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80% suffer in silence: Most youth with depression are never 
diagnosed and treated

Introduction
The purpose of this slender booklet is to help families, teachers, and those
working in the medical and allied medical professions to recognize when
children are depressed. This is less easy than it may seem but such recog-
nition may critically change the course of a child’s life, and is therefore
extremely important. It would be true to say that the vast majority of peo-
ple under the age of twenty who are depressed are not diagnosed by a
professional, and most don’t even realize that they are suffering from an
illness that could be successfully treated.

Nothing says it more succinctly than this letter from a 15-year-old boy
who was treated for depression and who gave us permission to reprint his
letter of thanks:

During the time I have been in the depression study with Dr Naheed and Dr
Shapiro, I have seen great differences in my personality. At first, I thought I
didn't have depression, but after seeing how I felt then, and how I feel now,
it’s obvious I did. Before I wouldn't go outside to hang out with any of my
friends from school, because I thought it was funner inside. After my
treatments, I am spending every day out at the mall with my friends, and I
am getting over many of my problems with working well at school. C.D.

After treatment, the adolescent noted that when first seen he would have
rated his mood as “90” on a scale from 0 (very sad) to 100 (very
happy). With the benefit of hindsight he realized that when first seen he
should have rated his mood as “10”. This illustrates that many children
and adolescents do not realize that they are depressed.
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CLASSROOM 1 CLASSROOM 2

CLASSROOM 3 CLASSROOM 4

The next few pages describe the ways in which depression “shows itself”
in children and adolescents, and while some features are clearly similar
to the pattern in adults, this is not always the case. Even doctors (who are
generally trained to recognize adult depression) may find it difficult to
switch gears and recognize childhood depression.

In four classrooms of about twenty children each, one child will likely have
ADHD (child shown in red). Depression is not as easily detected (children
possibly suffering from depression are shown in pale blue). In the four

classes, only one student will be clearly identified as depressed (dark blue)

The real statistics of how many young people suffer from depression is not
absolutely known, but the best information from many sources suggest that
1/20 (5%) of children suffer from depression at some time.

This is the same percentage as the number of adolescents who have Atten-
tion Deficit Disorder (ADHD) and is similar to the number who would have
a condition such as asthma in some countries.

Most teachers will recognize one or more children in their class with
ADHD, but only a few of them will be aware of a child with a clear diag-
nosis of depression in the student group.

ADHD

ADHD

ADHD

ADHD

?
Depressed

Depressed

?
Depressed

?
Depressed
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Major Depressive Episode
DSM IV 

A. Five (or more) of the following symptoms have been present during the same 2-week 
     period and represent a change from previous functioning; at least one of the 
     symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

(1)  depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g., 
      feels sad or empty) or observation made by others (e.g., appears tearful). 
      Note: Children and adolescents can have irritable moods.

(2)  markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day 
      (as indicated by either subjective account or observation made by others). 

(3)  significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body weight 
      in a month), or decrease or increase in appetite nearly every day. Note: In children, consider failure to 
      make expected weight gains.

(4)  insomnia or hypersomnia nearly every day.

(5)  psychomotor agitation or retardation nearly every day (observable by others, not merely subjective 
      feelings of restlessness or being slowed down).

(6)  fatigue or loss of energy nearly every day.

(7)  feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every 
      day (not merely self-reproach or guilt about being sick).

(8)  diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective 
      account or as observed by others).

(9)  recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific plan, 
      or a suicide attempt or a specific plan for committing suicide.
 
B.  The symptoms do not meet criteria for a Mixed Episode.

C.  The symptoms cause clinically significant distress or impairment in social, occupational, or other 
     important areas of functioning.

D.  The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of abuse, 
     a medication) or a general medical condition (e.g., hypothyroidism).

E.  The symptoms are not better accounted for by Bereavement, i.e., after the loss of a loved one, the 
     symptoms persist for longer than 2 months or are characterized by marked functional impairment, morbid 
     preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation.
  

Note: Do not include symptoms that are clearly due to a general medical condition, 
           or mood-incongruent delusions or hallucinations.

 

Diagnosis
Most countries use the American Diagnostic and Statistical Manual (DSM)
to recognize and diagnose depression. The key features are as follows:
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Signs of
Depression

In the diagram below we have tried to emphasize the features of depres-
sion that are especially common in different age groups. This does not
necessarily imply that because a feature is listed in the adolescent section,
it could not pertain to adults or children.

Adult:

Low mood
Forgetful
Poor concentration
Low Libido
Poor appetite
Low motivation

Adolescence:

Risky behaviour
Rebeliousness
Anxiety
Aggressive
Decreased excitement
Decreased joy
Inactive
Incompatible (with friends)
Confused (self and identity)
Complaints (physical)
Low Self Esteem
Loneliness

Child:

Behavioural problems
Low energy
Apathy
Situationally dependant
Tiny (weight loss)

Anger
Irritable
Restless

Adult and Adolescence:

Withdrawl from friends
Fatigue
Irritability
Suicidal
Agitation 
Indecision
Overreaction to criticism
Authority problems

Children may show disruptive behaviour and irritability, partly due to an
inability to verbally express emotions. Some of these behaviours may be
dismissed erroneously as “adolescent behaviour”.
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From Dr. Naheed Hossain

Lora is a 13-year-old Jamaican girl who lives with her mother, stepfather and
an older brother. She was referred to our clinic for sleep problems. From the
initial interview it became apparent that her school performance was deterio-
rating and that her school absenteeism was increasing significantly. Her
mother mentioned that she sleeps most of the day. 

Lora was described as a good student and cooperative with the teachers until
Grade 3. She was attending French Immersion Program. In Grade 4, there
was no problem with her behaviour but she fell behind academically. This co-
incided with her being bullied for the first time, in part because she was over-
weight. She became very unhappy and eventually stopped going to school
and totally withdrew from friends and family. 

She and her family went to several family counselling sessions, however, she
did not overcome her sleep difficulties and academic issues. After being diag-
nosed with Major Depressive Disorder (MDD) she was treated with antide-
pressants. She now attends school regularly and socializes with her friends.

From Dr. Kolin
Tom is an 8-year-old Caucasian child who was an A and B student. He was
actively involved in sports and loved to play piano. After the death of his
grandmother, he developed many complaints. He was seen by pediatricians
and underwent many diagnostic tests that did not reveal medical cause for
his complaints. 

He developed a variety of problems and stayed asleep longer than before
but still complained of being tired. He did not eat well and stopped meeting
his friends and became increasingly withdrawn. Tom’s pediatrician talked
with Tom’s parents and made a referral for psychiatric consultation. Tom was
diagnosed with MDD (Major Depressive Disorder) and his parents were in-
formed of the biological aspects of diagnosis and the importance of treating
major depressive disorder. An explanation of the change in brain chemicals
was given emphasizing that this impacts on a child’s mood energy and ap-
petite. Furthermore it was emphasized that a child’s ability to participate in
life would be impaired because of increasing inability to function normally.

Clinical Vignettes
The following case examples emphasize the great variability as to how de-
pression may present. All of these children once diagnosed and treated for
depression had a dramatic improvement in their lives. 
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From Dr. Azmeh Shahid
Tara is a 14-year-old girl from India who immigrated to Canada with her
family 10 years ago. Her behaviour started to change at age 13. She lives
with her parents and two siblings. Both parents work and are graduates from
India but doing “odd jobs” in Canada, i.e. they are not working in profes-
sional capacities. Tara has been a bright, high-achieving girl. Her parents
focus on academic and cultural values and want her to dress in a more tradi-
tional way. As a teenager, she wanted to explore more with friends – have
sleepovers and dress in a “Canadian way”. She was not allowed to befriend
boys and if she had group projects, her parents were very protective and in-
trusive. She started to feel alienated at school as she was being ridiculed for
the way she dressed and for the fact that she was not allowed to go to parties.

Tara became withdrawn and stopped going to school. She started to act out
and her grades fell from A’s to C’s and she developed low self-esteem and
started to go out without permission or telling others where she was going.
She stopped sleeping well. She started socializing with peers who she previ-
ously viewed as part of the “bad crowd” and started to smoke pot. She threat-
ened her parents that she would harm herself if they try to stop her from going
out with her friends. On one occasion after an argument, she threatened to
jump off the balcony and the police were called and she was admitted to a
psychiatric ward. Her parents were traumatized by the process and did not
realize that she was suffering from depression. They were very guarded in
giving information to Tara’s doctors. They did not understand that depression
is a disorder just like diabetes or hypertension. They thought that their daugh-
ter had been taken over by a supernatural power and that they needed to take
her to a spiritual healer. Tara was at a low point in her self-esteem. The family
was educated about depression and its symptoms and were informed that it
was treatable. Tara was prescribed an antidepressant and she and her family
were given counselling. She responded well to the antidepressant, returned to
school and had a dramatic improvement in her grades.

From Dr. Azmeh Shahid
Sue is a 13-year-old girl of Chinese origin who was born in Canada. Her
parents are separated and she lives with her mother. She has two much older
siblings who are married. Her mother does not speak English well and at
home they speak Cantonese. Sue has a history of difficulty sleeping at night
and she screams and yells in her sleep. She has no recollections of these
scary episodes in the morning. This started when she was 12-years-old and
she now has difficulty waking up in the morning. She is tired during the day
and occasionally skips school. At home she started to argue with her sisters
when they visited and started to become withdrawn and did not go out with
friends. She believed her mother favored her married sisters and when Sue
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became distressed by this, she started to cut herself superficially. Her mother
did not understand this behaviour and thought that she was cursed. Sue de-
veloped a number of ritualistic behaviours with scrupulous cleaning of the
kitchen and rearranging items in the kitchen cupboards. She would only eat
from a paper plate. The principal and the teachers noted the change in Sue
and requested that she come to see the school nurse who facilitated a meeting
with a Cantonese speaking psychiatrist with whom Sue developed a good
rapport. The psychiatrist had 6 consultations with Sue and her mother and
prescribed an antidepressant. After approximately a month of combined
treatment, things started to change and with occasional follow-up Sue re-
turned to her former self. She remained on the antidepressant for a total of 6
months. At the age of 18, when the psychiatrist lost contact with Sue, there
was no further relapse.

From Dr. Kamran Bordbar

Megan, a 9-year-old Aboriginal girl, lived at home with her mother, stepfa-
ther and younger brother. Her family noted some changes in Megan in the
few weeks before coming to their first appointment. She had become grumpy
and cried easily. She appeared sad, and, according to her family, was a lot
quieter compared to the previous summer when she was a cheerful child play-
ing with her brother. Now she kept to herself and did not enjoy being at
school or at home. Megan mentioned that she was tired, did not feel hungry
and wanted to lie down on her bed. She did not feel like watching her
favourite TV program or reading her favourite books; she stated that she
could not focus on any tasks. Megan said that she felt “bad“ about herself.
She felt that she was a bad daughter and wondered if her parents loved her.

Background: When Megan was 3-years-old, she saw her father becoming out
of control when he had had a few drinks. She witnessed her mother being
yelled at by her father. There was a period when Megan was 7-years-old that
the CAS (Children’s Aid Society) was involved to provide foster care for a few
months. At that time, her mother was struggling with depression after the birth
of Megan’s brother and could not properly care for Megan. A few months
ago, Megan disclosed to her mother that she was inappropriately touched by
a boy who was at the foster home at the same time that Megan was. After ten
sessions of counselling, there was a clear change in her behaviour and she re-
turned to her former self.

One of the problems for doctors in making a correct diagnosis is that people, in
general (and this includes doctors), often have a standard picture in their mind for
a particular illness. For example, the picture of a person having a heart attack
was, for a long time, a middle age man who was very “driven”, smoked a lot,
was overweight and who had central chest pain that then moved down his arm.
Because of this “picture,” many women (who often have a slightly different picture
when they have a heart attack), were not recognized as having a heart attack.
The above five clinical cases can indicate how variable the presentation of depres-
sion can be. To make matters more complicated, in many children the picture of
depression can overlap with that of other conditions.

D e t e c t i n g  D e p r e s s i o n  i n  C h i l d r e n  a n d  A d o l e s c e n t s
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Depression
and ADHD

hyperactive
inattention

easily distracted
unable to sit still

BOTH
low mood
thought and speech slow
lack of interest or motivation
feeling guilty
hopelessness
preoccupation with death/suicide
appetite changes
fatigue

difficulty focusing
hard to learn something new

impulsive
poor concentration

restless
anxious
irritable

oppositional behavior
sleep changes 

ADHD DEPRESSION

Many clinicians think some children are both diagnosed with and
treated for ADHD where ADHD is not the cause of their problems. If
there is no clear treatment response in a person who is being treated
for ADHD, then the diagnosis should be reviewed and the possibility of
a sleep disorder or depression should be considered. The table below
emphasizes the overlap of features between depression and ADHD

A child with a sleep problem can have all the features listed under
“both” as well as the features listed under ADHD as well as the “low
mood” and “fatigue” listed under depression. It is, therefore, particu-
larly important to consider all three diagnoses.
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What Causes 
Depression?

THERE ARE MANY FACTORS THAT CAN BLEND
TOGETHER TO CAUSE DEPRESSION.

One way of thinking of these factors is to divide
them into biological and socio-psychological
causes. A biological factor, for example, is a

strong family history of depression, with per-
haps a mother, aunt and grandfather who all
have depression which indicates a genetic pre-

disposition to depression. Another example of a
biological cause is if there is a problem with the

body clock. This happens es-
pecially in adolescents such

that the adolescent is unable
to go to sleep at a reason-

able time and therefore
cannot get enough
sleep at night, which

in turn, will have a neg-
ative impact on his mood.  

The other side of the coin may
be a more psychological or be-

havioural factor, e.g. being bullied at
school or having suffered some other form

of abuse; or choosing not to go to bed at a regular time and hence, dis-
rupting the normal sleep patterns, or being stressed by factors over which
one has no control e.g. serious illness in a family member.

There are some factors that lie between the biological and psychological.
For example, personality can have a big impact on mood. This is particu-
larly the case if a person interprets (possibly incorrectly) neutral events as
negative. This may be partly because of personality features that one was
born with but also because of past negative experiences. 

Irrespective of the cause, many specialists believe that once a person devel-
ops depression, there are changes in the brain chemistry and this leads to
a perpetuation of the depressed mood. A little later in this book we will dis-
cuss how this may affect treatment. 
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Depressed  Mood 
& 

Functional Impairment

Typical

Melancholic

Atypical

Seasonal

Psychotic

Bipolar

decreased eating
decreased sleep
loss of energy

rec
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history of mania 

or hypomania

reactive mood

increased eating

increased sleep

rejection sensitivit
y

hallucinations, and/ordelusions:(i.e. losing touch with reality)

anhedonia,
vegetative symptoms

unreactive mood
profound sense of worthlessnes

self blaming more 
than blaming others

What Types of
Depression are there?

Doctors recognize that there are a number of different types of depression.
The figure below indicates one way of thinking about the variety of types
of depression. For example some people only (or usually) get depressed in
the winter and this may (in part) relate to their body clock. This is known
as Seasonal Affective Disorder (SAD) and there are specific treatments for
this disorder.

Some women only become depressed after the birth of a baby (postpar-
tum depression) and this may be the result of a different set of hormonal
changes. Understanding the cause of depression may provide clues to the
appropriate treatment of the condition.
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Recognize when the pattern changes

How do we Measure 
Depression?

The standard way for depression to be evaluated is by having an inter-
view with the doctor or another professional, or a screening assessment
by a social worker, nurse or psychologist. Unfortunately, most people
with depression don’t come to a professional and say “I think I am de-
pressed”. If a 16-year-old is seeing his doctor for some other reason and
appears listless, mentions that he is upset about his parents’ divorce or is
worried that his father lost his job and is a little bit weepy – it will be
reasonably easy for the doctor to ask further questions to confirm the di-
agnosis of depression. 

If, however, the adolescent’s brother comes along for a physical check
and the doctor learns that he has recently dropped out of the local
hockey team and got into trouble with the police because he was driving
without an adult (and wasn’t a fully qualified driver), it will be far less
obvious that this brother may be depressed. The doctor may not know
about, or ask about, the stresses and therefore may not be aware that
the parents were getting a divorce or that the father lost his job. In this
situation the depression may go unnoticed until, for example, a teacher
steps forward and alerts either the family or a school nurse about the
clear change in the behaviour of this student.



SCALES

There are questionnaires that can be used to measure depression. The
Center for Epidemiological Studies Depression Scale for Children (CES-
DC) is one example (see opposite page).

This scale has been validated for children and adolescents aged 6 to 23
years-old. This particular scale is commonly used to assess clinically de-
pressed individuals. This self-report, pencil-and-paper test requires approxi-
mately 5 minutes for completion. Younger children may require help to
complete it.

Children and adolescent respondents are asked to indicate how strongly
they have felt a certain way during the past week using a Likert-type scale
that ranges from “not at all” to “a lot.” Higher scores represent greater de-
pressive symptoms and researchers recommend a score of 15 as a cut-off
for screening.

Remember that screening for depression can be complex and this question-
naire is only an initial step. Further evaluation is required for children and
adolescents identified through a screening process. Further evaluation is
also warranted for children or adolescents who exhibit depressive symp-
toms but who do not screen positive.

Because sleep is often a key issue in depression, we have introduced the
BEARS.

The BEARS is a quick 5-item screening tool to be used with children in a
primary care setting. In order to make the instrument “user-friendly” for
families and easy to remember for clinicians, each letter of the test’s
acronym represents one of the 5 items for query: Bedtime issues, Exces-
sive daytime sleepiness, night Awakenings, Regularity and duration of
sleep, and Snoring. Parents are asked about possible problems in each
domain: a “yes” response prompts physicians to solicit further information
(e.g. frequency and nature of problem). Though the tool is not likely to im-
prove a clinician’s ability to diagnose sleep difficulties in children, it has
been shown to increase the amount of sleep information that physicians re-
quest from patients and families, improving the likelihood that disordered
sleep will receive attention and treatment in a general care setting. It is ad-
ministered in a clinical interview format by a primary care physician; the
test is not a very structured questionnaire.
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Center for Epidemiological Studies
Depression Scale for Children (CES-DC)

INSTRUCTIONS
Below is a list of the ways you might have felt or acted. 
Please check how much you have felt this way during the past week.

DURING THE PAST WEEK                                         Not At All   A Little   Some   A Lot
  1. I was bothered by things that usually don’t bother me.  
  2. I did not feel like eating, I wasn’t very hungry.   
  3. I wasn’t able to feel happy, even when my family or   
      friends tried to help me feel better.
  4. I felt like I was just as good as other kids.    
  5. I felt like I couldn’t pay attention to what I was doing.  

DURING THE PAST WEEK                                         Not At All   A Little   Some   A Lot
  6. I felt down and unhappy.   
  7. I felt like I was too tired to do things.    
  8. I felt like something good was going to happen.  
  9. I felt like things I did before didn’t work out right.   
10. I felt scared.       

DURING THE PAST WEEK                                         Not At All   A Little   Some   A Lot
11. I didn’t sleep as well as I usually sleep.    
12. I was happy.       
13. I was more quiet than usual.     
14. I felt lonely, like I didn’t have any friends.    
15. I felt like kids I know were not friendly or that  
       they didn’t want to be with me.

DURING THE PAST WEEK                                         Not At All   A Little   Some   A Lot
16. I had a good time.      
17. I felt like crying.      
18. I felt sad.       
19. I felt people didn’t like me.     
20. It was hard to get started doing things.   

TOTAL
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Domain of Preschool School-aged Adolescent

BEARS  (2-5 years) (6-12 years) (13-18 years)

Does your child have 

any problems at 

bedtime? (P)

Do you have any 

problems going to bed? 

(C)

Does your child 

seem over tired 

or very sleepy  

during the day?

Does your child have 

difficulty waking in the 

morning; seem sleepy 

during the day to take 

naps? (P)

Does she still 

take naps?

Do you feel tired a lot? 

(C)

Does your child seem 

to wake up a lot at 

night? Any 

sleepwalking or 

nightmares? (P)

Do you wake up a lot 

at night? Have trouble 

get back to sleep? (C)

R Regularity 

and duration 

of sleep

Does your child 

have a regular 

bedtime and 

wake time? 

What are they?

What time does your 

child go to bed and get 

up on school days? 

Weekends? Do you 

think he/she is getting 

enough sleep? (P)

What time do 

you usually go to 

bed on school 

nights? 

Weekends? How 

much sleep do 

you usually get? 

(C)

A Awakenings 

during the 

night

Does your child 

wake up a lot at 

night?

Do you wake up 

a lot at night? 

Have trouble 

getting back to 

sleep? (C)

S Sleep-

disordered 

breathing

Does your child 

snore a lot or 

have difficulty 

breathing at 

night?

Does your child have 

loud or nightly snoring 

or any breathing 

difficulties at night? (P)

Does your 

teenager snore 

loudly or nightly 

(P)

B Bedtime 

Problems

Does your child 

have any 

problems going 

to bed?

Do you have any 

problems falling 

asleep at 

bedtime? (C)

E Excessive 

daytime 

sleepiness

Do you feel very 

sleepy during the 

day? In school? 

While driving? 

(C)

BEARS Sleep Questionnaire
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There are a number of other ways to measure depression. Some think fa-
cial expression may be a useful guide. There are no biological tests that
are 100% clear. However, certainly in adults, there are changes in the
sleep pattern in many people who are depressed, and this is seen in some
adolescents. The following figure shows the rhythm of sleep in a person
who is not depressed and a person who is depressed – emphasizing the
big factors that are different between them. There are many further point-
ers which are not listed here. 

SLEEP PATTERNS

1 - light sleep

2 - intermediate sleep

3 - semi deep sleep

4 - deep sleep

REM - rapid eye movement which is 
associated with dreaming

W - awake

A - arousal

This schematic shows:

a) more deep sleep (stage 3 and 4) in 
the first cycle, compared to the 
second cycle (in the top figure). In a 
depressed patient the opposite is 
displayed (bottom figure).

b) earlier onset of REM sleep in 
depressed people 

c) more broken sleep (W plus A) in 
depressed patients

SLEEP PATTERN WITHOUT DEPRESSION

SLEEP PATTERN WITH DEPRESSION

A sleep cycle is from the start of sleep to the first REM (dreaming) episode and then from
one REM to the next REM.
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Normalcy

Progression to Disorder

Remission
Recovery

Relapse Recurrence

Response

Overview of Disease Course and Treatment

This graph shows the pattern of depression. Often there is a zig zag course of recovery. 
Response usually takes 4 weeks and treatment should continue for at least 6 months to

prevent relapse. It is always possible that a recurrence of the illness may occur at a later stage.

Natural History 
of Depression

Depression is an illness which has a number of possible courses. It can be
remitting and relapsing in nature. It can be short-lived or last for a lifetime.
It depends in part on the recognition and correct treatment of depression. 

Depression can range from being mild, to moderate or severe. Mild de-
pression can last for a few months and go away without treatment. Some-
times mild depression can progress to severe depression. The median
duration of an untreated episode is about eight months. The recurrence
rate is 20-60% in one to two years and about 70% by five years. It can
usually be successfully treated with the correct treatment in 2-3 months.  

Once a young person has experienced a major depression, he or she is
at risk of developing another episode of depression within the next 5
years. After the first episode of depression the chances of getting de-
pressed may be as high as 75%. A family history of depression plays an
important role in defining depression particularly in the case of a parent
who had symptoms or diagnosis at an early age increases the chances
that a child or adolescent may develop depression. With treatment, the
chances of recovery are good. Almost half of the cases recover com-
pletely, a third mostly recover, but approximately 20% will have life-long
depression.
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With treatment 

Without treatment
• • time 

getting 
treatment• poor relationships

• • risk of suicide 
• • cause of family stress 

• • poor school performance
• • health service problems

• • increase substance abuse
 (These problems may last long after the episode is past)

• • may not seek other medical
 treatment for other illnesses

• • long term risk of heart disease

• • Side effects 
(which for most is minor)

The “weight “ of no treatment is much greater

General population

People who 
are depressed

Those 
recognised as 

depressed
Referred to a 
professional

Get 
treatments

Take 
treatments

Respond

Why is the Diagnosis
Important?

Depression is a common mental disor-
der. It is important that it is diagnosed
early and treated appropriately. It can be-
come chronic or recurrent and lead to signif-
icant impairments in a person’s ability to take
care of his or her everyday responsibilities. De-
pression is the leading cause of disability and it
is the fourth leading cause to the global burden of
disease. By the year 2020, it is estimated that de-
pression is likely to be the second leading cause of
Disability Adjusted Life Years (DALY’s) calculated for
all ages and both sexes. This ranking may differ
slightly in different countries.

Depression is not only distressing for the person
suffering from it, but also for friends, family and
colleagues. It affects the overall quality of life,
social functioning, and productivity at work or
at school. It can also lead to suicide. 
Approximately 20% of those who feel de-
pressed attempt suicide.

This figure emphasizes
that while many youth

have depression, few are
recognized. But of those
who are, if there is follow
through, many feel better.

Bottleneck
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SSRI

Normal

Depression

With SSRI
Treatment

serotonin

Normal serotonin
levels are
important for
mood, sleep,
appetite and
temperature
control – among
other functions

Some
antidepressants
(e.g. SSRI’s such
as Fluoxetine –
see page 29)
boost the level of
serotonin between
cells by blocking
the re-uptake

In depression the
level of serotonin
is low between
nerves

Brain Chemistry 
and Depression

Major Depressive Disorder is a condition that is thought to be caused by
an imbalance in chemicals present in the brain. This affects the communi-
cation and networking between different parts of the brain. This irregular-
ity is manifested by changes in feelings, emotions, thoughts and
behaviour. Typically, negative views of self or environment and the world
at large prevails. There are a number of chemicals involved in depres-
sion. One of these is serotonin. This schematic emphasizes the biological
side of depression.
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DEPRESSION – AN ORGANIC PROCESS

Just as the trigger for the change in brain chemistry can be more psycho-
logical or more biological, the treatment can be more biological (e.g.
medication) or more psychological (e.g. family counseling). There is evi-
dence from other disorders (e.g. Obsessive Compulsive Disorder) that
both medication or psychotherapy can cause changes in the brain with
improvement of functioning, but the underlying pathology that these two
treatment modalities impact is at slightly different brain areas. In the case
of major depressive disorders there is some evidence that both medica-
tion and psychological treatments produce similar changes.

The above figure shows a brain schematic (left) of a person who is
depressed and a brain schematic (right) of a person who has been

treated. In the future, brain scans may help with more specific
selection of treatment. At present brain scans emphasize the

biological nature of depression.

These brain schematics help to emphasize the truism that when 
a person becomes depressed it is usually no-one's fault. 

In the same way that we think of other illnesses (such as diabetes)
as a physical/biological problem, so too can we think of 

depression as a biological disorder.

Depressed Not Depressed
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BODY CLOCK AND DEPRESSION

The body clock has a strong impact on mood. Shift workers (who have
disrupted sleep patterns) have more depression, and air travelers going
east or west, which implies a body clock change, have more depression
than those travelling north or south. In teenagers, one of the most common
sleep problems is a condition called phase delay syndrome, in which a
person has a delay in the Melatonin secretion leading to a bedtime which
is often 3-4 hours later than that desired. This feels like an adolescent liv-
ing in New York is on San Francisco time. It turns out that for many who
have phase delay there is a concurrent depression and the condition of
phase delay is easily treated.  If a teen has a normal body clock and
chooses to go to bed late then this mismatch of sleep-time and body clock
time may lead to depression.

Two dim light melatonin onset studies. This is a test to show how
the body clock is set. The left one shows a normal curve in a 

15-year-old female twin who is not depressed and goes to bed at 
a regular time. The right curve shows the results from the female
twin who has difficulty falling asleep before 2:00 a.m. - 3:00 a.m.

and who is depressed
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Unfortunately, if the depression has started, simply going to bed at a nor-
mal time will not be very helpful on its own. A specific treatment for de-
pression will be needed. Conversely there is some evidence that if there
is an underlying problem (for example a sleep disorder), then part of the
treatment needs to be directed to the underlying trigger whether it is bio-
logical or psychological, or both.

Combined
Treatment

Sad Fork

Depression Drive
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Bad Sleep

Treatment
Turn

Life Event

There are many triggers of depression, e.g. sleep loss, being bul-
lied at school, abuse. When fixing the ‘trigger’ does not solve the

problem, a treatment for depression is needed.
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Treatment of 
Depression

The vast majority of treatments for children with depression includes either
some form of psychotherapy or an antidepressant treatment or both.

Among the psychotherapies the following are commonly used treatments: 

a) cognitive behavioural therapy 

b) interpersonal psychotherapy

c) family therapy

d) dyadic parent-child therapies 

Some therapies can be carried out either with an individual or in a group.

Only two medications have been approved for use in children and ado-
lescents. These are Fluoxetine (Prozac) and Escitalopram (Cipralex). Du-
loxetine (Cymbalta) is undergoing trials for this purpose. 

THE RANGE OF OTHER
TREATMENT INCLUDE

There are other forms of treatment that are less
available or unproven in children and rarely used
in adolescents.

• bright light therapy

• sleep deprivation! 
(but the effects are often short lived)

• electroconvulsive therapy 
(which is rarely used in 
young people)

• Transcranial magnetic stimulation 
Recently brain stimulation has 
been used in a small number 
of adults with good results

It is important to always bear in mind the rights
of both the child or adolescent as well as the parent or guardian in mak-
ing the decisions about treatments.
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Psychotherapy 
Treatments

SCHOOL AGED CHILDREN AND ADOLESCENTS

The psychotherapeutic treatments of depression aim to modify the psy-
chological and social factors that contribute to the development and per-
petuation of depression. Among the psychotherapeutic approaches,
cognitive–behaviour therapy and interpersonal psychotherapy appear to
be the most effective for mild to moderate depression in children and
adolescents. Both treatments are time limited, focus on the “here and
now” and are structured and goal oriented.

Cognitive Behaviour Therapy

The basic assumption of the cognitive theory is that the individual suffer-
ing from a mental illness develops maladaptive mental representations of
the self, others and the world that leads to biased information processing
and creates disorder-congruent thoughts, feelings and behaviours. In de-
pression, the key theme of thinking is loss; for example the loss of health,
significant others, valued relationships or social roles that create a persist-
ent negative view of the self, the world and the future. 

In Cognitive Behaviour Therapy (CBT) the therapist and the patient
work together as peers of a scientific team: they collaboratively develop
a hypothesis of the validity of thoughts and usefulness of behaviours, de-
sign ways to test these theories, identify non-valid/dysfunctional thoughts
and behaviours and modify them.

WORLD

FUTURE

SELF

NEGATIVE
VIEW

BECK’S COGNITIVE TRIAD
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Interpersonal psychotherapy

Depression is often triggered by relationship difficulties and, conversely,
depressed mood impairs social functioning. The interpersonal psy-
chotherapy (IPT) helps the patient recognize this mutual relationship be-
tween depression and difficulties of interpersonal functioning. In the
beginning of the treatment, the therapist diagnoses the illness and pro-
vides psycho-education on depression. Then the patient and the therapist
identify the problem area that linked to the onset and maintenance of de-
pression and work collaboratively to resolve it. The problem areas are
classified as role disputes (for example, a tense relationship between the
adolescent and his/her parents), role transitions (moving out from home,
college graduation, immigration), grief or interpersonal deficits (social iso-
lation). IPT was originally developed for the treatment of adults but it has
been adapted for adolescents to address these life-stage specific interper-
sonal difficulties.

EARLY CHILDHOOD

Family Therapy

Psychotherapy is the first-line treatment of depression for preschool age
children, although there is much less evidence of the effects of these ap-
proaches than in the older age groups. At this early age, children are
treated in the family context. Although there are many different ap-
proaches to family therapy, they share the view that the family func-
tions as a dynamic system. In this network, family members’ feelings,
actions, functioning, growth and development are shaped by the interac-
tions in the family. For example, a preschool aged child with undiag-
nosed depression may be inattentive and tired and her mother may
respond to this with frustration and feelings of inadequacy. The child, in
response, may feel guilty and develop a negative view of herself. In this
circular process, the child’s depression triggers and maintains the
mother’s anger and negative attitude towards the child and the mother’s
actions reinforce the child’s depression.

Interaction Therapy - Emotional Development

A new approach to the treatment of preschool aged children is the parent-
child interaction therapy - emotional development (PCIT-ED). This is
a structured, time-limited (14 sessions), dyadic parent–child approach en-
hancing the child’s ability to recognize and regulate emotions. During the
therapy, the parents act as the “arm of the therapist”; they help the child
with the therapist’s guidance, to experience intense positive emotions and
to limit the negative emotional reactions to adverse events.



Treatment with 
Medication

Antidepressants have been used for the treatment of depression since the
1950’s. There are different classes of medications which act as antide-
pressants including the monoamine oxidase inhibitors (MAOIS), Tricyclic
antidepressants (TCAs), Serotonin reuptake inhibitors (SSRIs)  and the
Serotonin–norepinephrine reuptake inhibitors.

Most antidepressants have an onset of action in 2–6 weeks and are usu-
ally administered from anywhere between six months to years. With most
of these medications, it will take from 1 to 3 weeks before changes begin
to occur. Some symptoms diminish early in treatment; others, later. For ex-
ample, energy level or sleeping and eating patterns may improve before
the depressed mood lifts. If there is little or no change in symptoms after 5
to 6 weeks, a different medication may be indicated. Some people re-
spond better to one medication than to another.

Most psychiatrists recommend that a person remain on the antidepressant
for at least 6 months. For some patients, it is advised that they stay on the
antidepressant for at least one year after full recovery. Compliance de-
pends on the type of the antidepressant and the side effect profile.

Many people are concerned about the side effects of antidepressants.
This is very understandable. However, it is an issue that needs to be seen
in proportion with a weighing of the pros and cons. Refer to page 21 for
a “balance” between treatment and no treatment. To further help with this
balanced approach, we have listed the side effects of two antidepressants
established for use in children and adolescents (Fluoxetine and Escitalo-
pram) and one that is currently being tested for depression in children
(Duloxetine). Alongside, we have given the side effects of a treatment that
is commonly used for children (Ritalin) - a treatment for ADHD. We have
also given the side effects of a medication that most people know about
(Aspirin) but don’t realize how significant the side effects of this common
medication are. This is not to scare people from using aspirin but to have
a sense of proportion when thinking about side effects of antidepressants.
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Side Effects of Certain Medications 

Fluoxetine (Prozac) Escitalopram (Cipralex or 
Lexapro)

Rare Side 
Effects

Acute abdominal syndrome, 

photosensitivity reaction, bloody 

diarrhea, esophageal, duodenal 

ulcers, hepatitis,  petechia, purpura, 

delusions, larynx edema, purpuric 

rash

Hypersensitivity reactions and 

renal dysfunction

Common Side 
Effects

Restlessness, insomnia, anxiety, 

headache, asthenia, flu-like 

symptoms, fever, nausea, diarrhea, 

anorexia, dry mouth, constipation, 

flatulence, dyspepsia, vomiting, 

somnolence, yawn, abnormal 

vision, sweating, trembling, 

weakness, weight loss, skin rash, 

delayed ejaculation in men, 

decrease in sex drive, and there 

have been reports of subsequent 

weight gain 

Insomnia, diarrhea, 

somnolence, dry mouth, 

dizziness, fatigue and 

headache

Less Frequent 
Side Effects

Suicide attempt, arrhythmia, 

dysphagia, gastroenteritis, stomach 

ulcer, akathisia, ataxia, euphoria, 

hypertonia, myoclonus, mydriasis, 

buccoglossal syndrome, sexual 

dysfunction, paranoid reaction

Irritability, anxiety, 

nervousness, nausea, rhinitis, 

diaphoresis, or flu-like 

symptoms, decreased appetite, 

decreased libido, sinusitis, 

indigestion or constipation, 

and abdominal pain, enuresis 

in pediatric population 
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Duloxetine (Cymbalta) Methylphenidate (Ritalin) Aspirin (Aspirin)

Orthostatic hypotension, Fatigue, 

Vivid nightmares, Increased 

sweating, Decreased appetite and 

weight loss ,Blurred vision , 

Paresthesia, profuse bleeding, 

Tremor, Anxiety, agitation, 

palpitations, decreased sex drive or 

difficulty achieving orgasm, delayed 

ejaculation, hot flashes, Taste 

disturbances, difficulty passing 

urine, Increase in blood pressure or 

heart rate, Cold hands or feet, 

Jaundice, Inflammation of the liver 

or hepatitis leading to cirrhosis if 

left unchecked, Depersonalization, 

Hypomania, Clenching of teeth and 

the jaw muscles

 

Nausea, somnolence, insomnia, 

dizziness, headache , dry mouth

Nervousness and insomnia, loss of 

appetite, abdominal pain, weight loss, 

nausea, dizziness, tachycardia, angina,  

blood pressure and pulse changes 

cardiac arrhythmia

Upset stomach, heartburn, loss of 

appetite,  blood in the stool, bruising 

more easily, confusion, dizziness, 

fainting, nausea or vomiting, pain, 

buzzing or ringing in ears ,  

abdominal or stomach pain, 

cramping, tiredness or weakness, 

hepatotoxicity

Hypersensitivity (including skin rash, 

urticaria, fever, arthralgia, exfoliative 

dermatitis, erythema multiforme with 

histopathological findings of 

necrotizing vasculitis, and 

thrombocytopenic purpura)

Rashes, hives, fever, vision problems, 

liver damage, thirst, stomach ulcers 

and bleeding, trouble breathing and 

Reye's syndrome, allergic reaction. 

Hypoglycemia (which has been 

reported in children) and 

hyperglycemia

Rash, Anaphylactic reaction, 

Increased liver function enzymes, 

Glaucoma, Hypnatremia, Steven-

Johnson syndrome 

May increase tic severity in Tourette’s 

syndrome.                                                   

Toxic psychosis has also been reported

Kidney impairment, vertigo

commonly used in Children and Adolescents
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Approximately six years ago, a number of drug regulatory bodies be-
came concerned that the use of antidepressants in young people may
lead to suicidal thinking or behaviour. They therefore placed a ‘black
box’ around all antidepressants to warn doctors of the risks of suicidality
that is associated with the use of these drugs in young people. The fol-
lowing is an example of a “black box” warning.

WHAT IS A BLACK BOX WARNING? 

A “black box” warning is the most serious warning placed in the label-
ing of a prescription medication. To date, only 10 pharmaceutical agents
approved for children and adolescents contained a black box warning.
The new warning language does not prohibit the use of antidepressants
in children and adolescents. Rather, it warns of the risk of suicidal
thoughts and encourages prescribers to balance this risk with clinical
need. Unfortunately, some would think that this plan of decreasing sui-
cides by having a black box warning did not work and in fact the oppo-
site occurred.

There was an observation in the USA that those states in which there
was a sharper decline in antidepressant use as a result of the black box
warning, there was a sharper rise in suicide rates. Some were of the
opinion that this was mainly an issue with patients who had pre-existing
suicidal thoughts which was exacerbated once antidepressants were
started.
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There is evidence from a study in Canada (see below) that after the black
box warning came into place the rate of suicide increased.

This is what happened when the Black Box warning 
on antidepressant use in youths was issued in June 2003

If one balances the concerns about the possibility of suicidal thinking as-
sociated with the use of antidepressants and the evidence suggesting that
since the use of the black box, there has been an increase in actual sui-
cides in at least three countries, one needs a new approach. The recom-
mendation is that children and adolescents going onto antidepressants
should be carefully monitored - as is the case in clinical trials and in good
clinical practice.
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Suicide
Suicide is the most significant consequence of depression, even if it is rela-
tively rare. Although there have been many programs to decrease suicide
rates in adults, few have been successful. In children and adolescents it re-
mains the case that many (including professionals) make the mistake of pre-
suming that asking the questions ‘do you feel life is not worth living?’ and
‘have you thought of harming yourself?’ followed by more specific ques-
tions of ‘have you thought of suicide?’ and ‘have you made a plan of how
you might harm yourself?’ is dangerous. This is not the case. It is more dan-
gerous if one does not ask these questions. There are a number of caveats.
One must be sensitive. There should be a context and there needs to be a
plan if the answers are positive. The plan may be to contact a family doc-
tor or to go to a hospital emergency department.

In adolescents, suicide is the second most common cause of death in
Canada and the third most common cause of death in the USA. This factor
alone should galvanize professionals to detect depression early and
arrange for treatment. 

There are a number of psychosocial factors that have been considered to
be important causes of adolescent suicide (see box). However, consider-
able effort over two decades has not yielded much improvement in the situ-
ation. 

PSYCHOSOCIAL RISK FACTORS FOR SUICIDE

• Any Psychological Disorder, eg. depression or bipolar disorder

• Feelings of Distress, Irritability, or Agitation

• Feelings of Hopelessness and Worthlessness 

• A Family History of depression or suicide

• Physical or Sexual Abuse

• Substance and alcohol abuse

• Feelings of Social Isolation

• Dealing with Homosexuality if unsupported

• Moving Frequently 

• Exposure to other teenagers who have died by suicide

• Low Religiosity

• Parental separation/divorce  (broken homes) 

• Academic performance stress 

• Easy access to lethal methods, especially guns

• Incarceration
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Depression Sleep
By David Buchanan

Not very tired
Just needing to get away

Unable to deal with these feelings
Unable to deal with today

Emotional instability
So dismal and so bleak
Pulling back the covers

It’s time for depression sleep

In and out of slumbers
Unwilling to stay long
Time to try and live

Searching to be strong

Rise and fight these feelings
Yet sadness starts to creep

Pulling back the covers
It’s time for depression sleep

SLEEP AND SUICIDE RISK

There is a clear link between sleep problems and depression. There is less
information about sleep and suicide, but in adults it is clear that sleep
problems is one of the key factors that separates people with depression
who might go on to die as a result of suicide compared to those who
don’t. There is some evidence that the actual changes in the sleep struc-
ture with more eye movements may be related to suicide attempts.  

In adolescents, there are many factors that may influence suicide, but one
of increasing interest is that of sleep-related problems.  In a large study in
China, almost 20% of school children had thoughts of suicide and 10%
had taken some action in this regard. When analysing the sleep patterns,
it was found that those sleeping less than eight hours and those who had
nightmares were more likely to have attempted suicide. It should be noted
that sleep disruption is common in depressed people.

One of the factors in people who are sleep deprived may be that they
feel impulsive and or hopeless and these factors may reinforce each other
in terms of promoting suicidal behaviour in susceptible adolescents.    

D e t e c t i n g  D e p r e s s i o n  i n  C h i l d r e n  a n d  A d o l e s c e n t s

35



Headlines have yet again emphasized the dire situation regarding suicide
in certain populations, for example, the Inuit population in the north of
Canada.

RATES OF SUICIDES IN DIFFERENT PROVINCES 

There may be specific biological reasons for certain populations
being at risk and for this reason we have included the information on
the following page. We believe that the potential of biological factors
influencing suicidal risk is not widely appreciated. If these thoughts

are borne out in future research, then there may be specific
alternatives to help decrease the very high suicide rate in Aboriginal

adolescents (Inuit and Métis populations in particular). It will also
give an understanding of suicide factors that may be relevant in

adolescents at more southern latitudes.
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Suicide Rates among youths aged
15-19 years in Canada, 2000-2004
Suicide rate per 100,000
Source: Statistics Canada
*There were no data for Yukon Territory and PEI

Very high rates in the north, especially among 
Aboriginal (Inuit and Métis) adolescents.
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It should be noted that the highest likelihood of de-
pression being detected is in the winter but the most
likely time for suicide is in the spring. It may be that
the rapid change in daylight length in the north
(going from less than 5 hours of daylight in Decem-
ber and increasing to 18 or more daylight hours in
June) may be more than the body clock of a vulner-
able teenager can cope with. This may lead to a
significant biological change that results in suicide.
These ideas are speculative, but may represent a
shift in the thinking about adolescent suicide.

Why do Patients 
not receive

Treatment?
In this booklet we have emphasized that there
are many issues that may act as a barrier to di-
agnosis and treatment. 

There remains a stigma that is associated with
mental health diagnosis and treatment. This
may be even more pronounced in children and
adolescents. This stigma results in many chil-
dren and adolescents not being recognized as
being depressed and even fewer are being
treated. This, in spite of the fact that depres-
sion is the number two reason for disability
worldwide. There is often self-imposed 
stigma on the part of a child or adolescent, 
as in “why am I so different and bad?”, 
as well as parent stigma when adults
“wonder where they went wrong.”

The second reason is the miscon-
ception that this condition is uncom-
mon (see pages 6 and 21). The issue is in rec-
ognizing the problem particularly as the pat-
tern of depression is different in children and
adolescents compared to that in adults (see
clinical vignettes on page 9). 
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These disorders
can mask

depression. 
A child or
adolescent 
not having

treatment can
be as ominous

as these masks.

ODD-OppositionalDefiant Disorder

ADD or ADHD-Attention Deficit
disorder

Anxiety

Conduct Disorder

Medical illnesses

The third reason is that there are many cultural factors that may have a bear-
ing on the diagnosis. If there is a language divide between the doctor and
the patient, or significant ethnic differences, then this may lead to trust issues
and less detection and treatment of depression (see pages 10 and 11).

Fourthly, parents may be inclined to deny that their child has depression and
may erroneously feel that it is acceptable for their children to have ADHD
because they have heard of other children with this diagnosis. ADHD usually
requires long-term treatment whereas for many children treatment of depres-
sion can lead to a full recovery with no other treatment being required. 

A fifth factor is mistaken beliefs concerning the safety of treatment for chil-
dren and adolescents. This may result in them not being referred for assess-
ment and treatment. With every treatment, there is a plus and a minus and
the risk of not being treated is far greater than the problems of being treated
(see page 21).

The final reason why some do not receive treatment is the fact that some de-
pressed patients do not show typical symptoms when they are depressed; in
children, many appear to have other disorders that can mask the diagnosis. 

The overwhelming message of this booklet is for families and professionals
interacting with children and adolescents to think about depression as a pos-
sible explanation if there is a behaviour change in a child or adolescent. If
this is the case, pursue the issue! Do not ignore it.

MASKS OF DEPRESSION
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SOURCES OF HELP

Websites

http://www.athealth.com/Consumer/Disorders/ChildDepression.html

http://www.kidsmentalhealth.ca/get_help/depression.php

http://www.healthyplace.com/depression/children/depression-in-school-
age-children-and-adolescents-characteristics-assessment-and-
prevention/menu-id-68/

http://www.ementalhealth.ca

Other books

Handbook of Depression in Children and Adolescents  
by John R. Z. Abela PhD, PhD Benjamin L. Hankin Ph.D. 

Handbook of Depression in Adolescents 
by Susan Nolen-Hoeksema and Lori M. Hilt

Treating Child and Adolescent Depression 
by Joseph M Rey, Boris Birmaher 

It's Nobody's Fault: New Hope And Help For Difficult Children And Their
Parents
by Harold S. Koplewicz

Local self-help

Alive Canada Suicide Prevention & Awareness

Local clinics

Youthdale Child and Adolescent Sleep Centre
Toronto, Ontario (416) 703-0505 Fax: (416) 703-0507

CAMH: Centre for Addiction and Mental Health
Toronto Ontario (416) 535-8501 Fax: (416) 979-6815


