
Background

Child and adolescent depression
and bipolar disorder, also

known as mood disorders, are seri-
ous medical illnesses that affect
more than 20 million Americans of
every race and ethnic group.1 Mood
disorders are considered to be
brain disorders because they are
mediated through the brain. These
illnesses affect individuals at all
stages of life, including childhood.
If left untreated, mood disorders
can be fatal: nearly one in six per-
sons with severe untreated depres-
sion will die by suicide.2, 3 Accord-
ing to the WHO and the World
Bank, major depression is the lead-
ing cause of disability in the U.S.
and other countries with developed
economies.4 Because of the pro-
found public health consequences
associated with these disorders,
OMH is committed to improving
the recognition, early intervention,
and treatment of mood disorders in
children and youth.

Among the most significant scien-
tific advances in the last three
decades has been the discovery
that depression and bipolar disor-
der not only exist in children but
are as debilitating for them as they
are for adults. Major depression
affects an estimated 6% of children
ages 9-17.5 As children become
adolescents, it becomes more com-
mon in girls than in boys.6 Epi-
demiological data are lacking on
the extent to which bipolar disor-

der affects children, but early indi-
cations suggest that some propor-
tion of children and adolescents
who have major depression will be
found to have bipolar disorder later
in life. The likelihood increases if
the depressed child has a family
member with bipolar disorder.7

Recent scientific advances from
neuroscience, genetics and clinical
trials have demonstrated that the
brain is the primary organ affected
in depression and bipolar disorder.
Modern brain imaging technologies
have revealed neural circuits
responsible for the regulation of
moods, thought, sleep, appetite and
behavior. When these circuits fail to
function properly, critical neuro-
transmitters–chemicals used by
nerve cells to communicate–are
often out of balance. Recent work
has delineated several neurotrans-
mitter and other neurochemical sys-
tems that are involved in mood dis-
orders, including systems that
modulate gene transcription. These
discoveries provide clues to poten-
tial neurochemical targets for effec-
tive treatments. In addition, genetics
research indicates that vulnerabili-
ties to depression and bipolar disor-
der often result from the interaction
of multiple genes and environmen-
tal factors. Numerous treatment
studies are currently under way to
examine brain chemistry and the
mechanisms of action of both psy-
chosocial and pharmacologic treat-
ments to improve the efficiency and
effectiveness of these interventions.
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What are the Symptoms 
of Depression and Bipolar
Disorder in Children 
and Adolescents?

Unlike normal changes in mood
that are common among most

individuals at different times of life,
the symptoms of depression are
extreme and often incapacitating.
The symptoms include a persistent
sad mood; loss of interest in activi-
ties; significant change in appetite
or body weight; difficulty sleeping
or oversleeping; physical slowing
or agitation; loss of energy; feelings
of worthlessness; difficulty thinking
or concentrating; and recurrent
thoughts of death or suicide. A
diagnosis of depression occurs if
an individual has five or more of
these symptoms every day during a
two-week period. In bipolar disor-
der, an extremely debilitating ill-
ness, episodes of depression alter-
nate with periods of persistently
elevated mood or irritability, some-
times accompanied by a decreased
need for sleep, increased talkative-
ness, racing thoughts, distractibility
or extreme physical agitation.

The consequences of untreated
depression can be devastating. A
2004 report from the American
Academy of Child and Adolescent
Psychiatry documented that suicide
is the third leading cause of death
for 15 to 24 year olds, and the sixth
leading cause of death for five to
14 year olds. In fact, in 2001 nearly
4,000 teenagers between the ages
of 15 and 24 killed themselves.8
Depression is responsible for over
500,000 suicide attempts by chil-
dren and adolescents a year.9

How and When Does
Depression Develop 
in Children?

Puberty appears to be the time at
which children, and in particular

girls, are at increased risk for
developing depression. The chang-
ing levels of hormones that occur
during puberty may affect brain
function. There is some evidence
that exposure to increased levels of
hormones at puberty, particularly
under conditions of social stress,
can predict heightened risk for
depression.

Depression among children or
adolescents is often preceded by
other mental disorders, most
notably anxiety. Anxiety disorders
are eight times more common in
depressed than non-depressed chil-
dren and adolescents, while behav-
ioral problems (e.g., conduct disor-
ders and oppositional disorders)
are six times more common. Atten-
tion Deficit Hyperactivity Disorder
(ADHD) is five times more com-
mon among youth with depression
than youth unaffected by it. In fact,
the onset of depression usually fol-
lows the onset of other disorders.
Consequently, prevention of
depression is directly linked to the
prevention or treatment of these
other psychiatric disorders.

Depression is also significantly
associated with abuse, maltreat-
ment and trauma. Stress exposure,
as has been well documented in
both animal and human studies,
can produce persistent effects on
brain structure and function. For
example, in animal studies, expo-
sure to extreme adversity during
critical periods of development
leads to changes in perceptions of
and responsiveness to environmen-
tal events. The interactions among
stress exposure, genetic vulnerabili-
ties, and development are complex
and these interactions are still
being examined. However, effec-
tive treatments for stress-related
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disorders in young persons, partic-
ularly trauma, exist and have been
studied for more than a decade. It
is likely that providing early and
effective interventions to children
who have been exposed to abuse,
maltreatment or trauma may
improve their long-term outcomes
by providing them with necessary
coping strategies for handling sub-
sequent stressors and decrease the
likelihood that they will develop
severe depression later in life.

Other risk factors for early-onset
depression include family history.
Children of parents with depression
are three times more likely to have
an episode of depression during
their lifetime than children of par-
ents without depression. Recent
findings from a three-generation
study of familial depression docu-
mented significantly increased risk
of mental disorders among grand-
children in families where individu-
als in two generations have experi-
enced depression, with almost 60%
of these grandchildren having men-
tal disorders.10 Furthermore, this
intergenerational study documented
that anxiety was a clear precursor of
depression and that grandchildren
of depressed parents and grandpar-
ents were at a significantly elevated
risk for anxiety disorders. The find-
ings from this study strongly suggest
that early interventions for children
with a family history of depression
are especially warranted.

Clinical practice guidelines to
improve identification of adoles-
cents with depression for primary
care providers have recently been
developed through a consensus
process.11 The resulting Guidelines
for Treatment of Adolescent
Depression are intended for use by
primary care professionals for the
management of adolescents with or
at risk for depression who are
between the ages of ten and 21.
Using a combination of evidence-
and consensus-based methodolo-

gies, the guidelines were devel-
oped in six phases to assist in pri-
mary care management. The phas-
es include: 1) identification/
surveillance of youth at risk for
depression, 2) assessment and
diagnosis, 3) initial management,
including family psychoeducation,
4) treatment, 5) ongoing manage-
ment, and 6) follow-up.

Treatment 
and Prevention
There is no longer any doubt that

children and adolescents can
experience severe depression. The
questions that drive current
research studies are how best to
intervene early to prevent the later
onset of depression. Estimates from
national epidemiological studies of
adults with psychiatric disorders
indicate that many adult mental
disorders begin in childhood. The
implications of these findings are
that early recognition and treatment
of childhood psychiatric problems
may prevent later illnesses and
their unfortunate consequences.
Recognizing and treating psychi-
atric illnesses early in life–particu-
larly the devastating disorders of
depression and anxiety–may have a
profound and long lasting effect on
later development, as recognition
and treatment can help to avert the
potentially debilitating conse-
quences of adult disorders.

Treatments

Considerable progress has been
made in the past ten years doc-

umenting effective treatments for
young persons with depression.
Most of the efforts to date have
focused on adolescents. More than
a dozen clinical trials have demon-
strated that both cognitive-behav-
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ioral therapies (CBT) and interper-
sonal therapies (IPT) are effective
therapies for adolescents with
depression. These treatments are
being delivered and examined in
New York State. Studies have also
documented that nonspecific sup-
portive psychotherapy, on the
other hand, is not effective in
reducing depression. Delivered by
trained professionals, CBT and IPT
are structured clinical interventions,
that target specific factors associat-
ed with depressive thinking or
behaviors. For example, active
problem solving, social skills devel-
opment, activity scheduling, and
self-monitoring are often targeted
and taught in these structured treat-
ments. Nonspecific supportive psy-
chotherapies, on the other hand,
are unstructured “talking” therapies,
often characterized by supportive
listening, play or other nondirective
activities primarily designed to pro-
vide emotional “support” to the
individual.

For pre-pubertal children with
depression, no long-term studies
have been conducted to identify
the most effective therapy. Similar-
ly, there are no controlled trials of
treatments for preschool depres-
sion, even though it has been
found to exist in this population of
children. Studies are needed to
address these questions.

The use of pharmacologic treat-
ments for children and adolescents
has been studied with increasing
rigor in recent years. It is clear that,
unlike adults with acute depres-
sion, the older antidepressants
(e.g., tricyclic antidepressants) do
not work well for childhood
depression. Newer antidepressant
medications (e.g., SSRIs [selective
serotonin re-uptake inhibitors])
have been examined over the past
ten to 15 years and increases in
their use have also been docu-
mented.12 In addition to psychia-
trists, many nonpsychiatric physi-
cians (primary care physicians)

have been prescribing these med-
ications for depressed adolescents.
A national study examining rates of
antidepressant use and suicide by
geographic regions documented
that as use of antidepressants for
depression increased, there was a
concomitant decrease in the num-
ber of teen suicide deaths.13

Recently the results of a major
clinical trial on treatment of adoles-
cent depression were released.14 In
this ten-site clinical trial of adoles-
cents with moderate to severe
depression, which compared SSRIs,
psychosocial treatments, their com-
bination and placebo, short-term
outcomes (at 12 weeks) demon-
strated reductions in depressive
symptoms associated with the use
of SSRIs. Longer-term outcomes
have not yet been published.

Concerns have recently emerged
about both the safety and effective-
ness of antidepressant medications
with children and adolescents. On
October 15, 2004, the Food and
Drug Administration (FDA)
announced that it was requiring a
“black box” warning to the health
professional labeling of all antide-
pressant medications regarding their
use with children and adolescents.

After considering the large
amount of information and contro-
versy generated by this issue, OMH
summarized the data in a clinical
advisory as follows:
◆ Currently, fluoxetine (Prozac) is

the only antidepressant
“labeled,” that is approved by
the FDA for use in pediatric
depression (i.e., children and
adolescents). The prescribing of
all other antidepressants in chil-
dren and adolescents for any use
is categorized as “off-label” use.

◆ To date, only fluoxetine (Prozac)
has been shown to be clinically
effective with adolescents who
are depressed.

◆ An FDA review of 24 SSRI antide-
pressant studies involving 4,400
children and adolescents con-
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cluded that all the SSRIs (includ-
ing fluoxetine) and other newer
antidepressants could increase
the risk of suicide-related
thoughts and/or self-harming
behavior in some children and
adolescents. The FDA analysis
identified the average medication-
induced risk to be 4% compared
to 2% for a placebo. This means
that statistically, four children and
adolescents out of 100 treated
might show increased suicidality
due to the antidepressant medica-
tion. The medication-induced risk
is greater when starting or adjust-
ing the dose of these antidepres-
sant medications.

◆ In the 24 studies reviewed involv-
ing children and adolescents tak-
ing SSRI antidepressant medica-
tions, there were no deaths. Also,
none of those with increased sui-
cidal ideation or behavior went
on to commit suicide.

◆ New research in the treatment of
adolescent depression (i.e., the
Treatment of Adolescents with
Depression Study) demonstrates
that the combination of CBT
therapy and antidepressant med-
ication (fluoxetine) results in
successful treatment (71% of
adolescents who were depressed
responded positively to the com-
bination treatment compared to
35% taking a placebo).

◆ In spite of the “black box” warn-
ing, the FDA has not taken a
position that SSRIs and other
new antidepressants are con-
traindicated in children and ado-
lescents. Therefore, six medica-
tions (citalopram [Celexa],
escitalopram [Lexapro], fluoxe-
tine [Prozac], fluvoxamine
[Luvox], paroxetine [Paxil], and
sertraline [Zoloft]; three others,
including bupropion (Well-
butrin), mirtazapine (Remeron),
and venlafaxine (Effexor); and
MAO inhibitors and tricyclic anti-
depressants can continue to be

prescribed for children and ado-
lescents if rational prescribing
principles are followed.

The full text of this advisory can
be found in Appendix 6 and on the
OMH Web site (http://www.omh.
state.ny.us/omhweb/advisories/
programltr.htm). It includes a series
of recommendations to assist practi-
tioners, clinicians, and ultimately
parents or guardians in making
sound decisions. These recommen-
dations are consistent with OMH’s
continued support for the use of
evidence based treatments for chil-
dren and adolescents with serious
emotional disturbance.

Prevention
Research on the prevention of

child and adolescent depression
has focused on treatment of mater-
nal depression as a major risk fac-
tor for childhood depression and
on the development of school-
based programs specifically aimed
at reducing the risk for depression.
Interventions that target maternal
depression have found changes in
cognitive development and behav-
ioral problems among children;
longer-term studies are still needed
to determine the direct effects on
children, although early results are
promising.15 School-based preven-
tion programs for youth at risk of
developing depression have
demonstrated successful outcomes
in preventing the onset of full-
blown depression.16

Because anxiety often precedes
depression, especially among girls,
and because effective CBT and
pharmacological treatments for
anxiety disorders exist, there is a
strong possibility that treatment of
anxiety problems in children or
adolescents, including trauma-relat-
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ed symptoms, may prevent the
development of depression.

Finally, there is emerging support
for the value of psychoeducational
family programs for families of chil-
dren with a range of psychiatric
problems, including depression.
These educational programs–often
co-taught by parents and profession-
als–are designed to increase aware-
ness and knowledge about effective
identification, early intervention, and
treatment for children and adoles-
cents with or at risk of depression.
Family members are taught to identi-
fy the symptoms and to recognize
early warning signs that may suggest
a predisposition to anxiety or depres-
sion. They are also taught how to
access information about mood dis-
orders, and are provided with infor-
mation about stress reduction, med-
ication, and medication side effects.
The effects of various stressors in a
child’s life are also examined in the
context of the child’s major environ-
ments such as school, home, and
community. Participants are able to
network with other parents to dis-
cuss common issues such as early
identification, parenting strategies,
and working with the school system.

Lack of Treatment 
and Its Consequences

Untreated, the consequences of major
depression in children and adolescents
can be devastating for both the child
and for his/her family. While the most
serious consequence of untreated
depression may be suicide, there are
other serious developmental, personal,
and social consequences that may
result. These consequences can affect
relationships with family members,
peers, school success, work productivi-
ty, and adult development. Clearly
recognition, identification, and treatment
of depression in children and adoles-
cents can have profound effects on the
life course.

Approximately 90% of teenagers
who die by suicide suffer from a
treatable mental illness. For more
than a decade, Columbia University
has worked to perfect a reliable
and easy screening program for
suicide risk and other mental disor-
ders. The resulting program, Teen-
Screen®, has been implemented in
41 states nationwide. The Teen-
Screen® Program offers evidence-
based adolescent suicide and men-
tal health screening programs to
government and mental health
agencies, non-profit organizations,
schools, physicians, and drop-in
clinics. At this time, consultation,
training and implementation assis-
tance are offered free of charge.
More information about the Teen-
Screen® Program is available on the
Web at http://www.teenscreen.org/.

Future Directions
OMH is committed to providing a

comprehensive range of servic-
es for children and adolescents
experiencing mood disorders, as
well as support for their families
and caretakers. To launch an effec-
tive strategy to prevent the onset,
recurrence, or sequelae of mood
disorders, we will implement a set
of strategies with targeted dissemi-
nation objectives, which will
improve the identification, treat-
ment, and prevention of child and
adolescent depression.

OMH will focus its efforts on
promoting a statewide response by
targeting the following activities:
◆ A public awareness campaign to

improve recognition of the early
indicators for mental disorders in
children

◆ Promotion of suicide awareness,
screening, and referral/treatment
services in schools and commu-
nities to identify children and
adolescents at risk
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◆ Tools and training for front-line
clinical staff in hospital and outpa-
tient clinic systems to improve
recognition of trauma, anxiety, and
depression among children and
adolescents and to improve deliv-
ery of effective, evidence-based
psychosocial and pharmacologic
treatments for affected youth

◆ Dissemination of the Guidelines
for Treatment of Adolescent
Depression (referenced earlier in
this chapter) to primary care
providers statewide

◆ Promotion of family psychoedu-
cation and support services to
assist families in recognizing
early indicators of psychiatric
problems, to encourage seeking
evidence-based services, and to
promote supportive services
family to family

◆ Implementation of tracking and
monitoring systems including
specific measurable and timely
outcomes; use of Standardized
assessment tools for diagnosing
and tracking outcomes

◆ Encouragement to programs and
clinics implementing the moni-
toring of these programs to work
as collaborative learning partners

In June 2005 OMH and the State
Offices of Alcoholism and Sub-
stance Abuse Services (OASAS),
and Children and Family Services
(OCFS), will be co-sponsoring the
Children’s Research to Practice
Symposium. The symposium will
include interdisciplinary sharing of
the latest findings in neuropsychia-
try, major treatment trials and serv-
ices research in children’s mental
health. Additional information
about the symposium is available
on the OMH Web site at:http://
www.omh.state.ny.us/omhweb/
child_symposium/.

Additional information about chil-
dren and depression research is
included in Appendix 7.
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