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1. INTRODUCTION 
 
Depressive disorders in children and adolescents are among the most common 
and more disabling mental health problems (Fleming and Offord, 1990). 
Depression is a major factor in adolescent suicide, substance abuse, and a 
common cause of school failure and school dropout. Children and adolescents 
with major depressive disorders are at risk for suicidal behaviour, substance 
abuse, physical illness, early pregnancy, poor academic performance, impaired 
psychosocial functioning, and exposure to negative life events (Kovacs, 1996).  
 
Although there are similarities, depression in children may manifest itself 
differently than depression in adults (Fritz, 1997). Many questions remain about 
the course and outcome of depression in children and adolescents. Only recently 
has research on juvenile depression emphasized standardized clinical 
assessment, clear diagnostic criteria, and rigorous methods. Clearly, much more 
research about childhood depression is needed. 
 
2. METHODOLOGY 
 
This paper aims to draw together current research for the treatment of serious 
depression in children and adolescents based on both empirical evidence and 
systematic clinical experience. This information is directed towards child and 
adolescent mental health professionals in Ontario and is not intended to be 
prescriptive, but rather to present clinicians with a broad template to guide their 
practice.  
 
The overall Project was guided by a Steering Committee of highly-experienced 
Executive Directors and clinicians from Children's Mental Health Ontario's 
member centres. The research process began with a series of computer-assisted 
and hand searches of databases, journals, and published and unpublished 
reports from Ontario and other jurisdictions to identify information about 
depression in children and adolescents based on both empirical research and 
systematic clinical evidence. This strategy was adopted to address the known 
disparity between clinical practice and efficacy studies (Seligman, 1995). 
 
Then the Draft Findings were presented for validation and feedback to a Panel of 
Experts in child and adolescent depression. Individual interviews also were 
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conducted with experts in the field. Next the Draft Findings were shared with 
children's mental health professionals in a series of Regional Focus Groups. 
Participants in the Regional Focus Groups validated the data, identified gaps 
requiring additional research, made recommendations for changes, and identified 
children's mental health centres in Ontario that were implementing the specific 
types of evidence-based programs reported in the Draft Findings. Then the Draft 
Findings were revised and presented to the Steering Committee for final 
approval. To facilitate the transfer of knowledge, the information in the Findings 
guided the development of a number of tools that could be used by children's 
mental health professionals in the assessment and treatment of child and 
adolescent depression.  
 
3. EPIDEMIOLOGY 
 
Depressive disorders occur among 2% to 4%% of children and 4% to 8% of 
adolescents. In terms of gender differences, the prevalence of depression is 
virtually the same for girls and boys during childhood, but the prevalence for girls 
doubles during adolescence (Fleming and Offord, 1990). Adolescent girls appear 
to have more risk factors for depression than boys, such as an earlier onset of 
puberty, introspective styles of problem-solving, concerns about body image, 
higher risk of sexual abuse, and pressure to conform to a more limited range of 
social roles (Nolen-Hoeksema & Girgus, 1994). Depressed adolescent boys are 
more likely to exhibit parasuicidal behaviour (e.g., risk-taking, substance abuse). 
A cross-national study of the trends for major depression has showed overall 
trends to higher rates of depression and to earlier ages of onset of depression 
worldwide (JAMA, 1992). 
 
Few studies have included samples of children and adolescents diverse enough 
to test the questions about differences in depression rates in ethnic and other 
specific populations. Psychosocial stresses are believed to increase the risk of 
depression in children and youth from war-torn countries and those who are 
recent immigrants, gay/lesbian, and from aboriginal families. There are strong 
associations between childhood depression and indicators of adversity (e.g., 
poverty, homelessness, chronic stress, family disruption, reduced opportunities), 
primarily through research examining various life-stress models (Gotlib & 
Hammen, 1992; Reinherz and others, 1989). Social supports, interpersonal skills, 
consistent relationship with an adult, staying in school and other protective 
factors may reduce the negative effects of adverse circumstances (Hammen, 
1991), but generally there is little empirical research on this topic for depressed 
children (Harter and others, 1992). 
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3.1  Characteristics of Child and Adolescent Depression 
 
The characteristics of childhood depression vary across developmental stages 
and diverse ethnic groups, but they are generally similar to the symptoms of adult 
depressive disorder. The clinical picture of depression contains features 
associated with mood changes that are unique to the disorder (e.g., sadness, 
dysphoria, worthlessness, suicidal ideation). The older the child, then the more 
similar the symptoms are to those of depressed adults. Unlike adults, however, 
younger children are less likely to make serious suicide attempts, but they are 
more likely to demonstrate more symptoms of: 
 

Depressed appearance • 
• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 

Anxiety (e.g., separation anxiety) 
Irritability and frustration, accompanied by tantrums and behavioural problems 
Apathy and disinterest 
Lack of cooperation 
Withdrawal from family and friends 
Physical complaints (e.g., headache and stomachache) 
Auditory "hallucinations" 

 
Depression in childhood appears to be different than depression in adolescence. 
In contrast to younger children, adolescents are more likely to show symptoms 
of: 
 

Sleep and appetite disturbances 
Weight loss/gain 
Refusing to attend school or poor school performance 
Delusions 
Suicidal thoughts and feelings 
Suicide attempts 

 
Major depression in children and adolescents is usually an episodic disorder with 
each episode lasting an average of 8 months. More than 90% of the children and 
adolescents recover from an episode within 1 to 2 years (Emslie and others, 
1997a), whereas the remaining 10% suffer from chronic depression following 
their first episode. Within two months of recovery, however, about half of the 
children and adolescents experience a relapse. Over a period of 3 to 5 years, 
between one-half and three-quarters suffer a recurrence of depression, with 
similar rates for inpatients and outpatients (Kovacs, 1996).  
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3.2  Comorbidity 
 
The National Comorbidity Survey study indicates that major depression in 
childhood rarely occurs in pure forms -- high rates of comorbidity are the rule and 
not the exception (Angold and Costello, 1993; Blazer and others, 1994). Most 
children and adolescents suffering from depression also have two or more other 
disorders (Goodyer and others, 1997). In general, comorbid disorders tend to 
precede the onset of major depression by at least one year, with the exception of 
psychosis in children, which tends to follow a major depression. 
 
Anxiety disorder the most common comorbid disorder and it is present in about 
one-third of the children and adolescents with serious depression (Angold and 
Costello, 1993). The type of anxiety disorder tends to vary with the age of the 
child. In younger children separation anxiety appears more frequently, whereas 
in adolescents generalized anxiety disorder is more common. 
 
Nearly one-third of depressed children and adolescents also suffer from 
comorbid dysthymia (depressed or irritable mood for at least one year). This is 
often called "double depression" and it is associated with poor treatment 
outcomes. Since double depression often predicts recurrent mood disorder, it is 
important to monitor children and adolescents with double depression closely 
after their initial treatment and to provide ongoing treatment as needed. 
 
Conduct disorder is the next most frequent comorbid disorder and it appears in 
15% to 30% of depressed children and adolescents. Conduct disorder may 
develop together with the depression and continue after remission of the 
depression (Kovacs, 1996). Unlike a child with conduct disorder alone, a 
depressed child with comorbid conduct disorder also shows the symptoms of 
depression and episodic patterns characteristic of depression.  
 
Between 10% and 30% of depressed children have comorbid obsessive-
compulsive disorder. In these cases, the depression is usually treated first and 
then the obsessive-compulsive disorder.  
 
3.3  Parental Depression 
 
The literature indicates that parental depression is often associated with child 
depression. The presence of depression in parents should alert clinicians that 
their children may also be at risk of developing depression. This is especially 
important because the majority of the episodes of depression in children with an 
affective disorder are neither recognized nor treated (Beardslee and others, 
1998). Numerous studies have reported increased rates of psychiatric disorders 
in children from homes with parents who have an affective disorder. About 60% 
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of the children of parents with a major depressive disorder will develop a 
psychiatric disorder during childhood or adolescence and they are four times 
more likely to develop an affective disorder (Lavoie & Hodgins, 1994). Life table 
estimates indicate that by age 20 a child with a parent who has an affective 
disorder has a 40% chance of experiencing an episode of major depression, and 
by the age 25 this rate increases to 60% (Beardslee and others, 1993). In 
general, the younger the age at onset of parental depression, the greater the risk 
for psychiatric problems in their children. 
 
As a corollary, if a child presents with serious depression, it is important to verify 
whether the parent is depressed and requires treatment. If untreated, depression 
may affect the development of normal parent-child attachment and social, 
emotional, cognitive and interpersonal skills.  
 
Early identification of mild depression and early intervention may reduce the risk 
of developing or having recurrences of depression. Depressed parents often are 
not aware that their child is depressed or suicidal. Since depressed parents often 
appear in hospital emergency rooms, it is important that hospitals and physicians 
link with children mental health professionals to check the status of the children. 
Likewise, the teachers and parents alike should be made aware that the 
depression in children presenting with learning problems often is missed.  
 
4.  ASSESSMENT 
 
Thorough assessment necessary for serious depression. It is essential that the 
assessment of children take into account functioning relative to that expected of 
the child's developmental stage and social context (family, school, peers, 
community). To obtain this information, the following types of interviews are 
recommended when depression is suspected: 
 

Separate and/or conjoint interviews with child and his/her parents • 
• 
• 

Multiple interviews over time, especially with adolescents 
Multiple perspectives through interviews with collateral informants, including 
teachers, primary care physicians, and social service professionals 

 
With pre-teenage children, first the parent(s) should be interviewed alone (or the 
entire family together), and then child should be interviewed alone. Interviews 
with parents need to be sensitive to language and cultural difference and 
interpreters should be used if necessary. 
 
With teens, it is better to interview the teen alone first or, if two clinicians are 
available, to interview the teen alone and the parent(s) alone at the same time. If 
the teen is over 16 years of age, the teen is usually interviewed alone.  
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Clinicians should be aware that depressed children and adolescents may be 
uncooperative, withdrawn, irritable or have difficulty expressing their feelings. It 
may take time to build trust over several interviews before sensitive topics can be 
discussed. Depressed children and adolescents may mask the underlying 
depression by appearing irritable, bored, fighting with school mates or peers, or 
express their feelings by self-injurious behaviour.  
 
Since childhood and adolescent depression may be episodic, the nature and the 
timing of assessments greatly affect the end result. Frequent monitoring of the 
number of episodes of depression in the period between assessments is needed 
to give a more accurate picture of the developmental processes of the 
depression, indicate rates of recurrence, and detect comorbid disorders.  
 
4.1  Interview Topics 
 
After a through functional assessment (e.g., cognition, affect), interview topics 
should include: 
 

Child's developmental history (cognitive, social, other developmental 
problems and temperament) 

• 

• 
• 
• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 
• 

Child's medical and medications history 
Child's psychiatric history 
Parent/family psychiatric history 
Family functioning (especially divorce, marital conflict) 
Child's peer relationships (especially friendships and social skills) 
Child's and family's social supports 
Child's strengths and achievements 
Early and recent negative life events 
Psychosocial and academic problems (including bullying, social withdrawal, 
avoiding school) 
Neglect of the child or sibs 
Physical, sexual and psychological abuse 
Harassment by peers 
Substance use/abuse (including nicotine) 
Specific questions about DSM-IV-TR target symptoms (see Section 4.3) 
Suicidal ideation and behaviour 
Impulsive, risk-taking, or behaviour causing self-injury 
Changes in eating, sleeping, and activity levels  
Somatic complaints (e.g., headaches and stomachaches), particularly for 
younger children 

 

 
Children's Mental Health Ontario  May 31, 2001  -6- 



With consent, collateral information from school settings may be obtained from 
teachers and from school-based child and youth workers. From community 
settings, collateral information may be obtained from children's mental health 
staff who operate recreation centre programs, weekend programs or summer 
programs, as well as from trained staff in community centres and parks and 
recreation programs. 
 
4.2  Making a Diagnosis of Major Depressive Disorder 
 
A diagnosis of major depressive disorder is made when DSM-IV-TR (APA, 2000) 
target symptoms are present or reported in the history, and other disorders have 
been eliminated (see Section 4.3 for the target symptoms). Clinicians should be 
aware that DSM defines Major Depressive Disorder (MDD) during childhood and 
adolescence according to the same criteria as during adulthood, with the 
exception that DSM allows irritable mood to substitute for depressed mood. 
Although children and adolescents who meet the criteria for MDD can be 
identified reliably (Lewinsohn and others, 1993), these criteria may not be 
sensitive to developmental differences in the manifestation of depressive 
problems. Currently, research is underway to improve assessment and taxonomy 
in developmental psychopathology through greater integration between rationally 
derived diagnostic categories, such as used in the DSM, with empirically derived 
quantitative measures of symptoms and syndromes, such as found in the Child 
Behavior Checklist and related measures (Jensen and others, 1996).  
 
4.3  DSM-IV Criteria 
 
The DSM-IV-TR criteria for the diagnosis of major depressive disorder are: 
 
1) At least two weeks of pervasive change in mood shown by depressed or 

irritable mood and/or loss of interest and pleasure 
 
2) These mood changes are accompanied by other characteristics, including 

significant changes in patterns of appetite, weight, sleep, activity, 
concentration, energy level, self-esteem, and motivation.  

 
Although they are not included in DSM-IV criteria, the appearance of somatic 
symptoms (headache and stomachache) and changes in peer relations 
(social withdrawal) also may accompany mood changes in children and teens. 

 
3) Symptoms must show a change from previous functioning 
 
4) Symptoms must produce impairment in relationships or in performance of 

activities 
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5) Symptoms must not be related only to substance abuse, medications, 

bereavement, other psychiatric illness, or medical illness 
 
4.4  Specific Subtypes of Serious Depression 
 
It is important to assess for specific symptom clusters of depression, since these 
subtypes require different treatment strategies. These symptom clusters include: 
 

Seasonal Affective Disorder. Symptoms of seasonal affective disorder 
(SAD) in children are similar to those of atypical depression, except that SAD 
does not include increased reactivity to rejection and it is seasonal. SAD 
needs to be distinguished from depression related to school stress, because 
both forms of depression occur during the same times of year. Research 
indicates that bright light therapy (10,000 lux lightbox for 30-60 minutes each 
morning) can significantly reduce SAD in children and adolescents, although it 
may induce mania in some children. 

• 

• 
 

Psychotic Depression. Psychotic depression adds mood congruent 
hallucinations and/or delusions to symptoms of severe depression, which 
distinguishes psychotic depression from schizophrenia. The presence of any 
psychotic features indicates a more serious depression. Although adults may 
have auditory hallucinations or delusions, younger children have primarily 
auditory hallucinations but are not likely to suffer from full blown delusions. 
Although these may be pseudo-hallucinations, they should be taken seriously. 
The maturity of the central nervous system is hypothesized to account for 
these differences between children and adults. For appropriate treatment, 
symptoms of psychotic depression should be distinguished from bipolar 
disorder, substance abuse, dissociative states, and trauma-related 
hallucinations.  

 
Bipolar Depression.  This form of depression appears similar to unipolar 
depression, but is characterized by one or more manic episodes. About 20% 
of children and adolescents who initially show serious depression will "switch" 
to manic or mixed (manic-depressive) episodes. If the child or adolescent is 
receiving medication for depression, it may be necessary to stop the 
antidepressant and begin a mood stabilizer, such as lithium. The child is at 
risk of developing bipolar disorder if symptoms such as psychosis, 
psychomotor retardation, pharmacologically induced hypomania, and family 
history of bipolar disorder are present. Adolescents are more likely to have 
rapid cycling or mixed episodes, which are difficult to treat and increase the 
risk for suicide.  

• 
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It is also important to rule out bipolar II disorder, which is often missed or 
misdiagnosed (Geller & Luby, 1997). Bipolar II disorder is characterized by 
recurrent major depressive episodes accompanied by one or more hypomanic 
episodes. 
 
Atypical depression. This form of depression usually begins during 
adolescence and it affects girls more often than boys. It is "atypical" because 
the clinical picture does not fit the usual criteria for serious depression but the 
depressive episodes do not fit the criteria for other depressive disorders (such 
as dysthymia) either. Symptoms for adolescents include mood reactivity 
during the depressive episode, plus at least one of the following associated 
features: increased reactivity to rejection, lethargy, increased appetite and/or 
craving for carbohydrates, weight gain, and sleeping excessively (Stewart and 
others, 1993). There is little evidence-based knowledge about treating atypical 
depression in adolescents. Adults have been found to respond monoamine 
oxidase inhibitors (MAOIs). A recent controlled trial with adults has indicated 
that cognitive therapy may offer an effective alternative to standard acute-
phase treatment with MAOIs for individuals with major depressive disorder 
and atypical features (Jarrett, 1999). 

• 

 
5.  DIFFERENTIAL DIAGNOSIS 
 
Several disorders may imitate depression or occur at the same time. The 
diagnosis of major depressive disorder is made if the child meets the DSM-IV-TR 
criteria and if the symptoms of depression cannot be attributed solely to other 
physical or psychological conditions.  
 
Common medical conditions that mimic depression are anemia, hypothyroidism, 
and infectious mononucleosis. A physical exam may be needed to rule out these  
conditions as well as to check somatic complaints (e.g., headaches) or concerns 
about a child's overall health (e.g., low weight, failure to thrive). Children with 
non-mood disorders such as anxiety disorders, learning disabilities, or disruptive 
disorders may show lack of concentration, irritability and low self-esteem. If there 
is a concern about disabilities, then assessment of intelligence, hearing, speech 
and language, and academic functioning may be required. 
 
Children with anxiety disorders may have symptoms similar to depression, 
including insomnia, changes in appetite, diminished concentration, and 
sometimes suicidal thoughts. Children with separation anxiety often are unhappy 
(dysphoric) when separated from their parents, but the situation changes when 
they are reunited.  
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Youth with substance abuse disorders often show disturbances of mood, but 
these diminish after detoxification. Differential diagnosis requires a careful 
examination of alcohol and drug use (including tobacco) since they can cause 
depression, be comorbid with depression, or result from depression.  
 
It is important to distinguish between personality disorders and depression 
because some of the symptoms of personality disorder may be secondary to 
mood disorder (Lewinsohn and others, 1997; Marton and others, 1989).  
 
Manic and depressive symptoms may be mixed in bipolar disorder. 
Approximately 20% of children who have an initial depressive episode will 
manifest a bipolar disorder later. Hypomanic symptoms may be brief at the onset 
of bipolar disorder. Comorbid symptoms of ADHD, anxiety, posttraumatic stress 
disorder, substance abuse, and sleep disorders require careful assessment. 
Likewise, clinicians should monitor for signs of bipolar disorder if there is a family 
history of psychosis, bipolar or cyclothymic (mood-swing) disorders.  
 
6.  TREATMENT 
 
There is relatively little evidence-based research on the treatment of depression 
in children. Since most of the treatment recommendations are based on clinical 
experience or research in adults, care should be taken when applying the results 
to children. Determining a treatment approach depends largely on deciding what 
blocks to development need to be addressed, in what order, and which systems 
are most amenable to change at a given time (Korenblum, 1998). 
 
Selection of treatment setting depends on the severity of the disorder, motivation 
of the child/youth and/or family towards treatment, the severity of comorbid 
conditions (e.g., substance abuse), and the availability of a safe environment. 
 
The choice of treatment interventions should be guided by factors that include 
the number of prior episodes, duration of the disorder, subtype of depression 
(e.g., psychotic, bipolar, atypical), age, contextual issues (e.g., family conflict), 
treatment setting, and available options (e.g., in the north, inpatient admission 
may not be an option). 
 
Research indicates that treatment for depression may be discussed in terms of 
four phases: 
 

Phase 1: Preparation for Treatment • 
• 
• 
• 

Phase 2: Acute Treatment Phase 
Phase 3: Continuation Treatment Phase 
Phase 4: Maintenance Treatment Phase 
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Phase 1: Preparation for Treatment 
 
Preparation for treatment is vitally important. Preparation includes forming a 
therapeutic alliance early in treatment to maintain child and family involvement 
over the course of treatment. The therapeutic alliance process is facilitated by 
psychoeducation -- the education of the parents, child, other family members, 
and teachers about the disorder and its treatment (Brent and others, 1993; 
Fristad and others, 1996).  
 
Psychoeducation drastically reduces treatment dropout. It allows treatment to 
proceed with less blame of the child or self-blame on the part of parents or 
caregivers. For example, an evaluation of a brief (2-hour) psychoeducational 
session for the parents of depressed adolescents found that participants showed 
improvement in knowledge about depression and in modification of dysfunctional 
beliefs about depression and its treatment (Brent and others, 1993).  
 
All family members should be offered psychoeducation since the symptoms of 
depression usually affect each of them, often producing more guilt and stress for 
the child. It has been well established that family environmental factors (e.g., 
family conflict, negative affective style) can profoundly influence the course of 
major affective illness (Keitner and Miller, 1990). With family psychoeducation, 
supportive and understanding relationships can improve the child and family's 
overall functioning and treatment outcomes (Asarnow and others, 1993, 1994).  
 
Likewise, teachers should receive psychoeducation to learn how depression can 
affect the child's peer relationships and academic performance and the steps that 
teachers may take to support the treatment plan. 
 
Topics for psychoeducation usually include the following: 
 

Signs and symptoms of depression • 
• 
• 
• 
• 
• 
• 
• 
• 

Reasons for childhood depression 
Course of the disorder, relapse and recurrence 
Impact on peer and family relationships 
Impact on school attendance and academic functioning 
Treatment options 
Role of psychiatric medication 
Common misconceptions about medications 
Strategies that may be used by parents and teachers to assist the treatment 
process 
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One alternative to psychoeducational sessions is to encourage parents and 
others involved with the child to read a book, such as "Lonely, Sad, and Angry: A 
Parent's Guide to Depression in Children and Adolescents" (Ingersoll and 
Goldstein, 1996), that provides accurate and current information about childhood 
depression. Another option is to view a video, such as "The Other Side of Blue: 
The Truth About Teenage Depression" (Dubo and Korenblum, 2000). 
 
Phase 2:  Acute Treatment Phase 
 
There is a wide range of views about which therapies or components of therapies 
are effective during the acute phase of child and adolescent depression 
(Jacobson and others, 1996). In clinically referred samples, the median duration 
for a major depressive episode in children is about 8 months, with a recovery rate 
of up to 90% over 1 to 2 years from the onset and a rate of recurrence of 40% to 
70% over a period of 2 to 5 years, respectively (Birmaher, 1996; Kovacs, 1996). 
 
The effectiveness of therapy is influenced by age at the time of the first episodes 
of depression, severity of depression, presence of other disorders, access to 
supports,  presence of parental disorders, family conflict, exposure to stressful 
life events, socioeconomic status, quality of treatment, and motivation. A 
combination of treatment elements from psychiatric medication 
(pharmacotherapy), psychodynamic therapy, interpersonal therapy (IPT), 
cognitive-behavioural therapy (CBT), and family therapy appear to be most 
effective in the acute phase of the disorder (Birmaher and others, 1996).  
 
6.1  Pharmacotherapy 
 
Medication alone is rarely indicated for treating serious depression in children 
and youth. Given the developmental and psychosocial context of child and 
adolescent depression, treatment with medication alone is not sufficient. The 
high degree of comorbidity and the severity of academic and social 
consequences of depression suggests a multimodal treatment approach, such as 
combining drug treatment with psychoeducation and psychotherapeutic 
treatment (Kutcher, 1997). 
 
Overall, there have been very few studies on the use of medications for children 
and adolescents with depression or pharmokinetic and dose-range studies with 
children. The limited research evidence indicates that antidepressant 
medications, however, may be useful for treating children and adolescents with 
certain forms of serious depression that impedes psychological treatment or 
where the child or adolescent does not respond to psychotherapy. If there is a 
strong family history of depression and a family history of positive response to a 
particular medication, pharmacotherapy may be indicated for children and 
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adolescents with non-rapid-cycling bipolar depression, psychotic depression, 
depression with severe symptoms that prevent effective psychotherapy, and 
depression that fails to respond to psychotherapy.  
 
A major concern is the practice of prescribing combinations of medications ("drug 
cocktails") without sufficient evidence for their efficacy. Another questionable 
practice is prescribing medication for childhood depression without sufficient 
monitoring or professional support from an experienced child psychiatrist. In 
some communities in Ontario, a knowledgeable child psychiatrist provides a 
consultation "help line" for family physicians and children's mental health 
professionals. A third concern is the need to review all potential drug side effects 
and toxicity with each child as part of the informed consent provisions of 
Ontario's new Consent to Treatment Act, which has no lower age limit -- all 
children appear to be considered competent. As part of the informed consent 
process, an ethical safeguard to ensure that the child's needs are paramount is 
to clarify the meaning taking medication has to the child and parent -- children 
may see medication as poison, punishment for being bad, a sign of weakness, 
an instrument of control, or way of identification with a mentally ill parent.  
 
Generally speaking, the choice of medication is determined by the symptom and 
comorbidity profile of the child and adolescent. Initial doses of drugs tend to be 
lower than those used for adults and they are gradually raised to the target dose. 
Drug combinations ("drug cocktails") should be used for children and adolescents 
only in rare circumstances and under close supervision. During the first month, 
there should be a regular review of the symptoms and side-effects with the child 
and parents At eight to twelve weeks there should be a comprehensive 
evaluation with the child and parents of the symptoms and overall functioning. If 
improvement is seen, then the medication is usually continued until at least six 
months after the remission of depression. If improvement is not attained, then 
alternative therapies or medication should be considered. To avoid withdrawal 
problems and sudden relapse, antidepressants should be discontinued gradually 
over a six week period in a supervised and planned manner. 
 
Selective Serotonin Reuptake Inhibitors. Selective serotonin reuptake 
inhibitors (SSRIs) are favoured as the first-choice of antidepressant medication, 
since they have a relatively safe side-effect profile, very low lethality after 
overdose, and they are easy to use (DeVane and Sallee, 1996; Leonard and 
others, 1997). Studies report SSRIs are efficacious for the treatment of youth 
with major depressive disorders (Emslie and others, 1997b). Research indicates 
a 70% to 90% response to SSRIs for the treatment of adolescents with major 
depression (DeVane and Sallee, 1996; Leonard and others, 1997). It is important 
to monitor drug interactions, however, since there is a danger of "serotonin 
syndrome" (agitation, nausea, dizziness) in some children and with certain drug 
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combinations. Although SSRIs appear safe for short periods of treatment, 
additional research is needed to determine their efficacy and long-term effects in 
children and adolescents (Ryan & Varma, 1998).  
 
Consensus guidelines for medication treatment algorithms based on clinical 
evidence emphasize the use of SSRIs for treating childhood major depressive 
disorders (Hughes and others, 1999). The consensus guidelines provide 
systematic strategies for treatment intervention and recommended tactics for 
implementation of the strategies, including medication augmentation and 
medication combinations.  
 
Tricyclic Antidepressants. Given the lack of efficacy and potential side effects, 
tricyclic antidepressants (TCAs) are no longer seen as the first choice for youth 
with depressive disorders, although they may useful for individual cases. A meta-
analysis of 12 randomized controlled trails that compared the efficacy of TCAs 
with placebo in depressed children aged 6-18 years indicated no significant 
benefit of treatment (Hazell and others, 1995). The therapeutic role of TCAs for 
children and adolescents needs to be weighed against the lethality of overdose, 
possible sudden unexplained death, and the availability of safer medications that 
are easier to monitor (Geller and others, 1999). 
 
6.2  Interpersonal Therapy 
 
Several open clinical and control studies indicate that interpersonal therapy (IPT) 
is effective for the treatment of acutely depressed adolescents (Mufson, 
Weissman and others, 1999; Mufson & Fairbanks, 1996). Interpersonal therapy 
for adolescents is a form of brief adult therapy adapted for depressed youth 
(Mufson and others, 1993). It is based on research that indicates a strong 
relationship between interpersonal problems and depression. Interpersonal 
therapy is a way to address issues of grief, interpersonal roles, role transitions, 
and interpersonal difficulties. For children and adolescents who have been 
physically abused, research indicates that interpersonal interventions can be 
used to combat depression by strengthening social competence (Flisher and 
others, 1996). 
 
6.3  Cognitive-Behavioural Therapy  
 
Cognitive-behavioural therapy (CBT) for depression is based on the premise 
derived from cognitive theory that depressed children have distorted views of 
themselves and their environment which contribute to their depression and can 
be modified. CBT is typically given for 8 to 10 weekly sessions and parents may 
be involved at the end of each session and in some cases as co-therapists. 
Themes addressed in CBT sessions include distinguishing different emotions 
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and link them to precipitating events, self-monitoring thoughts and feelings, self-
rewarding positive behaviours, strengthening social skills, problem-solving, and 
modifying thinking patterns. The application of CBT is flexible and it may be used 
individually or with groups (Lewinsohn & Clark, 1999). 
 
Although CBT has received much research attention, the results of the 
evaluations of CBT in depressed children and adolescents have been difficult to 
interpret. A recent meta-analysis of six randomized trials that compared CBT with 
nontherapeutic interventions for depressed children and adolescents (8 to 19 
years old) found CBT effective for mild-to-moderate depression (Harrington and 
others, 1998). The researchers, however, could not recommend CBT without 
other therapies for severe depression in children and adolescents.  
 
Research on the efficacy of CBT in nonclinical samples has shown CBT to be 
better than no intervention in reducing depressive symptoms and improving self-
esteem in children and adolescents (Reinecke and others, 1998). Studies of CBT 
with clinical samples generally have found CBT to be better than relaxation 
training, family therapy, and supportive therapy, but that relapse rates were high 
(Brent and others, 1997; Vostanis and others, 1996). A recent randomized trial of 
the impact of CBT, nondirective supportive therapy, and systemic family therapy 
on adolescents with a major depressive disorder found no differences in the long-
term effectiveness of the three therapies (Birmaher and others, 2000). Most 
participants (80%) recovered within 8 months and 30% had a recurrence 4 
months from recovery. Approximately one-fifth of participants had persistent 
depression over the two-year follow up period, although they had received the 
initial 12 to 16 weeks of psychotherapy and continuous treatment afterwards with 
psychotherapy and/or pharmacotherapy. The severity of self-reported and 
interviewer-rated depression at intake and self-reported parent-child conflict 
predicted lack of recovery, chronic depression, and recurrence. The presence of 
these symptoms at intake and at the end of acute therapy may alert the therapist 
to the need for longer-term intervention. These interventions may include 
addressing family discord, combining psychotherapy and pharmacotherapy, and 
using more aggressive somatic therapies (Birmaher and others, 1996). 
 
At his point in time, evidence indicates that CBT appears to benefit children and 
adolescents with mild and moderate levels of depression, but the efficacy of CBT 
alone for severe depression is uncertain. If CBT is used, it is recommended that 
treatment be continued beyond the acute phase of depression. 
 
6.4  Psychodynamic Therapy 
 
Therapist reports indicate that psychodynamic principles are useful for the 
treatment of children and adolescents, especially those with mild and moderate 
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levels of depression. Psychodynamic approaches are used to help youth 
understand themselves, identify feelings, improve self-esteem, change 
maladaptive patterns of behaviour, interact more effectively with others, and cope 
with ongoing and past conflicts (Bemporad, 1994). Although the effectiveness of 
psychodynamic therapy for treating depressed children and adolescents has not 
be systematically evaluated in controlled studies, clinical experience indicates 
that the psychodynamic principles are an important component of treatment, 
particularly when integrated with structured forms of therapy (e.g., interpersonal, 
cognitive-behavioural).  
 
6.5  Family Therapy 
 
There is a strong relationship between family factors and depression in children 
(Kovacs;1997). Depression in parents and family members, family history of 
psychiatric illness, substance abuse, marital discord, parent-child conflict, 
parental abuse and neglect, and stressful or chaotic family environments have 
been linked to childhood depression. There is little evidence, however, that 
parent counselling and family therapy alone are effective in treating child and 
adolescent depression. With younger children, clinicians tend to work with both 
child and parents in treatment. Parents maybe used as co-therapists depending 
on the individual case using structured approaches such as CBT. Home-based 
interventions may work with the family to develop a supportive home 
environment or to reduce the stress at home. Social work intervention may be 
helpful in dealing with issues related to poverty and psychosocial stress (e.g., 
unemployment, homelessness, access to social supports). 
 
6.6  Integrative Approaches 
 
There also is an emerging recognition that children and adolescents benefit from 
an integration of components found in psychodynamic therapy, interpersonal 
therapy, cognitive-behavioural therapy and family therapy. Taking an integrative 
approach, the major principles of effective therapy for childhood depression 
include: 
 

Identifying cognitive distortions about self, the world and future • 
• 
• 
• 
• 
• 
• 

Learning strategies to alter these cognitive distortions 
Identifying feelings and problem areas of grief 
Improving self-esteem 
Changing maladaptive patterns of behaviour 
Learning to interact more effectively with others 
Adopting strategies for coping with past and ongoing conflicts and personal 
difficulties 
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Stark and his colleagues (1996) offer an example of integrative treatment 
program for depressed children. This program includes individual child and 
parent therapy, as well as family and school interventions. Cognitive and 
behavioural methods are used to assist the child and parents to address the 
child's mood and social skills problems. The program also covers parents' 
discipline, marital conflict, interpersonal negotiation, individual and family 
problem solving and communications. Parental involvement is an important 
component, since parental depression and other mental health problems as well 
as marital difficulties and parent-child conflict are known to contribute to 
childhood depression. However, Brent and colleagues (1997) found that many 
families of depressed children refuse family involvement or offers to provide 
depressed parents with therapy.  
 
Individual treatment is another feature of the integrative approach. Whereas most 
existing therapies provide children with cognitive, problem-solving and social 
skills exercises that are delivered in a group format, research indicates that these 
may be a poor fit with a depressed child's level of functioning, skill deficits, and 
cognitive patterns, especially in the early stages of the treatment process (Stark 
and others, 1996). Furthermore, individualized programs better address the 
unique symptom-behaviour profile presented by comorbidity.  
 
Since they focus on multiple components, integrative treatment programs can 
take a considerable amount of time (30 sessions on average) and they can cost 
more than briefer interventions with depressed children and adolescents. 
 
Phase 3:  Continuation Treatment Phase 
 
Given the high rates of relapse and recurrence of depression, once treatment 
outcomes have been attained, therapy usually should be continued for at least 6 
to 12 months and may be needed periodically to prevent recurrence (see Section 
5.4 for a discussion). Monthly "booster sessions" have been found useful either 
in preventing relapses of depression in adolescents (Kroll and others, 1996) or in 
accelerating the recovery of those who were still depressed at the end of the 
acute phase (Clarke and others, 1999). If antidepressant medication is 
prescribed, it should be continued at the same dose as used in the acute 
treatment phase unless there are significant side effects or dose related negative 
effects. 
 
Studies have consistently found that the severity of self-reported depression at 
intake, the presence of disruptive disorders, and family problems predict the 
need for additional treatment. In a recent study, Brent and his colleagues (1999) 
report that slightly more than half of the participants in a clinical trial for 
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adolescent depression received other forms of treatment in addition to the acute 
phase treatment. Treatment included one or more of the following: medication 
(SSRIs), treatment for comorbid behavioural problems, and services to deal with 
family difficulties. The median number of additional treatment sessions was 6 and 
they began within 3 months after the end of acute treatment. It is important that 
therapists focus on the entire depressive episode, rather than just the acute 
phase, to prevent relapse.  
 
During the continuation phase various psychosocial interventions can be used to 
help children/youth achieve the following: 
 

consolidate skills already learned • 
• 
• 
• 

• 

• 

cope with the social and psychological effects of depression 
effectively respond to environmental stressors 
understand inner conflicts that may trigger a depressive relapse.  

 
Phase 4:  Maintenance Treatment Phase 
 
Children and adolescents with multiple or severe episodes of depression and 
those with a high risk for recurrence may need ongoing therapy to prevent 
relapse. The main goal of the maintenance phase is foster healthy growth and 
development and to prevent relapse or recurrence. This phase usually extends 
from one year onwards and includes monthly or quarterly sessions, depending 
on the severity of illness and availability of social supports. Children and 
adolescents who have suffered from two or more episodes of depression may 
require long-term maintenance drug therapy, especially if they have comorbid 
dysthymia ("double depression") and ongoing functional impairment. Longer 
treatment may be needed for children and youth experiencing comorbid 
psychosis, suicidal ideation or behaviour, severe functional impairment, and 
more than three episodes of depression. 
 
In the absence of published studies regarding the maintenance treatment of 
children and youth, the following guidelines are drawn from studies of depressed 
adults (Depression Guideline Panel, 1993). 
 

Youth with a single episode of depression without comorbid disorders, mild 
episodes, or a long break between episodes (e.g., 5 years) require monitoring 
but probably do not require ongoing therapy.  

 
Youth with three or more episodes of depression, especially when they occur 
within a short period of time, should receive ongoing therapy for at least 1 to 3 
years or active monitoring with rapid access to therapy, if needed. 
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Youth with two episodes who also have a family history of bipolar disorder or 
recurrent depression, onset of the first depressive episode as before age 20, 
and severe or life-threatening episodes that took place during the past three 
years also should receive ongoing therapy for at least 1 to 3 years or active 
monitoring with rapid access to therapy, if needed. 

• 

• 

• 

• 

• 
• 
• 
• 

 
Youth with more than three episodes or with second episodes accompanied 
by psychosis, severe impairment, severe suicidal thoughts/behaviours, and 
treatment resistance, should be considered for longer treatment. 

 
Children and youth who are maintained only on medications should also be 
offered psychotherapy to help them cope with the psychosocial consequences 
of depression, prevent relapse, and reduce the risk or impact of comorbid 
disorders. 

 
Family physicians have an important role to play in monitoring children and 
youth in the maintenance phase. 

 
7.  DEPRESSION WITH SUICIDAL THOUGHTS AND BEHAVIOUR 
 
Depression with suicidal thoughts and behaviour is more likely to occur in 
adolescents rather than younger children. Because of the close link between 
depression and suicide attempts, as well as completed suicide, depressive 
symptoms are a target of central importance in treatment. Treatment for youth 
with suicidal thoughts and behaviour is similar to that for other severely 
depressed youth, but more attention is given to assessment, monitoring and 
reduction of suicide risk. As the efficacy of selective serotonin reuptake inhibitors 
(SSRIs) is becoming clear (Emslie and others, 1995), medication is also 
becoming an integral part of the treatment of major depressive disorders in youth 
who have depression with suicidal thoughts and behaviour.  
 
Assessment of suicide risk should be an integral component of any assessment 
of depression. Assessment of suicide risk considers functional impairment, 
degree of hopelessness, presence of psychosis, stability of family environment, 
access to supports, and availability of methods for suicide. Risk factors for 
suicide include: 
 

Feelings of hopelessness and isolation 
Family history of suicide or suicide attempts 
Close friend or acquaintance who commits suicide ("contagion effect") 
Recent loss of a friend or loved one 
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Shameful event (especially for adolescents) • 
• 
• 
• 
• 
• 
• 
• 

• 

• 

Reaction of others to gay/lesbian sexual orientation 
Impulsive behaviour 
Substance abuse 
History of physical or sexual abuse  
Unstable family environment 
Few supports 
Availability of methods for suicide 

 
After assessment, the next step is developing a safety plan in conjunction with 
the parents, to address safety, supervision, and removing the methods for 
committing suicide from the home. If parent-child conflict, criticism, and/or family 
dysfunction are identified in assessment, they should be treated right away to 
reduce or eliminate factors that often precipitate self-harm in children and 
adolescents. If an adequate safety plan can be developed, then outpatient 
treatment is an option. If risk remains high, treatment in a more restrictive setting 
may be necessary. Signs of high risk include plans for suicide, hopelessness, 
lack of a reason to continue living, previous suicide attempts (particularly those 
using active methods, rather than overdoses or cutting), and alcohol or drug 
abuse (especially for adolescent males).  
 
Inpatient admission can be useful for crisis management, but brief hospitalization 
and relatively infrequent outpatient sessions aimed at the individual adolescent 
often are of insufficient impact and intensity to counter long-standing problems of 
interpersonal functioning with family and peers. The presence and severity of 
adolescents' depressive symptoms, including suicidal thoughts, at the time of 
initial hospitalization are the baseline characteristics most strongly related to the 
treatment outcomes of reduced severity of depression, reduced risk of suicide, 
and rehospitalization 6 months after hospital discharge (King and others, 1997). 
In addition to long-term interventions that address family and peer problems, 
medication management appointments and follow-through "booster" sessions are 
associated with positive treatment outcomes. 
 
Although clinical judgment is essential to assess each individual situation, some 
general guidelines are for dealing with suicidal youth include: 
 

All lethal agents should be removed from the home (especially guns). 
 

Assessment should include physical and sexual abuse, since it is strongly 
linked with suicidal behaviour in young persons. 
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Assessment should also be made for substance abuse, disruptive and 
personality disorders, as well as poor parent-child communication, school 
problems, maltreatment and psychological abuse, and negative life events 
(e.g., recent death, loss of a loved-one, shameful event, school failure).   

• 

• 

• 

• 

 
Early treatment should include family therapy and education and other 
psychosocial interventions (Brent and others, 1997). 

 
If the youth does not improve from psychotherapy or if the potential to benefit 
from psychotherapy alone is impaired, and psychotic features are not present, 
then SSRIs are the antidepressants of choice. 

 
Tricyclic antidepressants generally should not be prescribed because of risk 
of death after an overdose. If they are prescribed, they should be dispensed 
under close supervision. 
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EXPERT PANEL 
CHILDREN AND ADOLESCENTS WITH DEPRESSIVE DISORDER 

 
 
Dr. Mary Broga, Windsor Regional Children’s Centre 
 
Kevin Johnson, Pathways for Children and Youth 
 
Dr. Marshall Kornblum, The Hincks-Dellcrest Centre 
 
Lynn McCleary, Children’s Hospital of Eastern Ontario 
 
Dr. Kevin Nugent, Lakehead Regional Family Centre 
 
Dr. Mark Sanford, Chedoke Child & Family Centre 
 
Dr. Margaret Steele, London Health Sciences Centre, Child & Adolescent Psychiatry 
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FOCUS GROUP PARTICIPANTS 
CHILDREN AND ADOLESCENTS WITH DEPRESSIVE DISORDER 

 
Leslie Hegge, North of Superior 
 
Tom Walters, Lakehead Regional Family Centre 
 
Dr. Sylvia Kemenef, Lakehead Regional Family Centre 
 
Michelle Bernier-Wilson, Child and Family Centre, Sudbury 
 
Suzanne Stevens, Child and Family Services, Timmins 
 
Dawn Van Leeuwen, Child and Family Services, Timmins 
 
Yvette Ruscitti, Child and Family Services, Timmins 
 
Ann McCarthy, Algonquin Child and Family Services 
 
Michelle Dermenjian, Algonquin Child and Family Services 
 
Christian Wyss, Algonquin Child and Family Services 
 
Pat Malane, New Path Youth and Family Counselling Services of Simcoe County 
 
Sergio de Sousa, Trenton Counselling Centre 
 
Art Mattews, Whitby Psychiatric Hospital 
 
Andrew Bennett, Child and Adolescent Centre, William Osler Health Centre 
 
Yvonne Bohr, Aisling Discoveries Child & Family Centre 
 
Paul Chalmers, Etobicoke Children’s Centre 
 
Wendy Wolfman, Jerome Diamond Centre 
 
Betty Ann Hill, Nelson Youth Centres 
 
Ian Murray, Child and Adolescent Centre, William Osler Health Centre 
 
Dr. Susan Williams, Chedoke Child and Family Centre 
 
Dr. Smita Thatte, Royal Ottawa Hospital 
 
Dr. Mario Capelli, Chidren’s Hospital of Eastern Ontario 
 
Richard Voss, Royal Ottawa Hospital 
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Mary Ann Murray, Pathways for Children and Youth 
 
Dr. Francine Chappus, Roberts/Smart Centre 
 
Steve Martin, Open Doors for Lanark Children and Youth 
 
Amber McCart, Child and Youth Wellness Centre 
 
Dr. Jean Walters, Ottawa Children’s Aid Society 
 
Dr. Rick McCendie, Crossroads Childrens’s Centre 
 
Dr. Mark Totten, Youth Services Bureau 
 
Rosalind Forster, Cornwall General Hospital 
 
Deena Shorkey, Cornwall General Hospital 
 
Barrie Evans, Madame Vanier Children’s Services 
 
Anna Woodson, Madame Vanier Children’s Services 
 
Sandra Fieber, Craigwood Youth Services 
 
Rod Potgeiter, Oxford Child and Youth Centre 
 
Claire Wallace Picin, CPRI 
 
Terry Bouchard, Maryvale 
 
Laurie Robinson, kidsLink 
 
Judi Parsons, Western Area Youth Services 
 
Sue Lessard, Lutherwood CODA 
 
Sandy Stuart, Huron Perth Cente 
 
Renate Edge-Giesbrecht 
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