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Saidics concerning the prevdence of depressve disorders among adolescents are rae and
imprecise (1, 2). In the United States, it is reported that between 3 and 40% of adolescents present
awio-depressve symptoms (3, 4). Moreover, the severity of depressve symptoms is hard to
evaduae (5). However, a predominance of girls is adways noted. Present deta give us a partid and
inadequate picture and the literature is gill not dear on the following aspects 1) the evauation
and messurement of depresson among adolescents 2) the didinction between temporary
depressve symptoms and persstent depressive syndrome; and 3) the frequency of depresson in
adolescence.  This atide summarizes the data avallable on adolescent depresson  and suggests a
clinica procedure to help professionas working with adolescents.

Theproblem

Severad aspects of adolescent depresson must be presented in order to better understand those
who show up for aconsultation.

The level of dress provoked by any event is function of: the type of event, the perception of the
event by the person concerned and the coping capacity of the person (6). The events and the stress
that underlie depressive reactions are percaived differently by adults and adolescents.  Among
adolescents, minor dally stresses (for ingance, school work and gppearance) can sometimes be as
ggnificant for them as mgor stresses (for ingance, the death of a friend or the divorce of parents)
(7, 8).

As among adults, the expresson of depressive symptoms varies from one individud to the other.

For adolescents, depresson can dso vay according to age and the levd of psychologica
development (9). Kashani and his collaborators showed that, a the age of 8, socid isolation and
pessmisn are often the expresson of an underlying depresson. Among 12 year-olds, sométic
complaints ae a frequent symptom of a depressve date while a about 17, adolescents more
frequently have suicidd ideas coupled with irritability and aggressveness.

The intengty of depressve symptoms is an important factor to congder but, a the same time, is
had to messure dinicdly. It is someimes difficult to diginguish normdity from pethology
because of the emotiona turmoil experienced during adolescence. The frequent mood swings of
the ‘normd’ adolescent mugst be disinguished from longterm depressive dates.  However, the
literature is vague on the definition of ‘peragence (i.e fedings experienced ‘mogt of the time by
the adolescent) (4). Intense and perdstent depressive symptomatology is not a universa
phenomenon of adolescence but rather the indication of a pathology.

The diagnodtic criteria of depresson as described in the DSM-1V mugt be analysed according to
the globa context of the individud's higory. The meanifedations of depresson vary during
adolescence and are not only limited to the dassc symptoms of insomnia, fatigue and weight loss.



The use of DSM-IV criteria for mgor depresson are redtrictive, especidly for adolescents, and
Ryan suggests three additional criteriac socid isolation, sometic complaints and despar.  More
importartly, depresson often menifess itsdf by a diguption in the usud functioning of the
adolescent, that is a change teking place over a period of a fev months in his behaviour, a
schoal, with his peers or in the family.

Knowledge is lacking on the natural evolution of depressve symptoms among adolescents,
espeddly regading short-teem suicida risk (11, 12). However, it is bdieved that suicidd
attempts will happen quite soon in a depression of rgpid onset. All depressed adolescents do not
meke suicide attempts and dl adolescents with suicidd ideas are not depressed.

DSM-1V: Maor Depresson

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

Note Do not incdude symptoms that are clearly due to a generd medicd condition, or mood

incongruent delusons or hdlucingtions.

(1)depressed mood mogt of the day, nearly every day, as indicated by either subjective report
(eg. feds sad or empty) or observation made by others (eg. appears tearful). Note: In children
and adolescents, can beirritable mood;

(2markedly diminished interest or plessure in dl, or dmog dl, activities most of the day, nearly
every day (asindicated by either subjective account or observation made by others);

(3)ggnificant weight loss when not dieting or weight gain (eg. a change of more than 5% of
body weght in a month), or decresse or incresse in gopetite nearly every day. Note: In
children, consder fallure to make expected weight gains,

(4)insomniaor hypersomnianearly every day;

(5)psychomotor agitation or retardation nearly every day (observable by others, not merdy
ubjective fedings of restlessness or being dowed down);

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

(7)fedings of worthlessness or excessve or ingppropriate guilt (which may be ddusond) nearly
evary day (not merdy sdif-reproach or guilt aout being sick);

(8)diminished dhbility to think or concentrate, or indecisveness, nearly every day (ether by
subjective account or as observed by others);

(9recurrent  thoughts of deeth (not just fear of dying), recurrent suicidd idegtion without a
specific plan, or asuicide atempt or a specific plan for committing slicide

B. The symptoms do not meet criteriafor a Mixed Episode (hypomanic and depressve).

C. The symptoms cause dinicaly dgnificant disress or imparment in socid, occupaiond, or
other important areas of functioning.

D. The symptoms are not due to the direct phydologicd effects of a substance (eg. a drug of
abuse, amedication) or agenerd medica 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 perds for longer than 2 months or are characterized by marked functiond



imparment, morbid preoccupation with worthlessness, suicidd idetion, psychotic symptoms,
or psychomotor retardation.

Takingthehigory

The complexity of the phenomenon as well as the lack of knowledge and precise diagnodtic tools
meke it more difficult for the dinicdan to ded with a depressed adolescent. The following section
will discuss some practicd aspects, in order to help the professond working in a primary care
Siting.

The interview

Interviewing an adolescent can be somewhat difficult because of the characteridics inherent to
that age group and the possible rdaiona biases of the interview.

Adolescents go through severd phases and tasks unique to this period of life The task of
digancing themsdves from the parents can increase the tengon with the family and possbly with
parentd authority figures.  Identification with gang vaues and behaviours can dash with adult
vaues. Moreover, adolescents don't have the full cgpacity to project themsdves in future and to
fully percave the conseguences of thar behaviour. Thus the levd of devdopment will influence
the evauation of a-risk behaviours, compliance to trestment and the need for closer follow-up.

The chaacteridics of the dinicapatient rdaionship indude many possble reationad biases.
The appearance of some adolescents can be disconcerting for the dinician. Sometimes, the scarce
vocabulary of adolescents requires the professond to reorganize the interview usng choices of
answvers rather than broad statements or questions (tell me about your life, or tel me about your
fedings..). Fedings tha ae confudng and contradictory for the adolescent must often be
expressed in words by the interviewer.  Apart from the fact that it can be hard for them to dearly
express ther thoughts, adolescents often fed we do not bdieve them (13). Yet the literature
shows that adolescents rardly manipulate and that they will seek out a tolerant and dependable
person who will respect and bdieve them in ther didress Confidentidity is another potentidly
conflicting agpect of the dinicdaadolescent rdationship (14). In short, the dinidan can fed
disconcerted or annoyed with severd aspects of the interview.

The reason for consultation

Severd motives can push depressed adolescents to consult.  They may consult directly for diverse
complaints or they may aso be referred by someone.

The mogt frequent reeson for conaultation is somdic complaint (headache, faigue, back pan,
efc.), but depresson among adolescents can agppear under the guise of behavioura problems,
running away or suicdd atempts. Occasondly, anorexia nervosa can be the manifestation of a
depressve dae.  Although these presenting complaints are not characterigic of any pathology,
they should lead us to suspect a depressive Sate and guide our interview accordingly.

Data collection

The dinician andyzes the problem by asking proper questions. He veifies the presence, intensty



and persgence of the depressive, awiety and somatic symptoms. Predise quesions on the
fedings and symptoms will bring reisble answvers in order to daify the diagnods  The dinidan
mus dso diminae through his interview and pertinent physicad examingtion any organic cause of
depressive symptoms (use of seroids, hypothyroidism, €tc.).

After daifying the symptoms the dinidan broadens the interview in search of minor and mgor
dressful events and by exploring the functioning of the adolescent, epecidly in the following
environment:  school  (rdationships  with  teecherdprincipd’s  office,  rdationships  with
schoolmates, violence, drugs, acute and chronic sress in school); the ‘network’ (the gang, its style
and culture, leisure time, dose friends, drug abuse, sexudity); and the family. At the family levd,
the dinician looks for antecedents of depresson or manic-depressve psychoss, and discusses the
dructure of the family, the rdaionships within the family, parenting dyle or recent dress in the
family. The subjective perception of a depressed adolescent must be vdidated by parents. It is
therefore important to meet them.

This information will reved important events (divorce, vidlence, family problems, ec) a the
origin of a depressve gate; it will be taken into account in planning the therapeutic approach.

Diagnosis

All this informetion, collected in one or severd interviews should lead to the diagnoss  The
diagnogtic gpproach for an adolescent is not different then for an adult, in that depression is a
cdinicd diagnoss. Conddeing the present date of research, the DSM-IV dassficaion remans
the ingrument on which to base a diagnosis of depressve dae.

It is important to remember that of dl adolescents who conault in a primary care sting with
depressive fedings, only a few will be given a diagnods of mgor depresson after evauation.
Adaptation problems with depressve mood or other vaiants represent the most frequent
diagnoss For certan adolecents, it will be difficult to end up with an exact diagnoss but
fortunatdy the evolution of thar symptometology will daify it.  Eventudly, some of these
adolescents will be given the diagnogic categories above-mentioned and others will be diagnosed
with persondity disorders, dyshymic problems or anxiety disorders. Some of them will never
answer to the precise criteria of the DSM-IV dassfication; they are often normd adolescents who
experience problems for which they only need atenporary support.

It is important to redize that a difficult interview with an adolescent can lead us to neglect the
diagnogtic aspect of the problem. However, the more exact the diagnoss, the eeser and more
adapted will thergpeutic decisons be.

Treatment

Egtablishing a good and truding reation is the most important agpect of the thergpeutic gpproach.

Support and ligening ae essatid to hep the adolescent daify his emotions  Regular
gopointments should be planned.  These vidts will provide concrete solutions to Stuaions
perceived as troublesome.  This supportive reaionship is not different from the one in adults who
present with adgptation problems, but the particularities of the interview described above reman
condant throughout the thergpeutic process. On a short-term bagis, to focus on the adolescent's
needs and problems will, in mos cases reduce the complaints.  However, the dinidan must



dways be on the det for suicdd idedtion. Missng an gppointment should not leed to suspect
bed fath on the adolescent's part; it should rather leed, on the following vist, to a discusson of
the reasons for the absence and the verba agreement between the dinician and the adolescent.

Some specific interventions are dso pat of the thergpeutic goproach. For example, temporary
absence from school or contact with school authorities can be important supportive mesesures, if
taken after discusson and consent by the adolescent.  The intervention with parents is adso
important.  If it is the case, it could be necessary to tdl the parents about a possble risk of a
icide atempt by their child. Parents will sometimes need support and information to better help
ther child. It is possble that they themsdves need a thergpeutic gpproach for unsolved problems.
Moreover, there should never be any hedtation to refer an adolescent who deteriorates or fals to
progress (for instance, psychotic depresson or mgor depression).

Pharmacologicd agents used for adults can dso be used for adolescents. Presently, there is little
evidence of the efficacy of tranquilizers for adolescents, but they are prescribed for severd anxiety
disorders (16, 17, 18). Among depressed adolescents, they can be prescribed to control pardysing
anxiety, for short periods (7 to 10 days), because of the possible risk of dependency. Furthermore,
these drugs are safe and medication such as dprazolam (Xanax), lorazepam (Ativan), oxazepam
(Srax) and donazepam (Rivotril - paradoxica effects such as restlessness can gopear) conditute
good choices (16 to 19).

The use of antidepressants is limited to adolescents with mgor depresson who do not show any
improvement with the usud thergpeutic goproach described aove.  The intengty of associated
neurophysologic complaints such as insomnia, weight loss, atention deficit, points to usng such
a medication, as does a family history of depressve or mood disorders.  Presently, the serotonin
inhibitors are preferred to the tricyclic antidepressants, because they are better tolerated, easy to
use, less hamful and equdly effective They should be dated & minima doses and incressed
progressively; they do not require blood dosage. Ther antidepressant effect is perceived dfter a
week. The adolescent must be informed about Sde effects and the sometimes undtable evolution
at the beginning of the trestment (improvement followed by trangtory deterioration).

In summary, a supportive redion remans the centrd aspect of the tretment of depressve
disorders among adolescents.  The prescription of antidepressants should not be routine.  The
decison to use these drugs depends on the andyss of eech individud case, conddeing the
sveity of the symptoms the pros and cons of the pharmacologicd trestment and the likelihood
of providing a drict folowup. Generdly, when antidepressants seem necessary, it is suggested
that a specidized psychiaric evauation be done (20-21).

Concluson

When adolescents preset somatic symptoms, suicide atempts, running away or behaviourd
problems, the primay care dinidan must condder a possble degoressve syndrome and not
reserve it asadiagnogs of exduson.

The interview, the diagnostic gpproach and thergpeutic intervention must be integrated in a globd
gpproach leading both to a good underganding and the solution of the problem(s). A haligic
goproach, focused on the adolescent and his needs, is presently the most promising.  This globd



goproach could have a preventive effect on the mentd hedlth of the adolescent as a future adluilt.
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