckland for many years and 

appreciate the important role played by school guidance counsellors (SGCs) working with 

young people. I believe that for many adolescents the school counsellor is the key 

professional involved. I am investigating how school guidance counsellors work with 
young people who are depressed.  

 

My name is Barbara Bulkeley and I am a student at The University of Auckland 

conducting research for a PhD in the Department of Psychological Medicine. Last year I 

ran Focus Groups for SGCs in the Auckland area, and I am now following this up by 

contacting all school counsellors in New Zealand Secondary Schools asking them to 

complete a brief questionnaire. The results of this research will ultimately help the 

Ministry of Education, the Ministry of Health and the New Zealand Association of 

Counsellors to more clearly appreciate the work of SGCS in the area of adolescent 

depression.  Future training can therefore be better tailored to the needs of the 

counsellors.  

 

I am collecting very limited anonymous demographic data from all counsellors who 
participate in the research, to enable me to accurately describe all those SGCs, but no 

counsellor or their school will be identifiable in any reports.  

 

I am seeking your permission to contact the counsellor/s working in your school, to ask 

them to answer a few questions (approximately 10 minutes to complete) about their 

work with depressed adolescents. I would be grateful if you could sign the enclosed 

Consent Form and return it to me.  

 

Thank you very much for your time and help in making this study possible.   If you have 

any queries or wish to know more please phone me at the number given above, on my 

mobile 021-116-2512, e-mail me at barbara@bigbible.org or write to me at: 

 

Barbara Bulkeley  

Department of Psychological Medicine 

The University of Auckland 

Private Bag 92019 

Auckland.  

 

  
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86751 
Facsimile: 64 9 373 87493 
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My supervisor is:   Dr Simon Hatcher,  

Senior Lecturer in Psychiatry 
Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86750 

 

The Head of Department is:   Professor Rob Kydd, 

     Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86740 

 

For any queries regarding ethical concerns, please contact: 

 

The Chair, The University of Auckland Human Participants Ethics Committee, 

The University of Auckland, Research Office - Office of the Vice Chancellor, Private Bag 

92019, Auckland.  Tel. 373-7999 extn 87830 

 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE on 12 October 2005 for a period of 3 years, from 

12/10/05.       Reference Number 2003/334. 
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    Appendix 8 

Psychological Medicine 

 
 
 
 
 
 
 
 
 
 

CONSENT FORM 

SCHOOL PRINCIPALS 
 THIS CONSENT FORM WILL BE HELD FOR A PERIOD OF SIX YEARS  

 

Title:  Investigation of adolescent depression by School Guidance Counsellors 

 

Researcher: Barbara Bulkeley 

 

I have been given and have understood an explanation of this research project.  I have 

had an opportunity to ask questions and have them answered.   

 

I understand that School Guidance Counsellors will be asked to complete a brief 

questionnaire on working with depressed adolescents. 

 

I guarantee that the participation/non-participation of the counsellor/s will not affect 
their employment relationship. 

 

I understand that it will not be possible to identify any individual SGC, their clients or 

school in reports of the research. 

 

I give permission for the Researcher, Barbara Bulkeley, to contact the School 

Guidance Counsellor/s working in my school, to seek their informed consent to 

participate in this research.  

 

Signed: 

 

Name: 

 
School: 

(please print clearly) 

 

Date: 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE on for a period of 3 years, from October 12 2005 Reference 2003/334.

 
The University of Auckland 

Private Bag 92019 

Auckland 

New Zealand,  

 

85 Park Road, Grafton 

www.health.auckland.ac.nz 

 

Telephone: 64 9 373 7599 extn 86549 

Facsimile: 64 9 373 87493 
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Appendix 9 

Psychological Medicine 

 

PARTICIPANT INFORMATION 
SHEET 

 

Title:   An investigation of the role of School 

Guidance Counsellors (SGCs) in the detection and 

treatment of adolescent depression 

 

To: School Guidance Counsellors 

 

I have worked in adolescent mental health in South Auckland for many years and 

appreciate the important role played by school guidance counsellors (SGCs) working with 
young people. I believe that for many adolescents the SGC is the key professional 

involved. For my doctoral research I am investigating how school guidance counsellors 

work with young people who are depressed.  

 

My name is Barbara Bulkeley and I am a member of NZAC. I am a student at The 

University of Auckland conducting research for a PhD in the Department of Psychological 

Medicine. Last year I ran Focus Groups for SGCs in the Auckland area, and I am now 

following this up by contacting all school counsellors in New Zealand Secondary Schools. 

I am inviting you to help in this research, so that it will be possible to more clearly 

understand the way SGCs identify and work with depressed adolescents and how any 

future training in the area can be tailored to your needs.  I would really appreciate it if 

you are able to answer these few questions and return the form to me in the enclosed 

stamped addressed envelope. I anticipate it should take approximately 10 minutes to 

complete.  

 

I am collecting very limited anonymous demographic data from all participants simply to 

enable me to accurately describe all SGCs who are involved, but no counsellor or their 

school will be identifiable in any reports.  

 

Thank you very much for your time and help in making this study possible.   If you have 

any queries or wish to know more please phone me at the number given above, on my 

mobile 021-116-2512, e-mail me at Barbara@bigbible.org or write to me at: 

 

 

Barbara Bulkeley  

Department of Psychological Medicine 

The University of Auckland 

Private Bag 92019 

Auckland.  

 

 

  
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86751 
Facsimile: 64 9 373 87493 
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My supervisor is:   Dr Simon Hatcher,  

Senior Lecturer in Psychiatry 

Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86750 

 

The Head of Department is:   Professor Rob Kydd, 

     Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86740 

 

For any queries regarding ethical concerns, please contact: 

 

The Chair, The University of Auckland Human Participants Ethics Committee, 

The University of Auckland, Research Office - Office of the Vice Chancellor, Private Bag 

92019, Auckland.  Tel. 373-7999 extn 87830 

 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 
ETHICS COMMITTEE on 12 October 2005  for a period of 3 years, from 

12/10/05.  Reference Number 2003/334. 
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Appendix 10 

Workshop for School Guidance Counsellors on identification, 

assessment, referral and treatment of depressed adolescents. 

Barbara Bulkeley 

1. Background and Rationale: 
Two hundred and forty SGCs (53%) responded to the anonymous questionnaire sent to 
schools at the end of October 2005. Information received indicated that:  
 

• 94% wish for appropriate training in this area to help with their work  

• only a few feel that they are well-equipped to work with depressed adolescents, 
while most believe that their initial training is insufficient  

• SGCs want active, practical training based on sound research, presented by 
competent clinicians  

• they want useful strategies, not just theory 

• 96% feel that their school is likely to support their training but cost is a factor 

• they would like some link with overall professional development and 
recognition/accreditation of study  

 
Overall, it seems to be important that this training is specific to SGCs and their particular 
role working with young people in a school setting.  

 

• 2. Adolescent depression is a serious problem in New Zealand:   

Youth 2000 results indicate that 18.3% of female students in Years 9-13 and 9% of 
males reported levels of depressive symptoms that are considered to be serious. 
This peaks around age 15 for girls. (Adolescent Health Research Group, 2003)   

 

• 3. Importance of role of School Counsellors: 

Young people spend a large amount of time in school and those who are depressed will 
show symptoms in the school setting. 

SGCs have an important role providing interventions to help young people who are at 
school.  

“A solid working relationship between the counsellor and the client is consistently 
linked to successful counselling outcomes” (Auger, 2005). 

 

• 4. Aims of this workshop:  

This workshop is unique as it is tailored specifically to the needs and wishes of school 
counsellors in their setting. It aims 
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• to offer additional knowledge and skills to SGCs in the area of adolescent 
depression  

• to use didactic techniques that will be effective and enhance learning, including 
video-clips and opportunities to practice new skills 

• to enable an accurate assessment of the process and content of the workshop to 
be evaluated by participants 

• to provide follow-up supervision as needed while SGCs use these skills with the 
adolescents in their school. 

 

• 5. Learning Outcomes: 

• Increased ability to carry out an initial assessment and accurately identify 
different levels of depression. 

• Knowledge of risk factors and key questions to ask around suicidality and level 
of depression. 

• Confidence to make decisions about what to do next: i.e. to refer to Child and 
Adolescent Mental Health Services (CAMHS) or other agencies, or to work 
with the young person themselves (NICE Guideline, 2005). 

• Knowledge of techniques and methods which are effective in working with 
depressed adolescents (Andrews, Merry, & Van Altvorst, 1998; Bilsker, 
Gilbert, Worling, & Garland, 2005; G. Clarke, DeBar, Ludman, Asarnow. J., & 
Jaycox, 2002; G. N. Clarke, Rohde, Lewinsohn, Hops, & Seeley, 1999; 
McDowell & Ziginskas, 1994; Weisz, Hawley, & Doss, 2004).  

 

• 6. Contents of Workshop: 

• Screening and Identification of depression: 

• What are the symptoms of depression? 

• How significant are these? 

 

• How serious is the depression? 

• How to identify low mood (mild depression), moderate and severe depression 

 

• What are the risk factors? 

• Key questions to ask around suicidality and hopelessness.  

 

• Referrals 

• When to refer: at assessment or later if no improvement occurs  

• Who to refer to 

 

• Ways of Working with Depressed Adolescents. 

• Cognitive Re-structuring (replacing depressive thinking with realistic thinking)  
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• Problem Solving (thinking of different solutions to a problem and trying them out) 

• Goal setting (supporting students to reach their specific, small, and manageable 
goals)  

• Activity Scheduling (doing thing that are enjoyable during depression) 

• Relaxation techniques 

  

• 7. Assessing change after treatment 

• When will improvement happen? 

• How to measure improvement 
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Appendix 11 

 

Department of Psychological Medicine 

 

PARTICIPANT INFORMATION SHEET 

 

Title:   An investigation of the role of School 

Guidance Counsellors (SGCs) in the detection and 

treatment of adolescent depression 

 

 

To: Secondary School Principals 

 

 

 

My name is Barbara Bulkeley and I am a student at The University of Auckland 

conducting research for a PhD in the Department of Psychological Medicine. I ran Focus 

Groups for SGCs in the Auckland area in 2004, leading to a nationwide questionnaire to 

SGCs last year, finding out what training needs were requested in the area of adolescent 

depression.   
 

This is now the final stage of my research and I have developed a training workshop 

programme tailored to the specific needs of SGCs to help them more effectively identify, 

assess, refer when appropriate and work with depressed adolescents. This one-day free 

workshop will be held in the Auckland area to pilot this approach. It will be a valuable 

experience for the SGCs and add to their skills and knowledge. Participants will be asked 

to evaluate the workshop, but no school or SGC will be identified in final reports. 

 

I am asking your permission to contact the School Counsellor/s working in your school, 

to invite them to take part in this workshop. There has been interest shown in this 

research by the Ministry of Health, The Werry Centre for Child and Adolescent Mental 

Health, the Mental Health Commission and the New Zealand Association of Counsellors. I 

am delighted that the important role of School Counsellors in this area is beginning to be 

more widely understood and appreciated.  

 

Thank you very much for your time and help in making this study possible. If you are 

agreeable for me to contact the counsellor(s) in your school, please return the consent 

form to me in the enclosed stamped addressed envelope. If you have any queries or wish 

to know more, please phone me on my mobile 021-116-2512, e-mail me at 

barbara@bigbible.org or write to me at: 

Barbara Bulkeley  

Department of Psychological Medicine 

The University of Auckland 

Private Bag 92019 

Auckland.  

 

 
The University of Auckland 

Private Bag 92019 

Auckland 

New Zealand,  

 

Level 12 

Auckland Hospital Support Building 

Grafton, Auckland 

www.health.auckland.ac.nz 

 

Telephone: 64 9 373 7599 extn 86531 

Facsimile: 64 9 373 7013 

Email: e.petrie@auckland.ac.nz 
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My supervisor is:   Dr Simon Hatcher,  

Senior Lecturer in Child Psychiatry 

Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86750 

 

The Head of Department is:   Professor Rob Kydd, 

     Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86531 

 

For any queries regarding ethical concerns, please contact: 

 

The Chair, The University of Auckland Human Participants Ethics Committee, 

The University of Auckland, Research Office - Office of the Vice Chancellor, Private Bag 
92019, Auckland.  Tel. 373-7999 extn 87830 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE on                  for a period of years, from    (date) to     (date)             

Reference Number 2003/334. 
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Appendix 12 

Department of Psychological Medicine 
 

CONSENT FORM 
SCHOOL PRINCIPALS 

 

THIS CONSENT FORM WILL BE HELD FOR A 

PERIOD OF SIX YEARS 
 

 

 

 

 

 

 

Title:  Investigation of adolescent depression 
by School Guidance Counsellors 

 

Researcher: Barbara Bulkeley 

 

I have been given and have understood an explanation of this research project.  I have 

had an opportunity to ask questions and have them answered.   

 

I understand that School Guidance Counsellors will be asked if they wish to participate in 

and evaluate a one-day training workshop to better equip them to identify, assess, refer 

and work with depressed adolescents. 

 

I guarantee that the participation/non-participation of the counsellor/s will not affect 

their employment relationship. 
 

I understand that it will not be possible to identify any individual SGC, their clients or 

school in reports of the research. 

 

I give permission for the Researcher, Barbara Bulkeley, to contact the School 

Guidance Counsellor/s working in my school, to seek their informed consent to 

participate in this research.  
 

 

Signed: 

 

Name: 

  

School: 

(please print clearly) 

 

Date: 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE on for a period of    years, from   

Reference 2003/334.

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
Level 12 
Auckland Hospital Support Building 
Grafton, Auckland 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86531 
Facsimile: 64 9 373 7013 
Email: e.petrie@auckland.ac.nz 
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Appendix 13 

Department of Psychological Medicine 

 

PARTICIPANT 
INFORMATION SHEET 

 
 

Title:   An investigation of the role of 

School Guidance Counsellors (SGCs) in the 

detection and treatment of adolescent 

depression 

 

To: School Guidance Counsellors 

 

 

 

My name is Barbara Bulkeley and I am a member of NZAC. I have worked in 

adolescent mental health in South Auckland for many years and appreciate the 

important role played by school guidance counsellors (SGCs) working with young 
people. I believe that for many adolescents the SGC is the key professional 

involved. For my doctoral research I am investigating how school guidance 

counsellors work with young people who are depressed and seeking equip them 

better for this valuable work.  

 

I am conducting research for a PhD in the Department of Psychological Medicine 

at The University of Auckland. I ran Focus Groups for SGCs in the Auckland area 

in 2004, and followed this up by contacting all school counsellors in New Zealand 

Secondary Schools in 2005. I was very pleased that well-over 50% of 

questionnaires were returned, indicating what past training had been valuable 

and what further training was requested in this area. This has given me the 

opportunity to devise a one-day free training workshop tailored specifically for 

school guidance counsellors, around identification, assessment, referrals and in 

particular working therapeutically with depressed adolescents. It will use 

demonstration videos, and include opportunities to practice.   

 

Your principal has given me permission to contact you to invite you to help in this 

research, by attending this workshop to be held in the Auckland area. I believe it 

will be valuable for you. Participants will be asked to complete an evaluation form 

at the end of the workshop. This will help in future development.   

 

There has been increasing appreciation of the role of SGCs in working effectively 

with depressed adolescents with the Ministry of Health, The Werry Centre for 

Child and Adolescent Mental Health, the Mental Health Commission and the New 

Zealand Association of Counsellors, all showing interest in this project. I am 

delighted that the important role of School Counsellors in this area is beginning to 
be more widely understood and appreciated.  

 

Thank you very much for your time and help in making this study possible.   If 

you have any queries or wish to know more please phone me on my mobile 021-

116-2512, e-mail me at barbara@bigbible.org or write to me at: 

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
Level 12 
Auckland Hospital Support Building 
Grafton, Auckland 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86531 
Facsimile: 64 9 373 7013 
Email: e.petrie@auckland.ac.nz 
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Barbara Bulkeley  

Department of Psychological Medicine 

The University of Auckland 

Private Bag 92019 

Auckland.  

 

 

My supervisor is:   Dr Simon Hatcher,  

Senior Lecturer in Psychiatry 

Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86750 

 

The Head of Department is:   Professor Rob Kydd, 

     Department of Psychological Medicine 

     The University of Auckland 

     Private Bag 92019 

     Auckland.   

Tel. 373-7999 extn. 86531 

 

 

For any queries regarding ethical concerns, please contact: 

 

The Chair, The University of Auckland Human Participants Ethics Committee, 

The University of Auckland, Research Office - Office of the Vice Chancellor, 

Private Bag 92019, Auckland.  Tel. 373-7999 extn 87830 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 
PARTICIPANTS ETHICS COMMITTEE on for a period of  years, from  

Reference Number 2003/334. 
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Appendix 14 

Department of Psychological Medicine 

 

 
 

CONSENT FORM 

SCHOOL GUIDANCE 
COUNSELLORS 

 
 

 

 

 
THIS CONSENT FORM WILL BE HELD FOR A PERIOD OF SIX YEARS 

 

Title:   Investigation of adolescent depression and School Guidance Counsellors 

Researcher: Barbara Bulkeley 

 

I have been given and have understood an explanation of this research project.  I 

have had an opportunity to ask questions and have them answered.   

 

I understand that my principal has given informed consent for me to be contacted 

by the researcher, and that my participation/non-participation will not affect my 

employment relationship. 

 

I understand I am agreeing to participate in a free one-day training workshop to 
learn further skills about identification, assessment, referral and therapeutic work 

with depressed adolescents and to complete an evaluation form at the end of the 

training. 

 

I understand that I may withdraw myself or any information traceable to me at 

any time up to the conclusion of the workshop without giving a reason, and that it 

will not be possible to identify me, my clients or school in reports of the research. 

 

I agree to take part in this research 

 

Signed: 

 

Name: 

 

School:  

(please print clearly) 

 

Date: 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN 

PARTICIPANTS ETHICS COMMITTEE on for a period of    years, from   
Reference 2003/334.

 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
Level 12 
Auckland Hospital Support Building 
Grafton, Auckland 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86531 
Facsimile: 64 9 373 7013 
Email: e.petrie@auckland.ac.nz 
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Appendix 15 

EVALUATION 
Thank you for attending this workshop today. Please assist the further 

development of this training programme by providing feedback.  
 

Please indicate which answer best fits how you found this workshop.  

 

Learning Outcomes 
How did the workshop meet the identified learning outcomes for you?: 

 

Increased ability to carry out an initial assessment and accurately 

identify different levels of depression. 
 
1  2   3   4   5 
not at all                very well 
 

More knowledge of risk factors and key questions about risk 
 
1  2   3   4   5 
not at all             very well 
 

Increased confidence to make decisions after assessment 
 
1  2   3   4   5 
not at all          very well 
 

Increased knowledge of ways to work with depressed young people 
 
1  2   3   4   5 
not at all          very well 
 
 

Relevance and Benefit 
How relevant to your work was the workshop ? 

 
1  2   3   4   5 
not at all                  very relevant 
 

 

How likely is it that the workshop will influence your practice? 

 
1  2   3   4   5 
not at all          very likely 
 

How likely is it that you will follow-up with these new approaches? 

1  2   3   4   5 
not at all                very likely 
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Format of Workshop 
How was the balance between learning and having opportunity to 

practice? 

 
1  2   3   4   5 
very poor                very good 
               

How useful were the practice sessions? 

 
1  2   3   4   5 
not at all                             very useful
             

How useful were the video clips? 

 
1  2   3   4   5 
not at all         very useful
               
 

What about the length of the workshop? 

 
1  2   3   4   5 
much too long              much too short       
 
What did you like most about this workshop? 

 

 

 
 

 

What was most beneficial to you? 

 

 

 

 

 

 

What would you suggest could improve this workshop? 

 

 

 

 

 

What further training in adolescent depression or other mental health 

concerns would be of value to you? 

 
 
 
 
Many thanks 
Barbara Bulkeley
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Appendix 16 

 

Adolescent Depression and the School Guidance Counsellor 
 

A. Identification of depression: 
 

• How do you identify an adolescent who is depressed?   (Please indicate all 

those that apply) 
 
Physical signs     What they say  
Sadness or tearfulness    Changes in behaviour 
Other ways 
 

• Do you use particular tools/checklists/inventories for assessing adolescent 

depression?    Yes/No 

If yes, please list what you use: 
 
 

• How useful is this? 
 
Very useful  Useful  Quite useful  Not very useful 
 

• With respect to depression do you notice any differences between Maori 

and non-Maori adolescents?             Yes/No 

 
If yes, please list what these are: 

 

B. Working with depressed adolescents:   

• How often would you meet with an adolescent who is depressed? 

  
Daily  2-3 times a week weekly  fortnightly  
 
monthly less frequently  never  
 

• Over what length of time do you generally see them? 
 
A week a month two-three months up to 6 months 
 
up to a year longer 
 

• What ways do you work with depressed adolescents?  
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(Please indicate all that apply) 
 
 
Talking      Interactive ways 
Use of props (stones, marbles, photos etc)  Activities or “homework” to do 
Psychosocial education re eating/exercise etc Giving advice 
Encouraging young people to write things  Involving family/friends 
Ideas around coping with stress and self-care Other ways (Please specify) 
 
 
 
 
 
 
 

C. Other services and agencies: 
 

• Who would you refer depressed adolescents on to? 
 
CAMHS (Mental Health Services)  Counselling Agencies 
 
GPs      Maori Services 
 
Other services (please specify) 
 
 
 

• What questions would you ask a young person to determine if you might 

need to consider a CAMHS referral? 
 
 
 

• What would help you to do this well? 
 
 
 
 
 
Name: 
 
 
School: 
 
 
Date: 
 
 
 
Many thanks for your help.
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Appendix 17 

 

 



 

 289 

 

 



 

 290 

 

 



 

 291 

 

 



 

 292 

 

 



 

 293 

Appendix 18 
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Appendix 19
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Appendix 20 

Useful On-line Resources Bulkeley Sept 2006 

Mental Health Foundation 
http://www.mentalhealth.org.nz 

http://www.mentalhealth.org.nz/conditions.php?ID=13&p=&fp= 

http://www.outoftheblue.org.nz/entrance_alternate.html 

http://www.wordworx.co.nz/depression.html 

 

National Depression Initiative 
http://www.moh.govt.nz/moh.nsf/indexmh/national-depression-initiative-faq 
 
 

The Werry Centre 

http://www.werrycentre.org.nz 
 
 

Evidence-Based Treatment  
http://www.chmeds.ac.nz/research/suicide/treatment.pdf 

 
 

Australian Websites 
www.bluepages.anu.edu.au 

www.beyondblue.org.au 

www.crufad.unsw.edu.au 

www.moodgym.anu.edu.au 

http://depressioNet.com.au 

 

U.S. 

http://www.nimh.nih.gov/healthinformation/depressionmenu.cfm 
 

U.K. 

www.nice.org.uk/CG028
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