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  Depression in Childhood and Adolescence: Working to Prevent Despair - 


      Part 1


      The incidence and nature of depression during childhood and adolescence 


      has been a topic of some controversy (Esman, 1982). From the traditional 


      psychoanalytic position, depression is a manifestation of conflict between 


      the ego (balanced, mediating psyche) and superego (parental, moralistic psyche).


      But neither the ego nor the superego is thought to 


      be fully present before late adolescence (Garrison, Shoenbach, & Kaplan, 


      1985). Thus for decades, mental health researchers and practitioners 


      discounted the existence of depressive disorders during childhood and 


      early adolescence. Currently, however, depression in youth is viewed as a 


      significant problem that affects approximately 30% of the adolescent 


      population (Lewinsohn, Hops, Roberts, Seeley, & Andrew, 1993). In fact, 


      one in five youngsters report a minimum of one episode of major depression 


      by the age of 18 (Lewinsohn et al., 1993). Furthermore, the prevention of 


      depression in childhood and adolescence is critical to reducing the high 


      cost of treating this disorder among adults (King, 1991). Therefore, child 


      and adolescent depression is a major phenomenon and deserves the full 


      attention of mental health and educational professionals.  


      This article focuses on the problem of child and adolescent depression. 


      First presented are some of the definitional and diagnostic issues in 


      child and adolescent depression. Next, the story of Esteban, a Latino 


      adolescent who is struggling with depression, illustrates some of its 


      causes and related intervention strategies. Some of the causal factors 


      associated with this disorder are discussed, as are the prevention and 


      treatment strategies that have been found to be effective for children and 


      youth suffering from depression. The strategies discussed include family, 


      individual, school, and community approaches. The feature concludes with 


      an exploration of how the various prevention and treatment strategies 


      discussed can be combined to form a responsible and comprehensive response 


      to young people experiencing depression.  














      PROBLEM DEFINITION AND DIAGNOSTIC ISSUES


      The clinical syndrome of depression in childhood and adolescence has not 


      been well addressed in the psychological literature. Early concepts, such 


      as adolescent turmoil and the masked depression model either led 


      practitioners to discount depression or hindered their understanding of 


      depression in childhood and adolescence. For example, adolescent turmoil 


      suggests that all adolescents go through a period of turmoil that may 


      appear to be pathological. But the symptoms of inner unrest and deviant 


      behavior that characterize adolescent turmoil were thought to be a normal 


      part of adolescence and, therefore, clinically unimportant (Garrison et 


      al., 1985). The notion of masked depression also confused, rather than 


      clarified, this clinical problem. This model suggested that although 


      depression is experienced in childhood and adolescence, it is not 


      manifested as such. Instead, it is masked by other behaviors associated 


      with depression, such as irritability and hyperactivity, aggressiveness 


      and delinquency, somatic complaints and hypochondriasis, anorexia nervosa, 


      obesity, poor school performance, school phobia, loss of initiative, 


      social withdrawal, and sleep difficulties (Carlson, 1981; Carlson & 


      Cantwell, 1980; Davis, 1983; Husain & Vandiver, 1984).  


      Current research, however, challenges these concepts. For example, no 


      common picture of adolescent turmoil has emerged, and no consistent period 


      of difficult psychological adjustment seems to exist. Indeed, similar 


      behavioral manifestations of turmoil may be found in adult populations, 


      and many adolescent problems or maladjustments are not transitory at all 


      but lead to significant disturbances in adulthood (Garrison et al., 1985). 


      Likewise, masked depression is difficult to validate, is controversial, 


      and has been refuted by research (Carlson & Cantwell, 1980; Kovacs & Beck, 


      1977). Masking behaviors are actually better conceptualized as presenting 


      complaints that to the astute clinician will not be classified as other 


      problems but seen as symptoms of depression. These criticisms have led to 


      current acceptance in the research literature that depression exists 


      across all age groups (Puig-Antich, 1982; Reynolds, 1984). Given this 


      consensus, it is appropriate to further describe the procedures for the 


      diagnosis of depression among young populations.  


      For the last four decades, the most widely used diagnosis and 


      classification system has been the Diagnostic and Statistical Manual of 


      Mental Disorders. The revised, third edition of the manual, the DSM-III-R, 


      was published in 1987 (American Psychiatric Association, 1987). The 


      DSM-III-R system of classification helped to ameliorate the problems and 


      controversies associated with general classification concepts such as 


      adolescent turmoil and masked depression. Such clarification was 


      accomplished by providing a description of the diagnostic categories of 


      depression without projecting specific philosophical orientations or 


      presenting specific arguments regarding depression classification (Coyne, 


      1986; Levitt, Lubin, & Brooks, 1983). The DSM-IV, published in 1994, added 


      further clarity to the diagnosis of depression in childhood and 


      adolescence (American Psychiatric Association, 1994). 


      The DSM-IV has addressed differential aspects of adolescent depressive 


      symptomology as opposed to common symptoms experienced or evident in 


      adults. In addition, further symptom delineation has been made between 


      prepubescent children and adolescents. For example, children commonly 


      display irritable mood rather than depressed mood, somatic complaints, and 


      social withdrawal. Depressed adolescents typically display psychomotor 


      retardation and hypersomnia. 


      Prior research indicated that depressed adolescents do show different 


      symptomology than adults, including fewer suicide attempts and behaviors 


      (Hawton, 1986), more social withdrawal (Kovacs, Feinberg, Crouse-Novak, 


      Paulauskas, & Finkelstein, 1984), more irritability (Puig-Antich, 1987), 


      and fewer verbal expressions of depression or guilt (Puig-Antich, 1987). 


      The DSM-IV noted that prepubertal children typically display major 


      depressive episodes in conjunction with disruptive behavior disorders, 


      attention-deficit disorders, and anxiety disorders. Adolescent depression 


      is more commonly associated with disruptive behavior disorders, 


      attention-deficit disorders, anxiety disorders, substance-related 


      disorders, and eating disorders. 


      As compared to the DSM-III-R, the DSM-IV has made numerous changes and 


      additions in the classification of mood disorders. Specifically, in the 


      DSM-IV the mood disorders are divided into three major categories: 


      depressive disorders, bipolar disorders, and mood disorders due to a 


      general medical condition. The depressive disorders include major 


      depressive disorder, characterized by one or more depressive episodes 


      without history of mania, and dysthymic disorder, characterized by 


      conditions indicating mood disturbance that has been chronic or 


      intermittent for at least 2 years but without the degree of severity to 


      warrant a diagnosis of major depressive disorder. Bipolar disorders 


      include bipolar I disorder, bipolar II disorder, and cyclothymic disorder. 


      The bipolar disorders are distinguished by the presence of a manic 


      episode. Cyclothymia, a milder form of bipolar disorder, is indicated by 


      the presence of numerous periods with hypomanic symptoms and numerous 


      periods with depressive symptoms that do not meet the criteria for a major 


      depressive episode. The final category includes mood disturbances judged 


      to be of medical etiology. This condition is found with increasing 


      frequency among younger populations. The DSM-IV also included seasonal 


      pattern indicators (such as seasonal affective disorder) in which people 


      become more depressed during certain times of the year. Practitioners 


      should also pay attention to adjustment disorders that may be accompanied 


      by depressed mood as another important diagnostic category. In sum, the 


      DSM-IV can be a useful tool for the clarification and diagnosis of 


      childhood and adolescent depression. It certainly can be helpful for 


      assisting the young man in the following story.  











      CASE STUDY: ESTEBAN'S STORY  


      Esteban was a 15-year-old Mexican American high school sophomore who is 


      referred to counseling at a community mental health center by his mother 


      after he threatened to kill her with a kitchen knife. He had straight 


      black hair, long on top and shaved from 1 inch above his ears on down. He 


      had crooked teeth, jeans that were fashionably oversized, and an untucked 


      flannel shirt. Esteban attended a school where the majority of students 


      were European American from middle-class backgrounds. In our first 


      session, Esteban sat silently and played with his hands while his mother 


      provided information about the family and described her concerns.  


      Esteban had two sisters, Reynalda (Reina), age 16, and Catalina, 13. His 


      mother, Irma, and his father, Reynaldo, were married when they were 18 and 


      20, respectively. According to Irma, Reynaldo began a series of 


      extramarital affairs shortly after Esteban was born. He had always been a 


      heavy drinker, and he lost his job with the mining company after "too many 


      Monday flus." The family environment described by Irma included harsh and 


      inconsistent discipline by Reynaldo and guilt-induced permissiveness by 


      Irma, in a context of poverty, frequent moves, and anxiety regarding 


      Reynaldo's next binge. On several occasions, Reynaldo hit Irma in front of 


      the children and was frequently verbally abusive toward her. Irma had 


      finally divorced Reynaldo 3 years ago, and within 2 months he was 


      remarried to an 18-year-old. Currently, Irma was working the 3 to 11 p.m. 


      shift at a factory. Reynaldo's contact with his children since the divorce 


      had been intermittent. Reina and Esteban "hated" his new wife, Tina, and 


      Reynaldo refused to spend time with them apart from Tina.  


      Irma described Esteban as a sweet little boy who had grown into a monster 


      like his father. When he entered high school 1 year ago, his average 


      grades began slipping, he started to smoke, and he skipped classes. 


      Whenever Irma confronted him, she reported that Esteban used the same 


      verbally abusive language that his father used, such as "It's none of your 


      business, your dirty whore." He refused to help out around the house and 


      spent most of his time locked in his room listening to Madonna tapes with 


      "a girl who dresses like a boy." When asked whether she had concerns about 


      sexual activity between Esteban and this young woman, Irma said 


      scornfully, "Even if she did want it--and that girl don't want it--he 


      wouldn't know what to do." Esteban visibly flinched as she said this--his 


      first overt reaction since arriving in the office.  


      Irma made the appointment for Esteban after an argument in which he 


      shouted "If you don't leave me alone, I'm going to come after you with 


      that big old knife. Everybody hates you, and if I killed you they would 


      laugh." Irma said that although she didn't think Esteban would kill her or 


      even attempt to hurt her, she was frightened by the hatred in his voice. 


      When asked what she hoped counseling would accomplish, she said "Find my 


      sweet little boy and bring him back to me.  


      The remainder of that first session was spent alone with Esteban. As soon 


      as his mother left, he asked if he could smoke. That was his only question 


      and his only spontaneous communication. It quickly became obvious that he 


      was painfully shy, embarrassed, and very nervous. His brief answers to my 


      questions did not seem to convey hostility or resentment but a profound 


      sense of frustration and inadequacy. The additional information that 


      slowly emerged in the one-on-one meeting included the following: His 


      mother had a string of boyfriends none of whom he liked; he communicated 


      very little with his siblings and knew nothing of how they felt or how 


      they saw things; he had only one friend--the aforementioned "girl who 


      don't want it"--who did, in fact, "want it" but so far had only permitted 


      him to lie in bed naked with her. This they did regularly while listening 


      to Madonna tapes and smoking cigarettes. When asked how he felt toward 


      others--his mother, teachers, people at school--he stated, unconvincingly, 


      that he hated them. He frequently stated, more convincingly, that he 


      didn't care or didn't know about much of what was going on around him most 


      of the time.  


      In subsequent sessions, Esteban began to communicate more openly, using 


      longer sentences and asking more questions. It was clear that Esteban 


      lacked many basic social skills. He spent much of his time at home while 


      his mother worked. Often, her current boyfriend would hang out there while 


      she worked. He didn't like this, but it was the only time that he would 


      talk with his sisters--they would hang out in his room to avoid the 


      boyfriends. There were no indications of any attempted sexual contact 


      between any of the boyfriends and the three children. Esteban indicated 


      that he was embarrassed to ask his teacher for help and so never tried to 


      talk to them. He also reported that he felt responsible for his father's 


      behavior--that if he wasn't the way that he was, his father would not have 


      been a drunk and been so violent.  


      Esteban seemed to hate himself as much, if not more, than others around 


      him. He was clearly experiencing a great deal of pain, frustration, guilt, 


      and depression. Although he did not want to feel so isolated from others, 


      he felt "stuck" and had never been taught the skills to move forward.  














      CAUSAL FACTORS


      Esteban's depression could have been caused by any number of factors. In 


      this section, some of the more central causal and conceptual models of 


      depression biological, psychodynamic, behavioral, cognitive, and family 


      and how each of these models might apply to Esteban are described. In the 


      next section, how these causal models flow into effective prevention and 


      treatment is discussed.  


      Biological Models of Depression  


      Biological models of depression can be divided into two main categories: 


      those that focus on the role of genetic factors and those that emphasize 


      biochemical aspects of depression. Genetic factors in depression have been 


      examined through twin/adoption studies among adults. Research has provided 


      some interesting evidence for a genetic component of depression. For 


      example, there is an average concordance rate of 76% for affective 


      disorders in identical twins versus 19% for nonidentical twins (Kashani et 


      al., 1981). Also, adoptees who experienced greater depression were more 


      likely to have biological parents who suffered from an affective disorder. 


      The specific nature of genetic transmission has not been determined, nor 


      has the role of genetic factors in the etiology of depression among 


      adolescents been systematically researched.  


      Another biological model of depression focuses on biochemical processes. 


      Neurotransmitter actions and their interactions with antidepressant 


      medications have been the focus of much biochemical research on 


      depression. Whether a primary cause of depression or a secondary 


      component, some evidence suggests that abnormalities in the metabolism of 


      neurotransmitters are present in people who are depressed and can be 


      counteracted with antidepressant drugs (Kashani et al., 1981).  


      In Esteban's case, evidence suggests that both of his parents may have 


      experienced depression. His mother's patterns of developing relationships 


      and his father's alcoholism and abusiveness both support the notion that 


      they suffered from a lack of coping skills and poor self-esteem--which is 


      almost always a concomitant of depression. The weakness of this model in 


      explaining Esteban's depression is that it does not attend to the profound 


      impact of Esteban's environment in forming his behavior and feelings about 


      himself and others.  


      Psychodynamic Models of Depression  


      According to the classical analytic model of depression, a distinction is 


      made between grief, a normal response to loss of a love object, and 


      melancholia, an intensely ambivalent love-hate relationship resulting from 


      the real or imagined loss of a love object. Individuals predisposed toward 


      melancholia are highly dependent. This dependency creates hostility toward 


      the focus of the dependency, but these negative feelings of anger are 


      repressed and ultimately converted into self-hostility. Depression results 


      from the negative impact of this anger turned inward on the self. The 


      reliance of this model on untestable, intrapsychic constructs has 


      prevented its validation. Nevertheless, the psychoanalytic perspective 


      provides an important conceptualization of the depression phenomenon that 


      can be useful for practitioners.  


      For example, in Esteban's case, the guilt and feelings of loss that he 


      feels toward his father may cause him to blame himself for the family's 


      problems. His guilt and loss are confused with feelings of anger toward 


      and abandonment by both parents. These feelings, over time, have been 


      turned inward and have severely damaged Esteban's self-esteem. Thus he 


      becomes depressed. In order for Esteban to resolve his depression, he must 


      recognize the loss he has suffered and express his feelings directly 


      instead of turning them in on himself.  


      Behavioral Models of Depression  


      Similar to the psychodynamic model, behaviorists view depression as a 


      result of significant loss (Kovacs & Beck, 1977; Schwartz & Johnson, 


      1985). Whether this is through changes in the environment, the loss of a 


      reinforcing interpersonal relationship, or failure to encourage and 


      arrange for positive reinforcement, depression is seen as the consequence 


      of inadequate or insufficient reinforcement (Ferster, 1973; 1974).  


      Lewinsohn's social learning theory provides a concise behavioral model of 


      depression. This theory suggests that depressive behaviors are determined 


      by the presence or absence of reinforcers and maintained through the 


      reduction of response-contingent reinforcing events (Lewinsohn & Hoberman, 


      1985). Depression may be the result of limited positive reinforcement for 


      the individual, which is determined by the number of potentially 


      reinforcing events, the number of these events available in the 


      environment, and the individual's social skills to elicit accessible 


      reinforcers (Levitt et al., 1983). Depression may also result from an 


      excess in punishment, especially when it occurs at high rates, when the 


      individual is highly sensitive to punishment, and when necessary coping 


      skills to terminate punishment are limited (Lewinsohn & Hoberman, 1985). 


      Unfortunately, the depressive behaviors stimulated by inadequate 


      reinforcement are further reinforced by the concern for sympathy expressed 


      by significant others. Eventually though, others avoid the depressed 


      person because of the nature of his or her depressive behaviors, which 


      minimize positive reinforcement and further exacerbates the depression 


      (Lewinsohn & Hoberman, 1985).  


      To illustrate this model, Esteban receives almost no positive 


      reinforcement, except perhaps from his female friend. Further, his lack of 


      social skills does nothing to elicit positive reactions from others. On 


      the contrary, his surly manner elicits negative reactions from others, so 


      that he never receives the social reinforcement he so desperately needs to 


      help lift his feelings of depression. He feels more and more isolated, 


      less liked by others, and subsequently more depressed.  


      Cognitive Models of Depression  


      Research has also supported the role of cognition in depression (Beck, 


      1967; Rehm, 1977; Seligman, 1974, 1975). Three cognitive models of 


      depression are helpful in understanding this perspective.  


      The first model, proposed by Beck (1967), suggests that cognition and 


      affect are interactive, and that the prior occurrence of cognition 


      determines a person's affective response to an event. If cognitions are 


      distorted or inaccurate, the individual's emotional response is 


      inappropriate. Dysphoria may be the affective response of an individual's 


      tendency to interpret experiences and events as negative or 


      self-devaluative, indicating a cognitive role in the experience of 


      depression.  


      Beck, Rush, Shaw, and Emery (1979) pointed to three cognitive components 


      central to depression: the cognitive triad, schemas, and cognitive errors. 


      The cognitive triad are three negative thought patterns: a negative view 


      of self, of the world, and of the future. Schemas, like personality 


      traits, represent a stable cognitive pattern that individuals create in 


      order to organize and evaluate information and events. People who 


      experience depression develop schemas that distort environmental stimuli 


      to coincide with a derogatory self-image. These dysfunctional or negative 


      schemas are often created and exacerbated by faulty information 


      processing, or consistent errors in logic, called cognitive errors. The 


      person suffering from depression uses these automatic cognitive errors to 


      evaluate events, often leading to negativistic, categorical, absolute, and 


      judgmental thinking (Levitt et al., 1983; Lewinsohn & Hoberman, 1985).  


      The second model of depression, Seligman's (1974, 1975) learned 


      helplessness model, contends that depression exists in people who perceive 


      that they have no control over their environment. They develop 


      self-defeating attributions. They make internal (feeling responsible for 


      an event), stable (the causes of an event remain constant), and global 


      (event outcomes impact all areas of life) attributions for failure. In 


      contrast, they attribute successful outcomes to external (caused by 


      others), unstable (causes of events are transitory), and specific 


      (situation specific) causes (Kaslow & Rehm, 1983). According to this 


      model, this self-defeating attributional style results in the lowered 


      motivation and reduced self-esteem common in depressed clients (Kaslow & 


      Rehm, 1983). Self-defeating attributional style has been correlated with 


      depression (Lewinsohn & Hoherman, 1985).  


      The third cognitive model of depression is represented by Rehm's (1977) 


      self-control theory. Problems of self-control are manifested through 


      deficits in three cognitive processes: self-monitoring, 


      self-reinforcement, and self-evaluation. Depressed clients fail to view 


      situations with an orientation to the future, and tend to concentrate on 


      immediate consequences of events (Gilbert, 1984). They selectively attend 


      to negative outcomes and focus on immediate reinforcements. A negative 


      view of the self, the environment, and the future results.  


      Similarly, depressed individuals tend to attribute negative events to 


      either external causes beyond their control or to internal, unchangeable 


      deficits in the skills that are necessary to create change. They tend to 


      set high standards for positive self-evaluation and at the same time have 


      low standards for negative self-evaluation. Reduced self-esteem and 


      increased feelings of helplessness and depression result from these 


      maladaptive structures of self-evaluation (Lewinsohn & Hoberman, 1985).  


      In accord with this model, cognitions play a key role in Esteban's 


      depression. For example, Esteban maintains the faulty belief that he is 


      responsible for his father's behavior and for the demise of his family. 


      Likewise, he attributes negative outcomes to deficiencies in himself (a 


      negative internal attribution) instead of to the dysfunctional family and 


      unstable economic environment around him. An effective intervention for 


      Esteban must focus on these and other self-destructive and self-defeating 


      cognitions..  


      Family Models of Depression  


      Finally, an ecological approach to understanding the development of 


      childhood and adolescent depression is to attend to family dynamics and 


      the family environment. These dynamics are of considerable importance. 


      Proponents of this perspective suggest that young people who experience 


      depression are symptoms of family malfunction. The homeostasis of a 


      maladaptive family system is maintained when a child or adolescent 


      performs the role of the sick family member. In accord with this model, 


      other family members often resist any positive change in the adolescent 


      because it risks upsetting the homeostasis of the family. This reality 


      necessitates the involvement of the entire family system in treatment 


      interventions (Guttman, 1983).  


      For Esteban, it seems critical that his entire family be involved in the 


      treatment process. Although Esteban's concerns may be more acute right 


      now, his sisters are both at risk for a variety of behavioral problems as 


      well. Family intervention may help to not only resolve his issues but also 


      prevent future problems among the other siblings. Furthermore, the 


      behaviors and messages of Esteban's mother and father must be explored in 


      order for each family member to recognize the resulting consequences. 


      Clearly, the ideal is for Esteban's mother and father to be involved in 


      treatment and to make changes. But if his father is no longer involved 


      with the core family, at least Esteban's mother needs to understand and 


      modify her patterns of communication and behavior. It is also important 


      that the entire family receive support and validation in treatment, 


      especially given the economic marginalization and racial victimization 


      they experience. If family members are unwilling to be involved in 


      treatment, any intervention focused solely on Esteban is likely to be 


      ineffective.  


      In part two we will tackle some approaches to prevention and treatment of 


      childhood and adolescent depression, and continue the analysis of 


      Esteban's case.  
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