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This is the last of a three part series on
depression. Part one examined the etiol-
ogy of depression and some conceptual
models that are currently generating a
lot of literature. 1 Part two discussed
diagnosis and treatment.z This essay will
focus on depressive disorders among the
young, particularly adolescents.

It is difficult to discuss the literature

on adolescent depression without saying
something about depression in children.
Now that there is a growing consensus

that children as young as five years old,
and perhaps even infants, can suffer
depression,J many authors overlap their
discussions of adolescent and childhood
depression.

Interest in depressive disorders
among people under 18 years old is very
new. In fact, as Gerald Klerman, Har-
vard School of Medicine, and others
have pointed out, adolescence as a de-
velopmental phase is a 20th-century in-
vention. “Whereas puberty is a biologi-
crd event,” writes Klerman, “adoles-
cence is a social phenomenon that did
not merit attention until World War
11>”4

In trying to determine how many
adolescents are depressed, one en-
counters the same ddficulties as in try-
ing to count depressives in the general
population. As I noted in part one,
dkagreement within the professional
community over just what constitutes
cltilcal depression, and a number of
methodological problems, frustrate at-
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tempts to arrive at precise and reliable
figures.s

Most epidemiological studies agree
that depression is primarify an adult
disorder.~T In general, the incidence of
depression rises with age. People over
age 65 may have a higher incidence than
any other age groups I have discussed
some aspects of depression in the elder-
ly in a previous essay.g In his overview

of adolescent depression, Irving B.
Weiner, Case Western Reserve Univer-
sity, reported that nearly 13 percent of a
sample of depressive outpatients were
under the age of 19. Among adoles-
cents, the incidence of depression rises
with age. of the sample reported by
Weiner, 1.7 percent were between the
ages of ten and 14, This number nearly
doubled to 3.3 percent for the age group
15 to 17. The incidence doubled again

to 7.6 percent for people aged 18 and
19.10 But Weiner acknowledges that

depression is generally underdiagnosed

in young people, a problem that I will

discuss belOW.

As in the adult population, female
adolescents suffer depression more than
their male counterparts. Most authori-
ties regard the preponderance of female
depressives as real, and not due to
statistical artifacts. 11 In the study
reported by Weiner, female depressives
outnumber males by about two to one in
the 15 to 17 age group.lo

As is true for all age groups, 12 more
adolescents are being diagnosed as
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depressed than ever before. This is un-
doubtedly due to better diagnostic
techniques and increased awareness
that young people can become de-
pressed. But K1erman, for one, believes

that the increase is at least partly due to
a real increase in incidence.’f What is
certain is that the incidence of adoles-
cent suicides has been rising steadily in
the last half of this century, faster than
any other age group. A recent review in
the journal Child Welfare reported
some truly alarming statistics. 13 Be-
tween the years 1954 and 1973, the rate
for suicides among people aged 15 to 19

jumped from 2.4 per 100,000 to seven
per 100,000. Suicide is now the second
leading cause of death among people
ten to 20 years old. 14

More alarming than these statistics is
the consensus among nearly all authors
who discuss adolescent suicide that the

true incidence is grossly underreported.
Many suicides are mislabeled as acci-
dents. Anne Somers, Rutgers Medical
School, New Jersey, reported in the
iVew England Journal of Medicine that
perhaps 15 percent of all automobile ac-
cident fatalities are actually suicides. 15

And the Suicide Prevention Center of
Los Angeles estimates that perhaps 50
percent of all suicides are disguised as
accidents. 16

Although females outnumber males

in incidence of depression, mafes great-
ly outnumber females in suicides. Thk is
true for adolescents as well as for the
general population. But in all age
groups, females by far outnumber males
in suicide atterrrpts.16

one very disturbing aspect of adoles-
cent suicide is that those who attempt it
rarely give people around them any ob
vious intlcation of their intentions. An

adolescent suicide often appears to be a
sudden and impulsive reaction to such
stresses as the breakup of a romance or
a quarrel with parents. Ib This impulsive-

ness was dramatically demonstrated late

in the 18th century in Europe. The great
German writer Goethe wrote a roman-
tic novel in which the hero, the young
Werther, committed suicide over lost
love. The publication of this novel in

!774 touched off a veritable epidemic of
suicides among the young people of
Europe.lT The impulsive nature of
adolescent suicide has prompted James
TooIan, University of Vermont School
of Medicine, to write: “Every youngster
who attempts or seriously threatens
suicide should have a thorough psychi-
atric evaluation.”le

Until recently, and perhaps still,
depression has been consistently under-
diagnosed in adolescents. 10 One reason

is the uncertainty over just what consti-
tutes depressive behavior in youngsters.
For years, the prevailing view has been

that normal adolescence is a time of tur-
moil characterized by wild swings in
mood. Therefore, the boundary be-
tween normal adolescent behatior and
psychopathology is difficult to deter-

mine. While thk view was prevalent,
many disturbed adolescents were diag-
nosed as suffering “adjustment reac-
tions.” Treatment consisted mainly of
forbearance and the hope that the
“problem chdd would soon “grow out
of it.”18

Although many still hold the view that
normal adolescence is a time of psycho-
logical turmoil, 19there has lately been a

marked shit in viewpoint among re-
searchers and clinicians. Many now
believe that normal adolescents are no
more unstable than normal adults.
Thus, adolescents who exhibit symp-
toms of depressive disorder may indeed
have one. 10 ThE belief has prompted
the hope that the diagnosis of “adjust-
ment reaction” could be abandoned.m
For example, Kayoumars Fard and col-

leagues, Washington University School

of Medicine, St. Louis, assert that ad-
justment reaction is “used in such a
vague and all-encompassing manner as
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to be useless.”zl But last year, when the
American Psychiatric Association up-
dated its Diagnostic and Statistical
Manual of Mental Disorders for the first
time since 1968, adjustment disorder
was retained as a diagnostic classifica-
tion, 22

The literature on depression in ado-
lescents and children contains a number
of discussions of “masked depression.”
In part one, I mentioned this phenome-
non in which people supposedly suffer
depression without exhibiting the usual
symptoms. Alcohol or drug abuse, psy-
chosomatic complaints, or hypochon-
dria disguise the underlying dk.order. Its
existence among adolescents is predi-
cated on the hypothesis that since they
are going through a different stage of
development than adults, the manifesta-
tions of depressive illness could very
well differ from that of adults. ~

In 1962, TooIan wrote that in many
youngsters, such conduct disorders as
delinquency, hyperactivity, or aggres-
sion may mask a depression. More pre-
cisely, they represent an “equivalent
disorder.”zs This idea had a signflcant
impact on adolescent and chdd psychi-
atry for many years. Even today, the
concept of equivalent disorder has by
no means been entirely abandoned. Last
year, for example, John A. Chiles and
colleagues, University of Washington
School of Medicine, Seattle, found that
among a sample population of 13 to 15
year olds in a correctional institution for
delinquents, 23 percent met criteria for
depression. Of their findings, the au-

thors commented: “These data do not
support the depressive equivalent hy-
pothesis, but neither does it [sic] refute
it. ”24

Nevertheless, a number of research-

ers and practitioners have recently

moved away from the idea that nonde-
pressive symptoms can fully disguise an
underlying depression. They believe
that although some symptoms may be

peculiar to adolescents, young people
can generaUy be diagnosed according to
the same criteria that are applied to
adults. As Gabrielle Carlsors and Dennis
Cantwefl, UCLA School of Medicine,
put it, “Although chddren with a
depressive disorder may also exhibit
behavior dkorders that overshadow the
depression, an alert clinician conduct-
ing a thorough interview should be able
to identify the ‘masked’ depression.”zs

In 1979, Ada C. Mezzich, Ohio State
University, and Juan E. Mezzich, Stan-
ford University, lited the symptoms of
adolescent depression according to the
frequency with which they are reported
in the literature. The most frequent
symptoms are sadness, hypochondriacal
complaints, suicide ideation, hopeless-
ness, guilt feelings, and anxiety. All of
these symptoms can be found in adult
depression. But interestirtgly, aggres-
sion ranks seventh on the Mezzichs’ list
of syrrtptoms.zo This contrasts sharply
with adult depression, in which aggres-
sion is often lacking .26

While depression was previously rare-

ly diagnosed in adolescents, it was
ahnost never d~agnosed in chddren. Un-
til recently, textbooks on childhood
psychiatry had little to say about depres-
sion.2T It was commonly held that the
lack of future orientation in children,
their preoccupation with the “here and
now, ” made the possibilhy of self-per-
petuating cliicaf depression unliiely.~
But now there is increasing recognition

that even very young children can suffer
depression. In 1975, the National Insti-
tute of Mental Health convened a con-
ference on childhood depression in
Washington, DC. The proceedings of
the conference, published two years la-
ter, still serves as a good primer on the
subject. 3 Incidentally, depression in

teenagers was one topic discussed at the
1981 National Conference of Big Broth-
ers/Big Sisters of America, held in Phil-
adelphia on June l&20.
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Despite increased awareness of de-
pression in children and adolescents,
there may still be a tendency to underdk
agnose these age groups. As I men-
tioned in part one, a subjective feeling
of depression or sadness is one of the
major symptoms of depression. Yet, as
Margaret Hertzig, New York Hospital’s
Payne Whitney Psychiatric Clinic,
points out, subjective depression is rare-
ly reported by chddren and adolescents:
“It’s not a case where they tell their
parents they’re depressed, and the
parents in turn tell the psychiatrist.
Often, it’s the parent or the teacher who
makes the presenting complaint of ‘dis-
turbed behavior.’ “29

Treatment for adolescent depression
closely resembles that for adults. A

combination of drugs and psychother-
apy is commonly used. Tncyclic medi-

cation, which I described in part two, is
prescribed as readily for adolescents as
for adults. Administering psychother-

apy k sometimes a problem, however.
Since the young person needs activity, it
is often difficult to hold adolescents in a
long-term psychotherapeutic relation-
ship.zg According to Hertzig, a goal of

psychotherapy with adolescents is to

give them a positive experience over a
short term. Such therapy can afso be
conceived as a preparation for later
treatment in case there should be a
recrudescence of old problems or the
appearance of new ones.zq

A recent series of studies by Joaquim
Puig-Antichm.sl and colleagues, New
York State Psychiatric Institute, indi-
cate that so-called “endogenous” depres-

sion, depressions that are biochemi-
cal in origin, can occur even in prepu-
bertal children. The studies show that
the same diagnostic techniques used for
adults, such as the Dexamethasone Sup-
pression Test (DST), described in part
two, can be useful in identifying such
depressions.m The studies further in-

dicate the possible effectiveness of

tricyclics for young children .31 More
recently, separate research teams head-
ed by Elva O. Poznanski, University of
Illinois at Chicago, and Douglas R. Rob-
bins, University of Michigan, reported
some success in using the DST to diag-

nose depression in age groups six to 12,
and 12 to 18 respectively.sz Their as yet
unpublished findkgs, reported in Sci-

ence Ne WS, were presented to a meeting

of the American Psychiatric Association
this year in New Orleans.

Bipolar disorder, or manic-depression,
is uncommon in adolescents and even
rarer in children.~ Nevertheless, there
has been an increasing number of in-
dividual case reports of bipolar disorder
in the young. It may well be that, at

present, manic- depression is seriously

underdiagnosed in adolescents. In about

one thiid of the cases, the onset of
manic-depression occurs in late adoles-
cence.~ And manic-depression is more
strongly associated with suicide than
depression afone, asserts Kay R,
Jamison, director, UCLA’s Affective Dis-

orders Clinic. “Student health centers
don’t look at manic-depression seriously

enough, ” says Jamkon, “and it’s tragic
because the illness is not too difficult to
diagnose and it’s very treatable.”ss

As with adults, young manic-depres-
sives are treated with lithium. However,
in a recent letter to the American Jour

na[ of Psychiatry, two physicians report-
ed the case of a 17-year-old boy on lithi-
um treatment who developed gastric ul-
cers, 36 The ulcers did not respond to ci-

metidine and did not go away until

lithium was discontinued. The physi-
cians call for more research to see if the
side effects of lithkm are more acute
for adolescents.~

Why do adolescents get depressed?
The literature offers many reasons. 1P
ving Ringdahl, University of Arkansas
Medicaf Center, views adolescent de
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pression as a consequence of develop-
ment. “The dramatic physiologic
changes that begin to appear at puberty,”
he writes, “coupled with society’s de-
mand for adult behavior, may threaten
the adolescent’s emotionaf mechanisms
and produce a state of turmoil.”lg

Klerrnan thinks social factors contnb-
ute to a rise in adolescent depression.
“In a Klghly indlvidualiitic society,” he
writes, “periods such as youth and ado-
lescence are characterized by rising ex-

pectations for personal achievement . . . .
Yet the likelihood of these being real-
ized may well decrease as our society
adapts to shrinking natural resources,
energy reserves, and overpopulation. “d

Other researchers look to the family
environment for an answer. Some feel

that the pressure of parental expecta-
tions might result in depression among
adolescents. jT Perhaps this explains the
finding that one in six college students
is “depressed” at any given time.~
Still, little is known about the influence
of family life on the psychological
health of adolescents. As J. Conrad
Schwarz, University of Connecticut,
and David C. Zuroff, Quinnipiac Col-
lege, Connecticut, wrote in the Journal

of Abnormai Psychology, “Despite the
conviction of most clinicians that the
family plays a crucial role in the
development of psychopathology, em-
pirical research has frequently found
nonsignificant or inconsistent relations
between family variables and pathol-
ogy.”39

Several authors write of the “alienation

of youth” as an etiological factor in
adolescent depression. Yet in their over-
view of research into adolescent suicides,

Jacquelin Greufing and Richard DeBlas-
sie, New Mexico State University, note
that during the time of campus unrest in
the late 1960s and early 1970s, the rate of
student suicides was lower than for non-

student young people. Moreover, those

students who were actively engaged in
“fighting the establishment” experienced
fewer suicides than their nonactivist
peers on campus. 14

Several studies have correlated drug
and alcohol abuse and other life threat-
ening behaviors with depression.@.dl
However, most authors regard these

behaviors as results of, and not the
causes of, depression. A recent study by
Stuart Kaplan and colleagues, Long
Island Jewish-Hillside Medical Center,

confirmed this correlation and offered
the following speculation: “Smoking
and overeating are socially acceptable
forms of suicide. They are seU-destruc-
tive, but culturally sanctioned.”41

While scientists have recently shifted

some focus to adolescent depression,
the tragedy of this disorder remains
unabated. Relatives and friends of a
depressed young person feel a sense of
helplessness in the face of such an iflu-
sive illness. Clearly more research needs
to be undertaken to find out the causes
and cures of adolescent depression.

Apart from the fact that the literature
m the subject of depression is vast,
n-en overwhelming, readers may won-

ier why I have devoted so much atten-
ion to this problem. I have told you
ibout its high incidence and the need
!or and opportunity for research break-
throughs. But the subject has a particu-
larly painful and personaf meaning for
ne. Just one year ago, my daughter
llsea committed suicide. I have tried to
“eflect upon her tragedy in a less per
onal way by examining what we do
mow about suicidal adolescents. In al-
ongthis,I may have failed to provide a
oud and clear message to those who
nay find themselves in a similar situa-
ion. When a chdd is suffering a suicidal
depression, parents and loved ones are

)ftentimes the least able to perceive the
:Iear and present danger. As is so often
he case, adolescent patients are ex-
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tremely clever in deceiving loved ones
into thinking everything is afl right. The

tragedy of Thea’s death was com-
pounded because there were incredible
human and technological failures in
communication.

If there is any advice to offer my
readers, it is th~: never trust your own
judgment or that of your child. Be sure
that you have taken advantage of the

best professional advice available to
confirm that your usually optimistic

judgment isn’t wishful thinking.

● ****

My thanks to Thomas Di Julia and

Pa&icia Helter for their help in the

prepamtion of this essay. Olwl tsl

REFERENCES

1. GmffeM E. What do we know about depression? Part 1: etiology.
Current Contents (19):5-12, 11 May 1981.

2. --------------- What do we know about depression? Part 2: diagnosis and treatment.

current Corstent$ (20):5-12, 18 May 1981.
3. Scfard@rbramh I G & RssakfnA, eds. Depression in childhood: diagnosis, treatment, and

conceptual models. Rockville, MD: National Institute of Mental Health, 197’7. 168 p.
DHBW publ. no. (ADM) 77-476.

4. K!erman G L. Age and clinical depression: today’s youth in the twenty-first century.
J. Gerontol. 31:31&23, 1976.

5. Twaa D. The epidemiology of major affective dmorders.
Amer. J. Psychother. 32:5-19, 1978.

6. %crmda S K, Katz M M, Friedman R J & Sdsuyler D. Special report: 197&the
depressive disorders. Washington, DC: US Government Printing Office, 1973.57 p.

7. Gssrlrmd B L The comparative frequency of depression in various adult age groups.
J. GerontoI. 31:283-92, 1976.

8. Wewlenkf D. Depression in the elderly. Can, Med. Ass. J. 122:525-32; 540, 1980.
9. Gtisdd E. Elect~oconvulsive therapy; malignant or maligned?

Current Contents (42):5-9, 15 October 1979.
10.

11.

12.

13.

14.
15.

16.
17.
18.

19.

Walrser I B. Depression in adolescence. (Flack F F & Draghi S C, eds. ) The nature and
treatment of depression. New York: Wiley, 1975. p. 99-117.

Wdssmrsrs M M & Kkwsmxn G L. Sex dtiferences and the epidemiology of depression.
Arch. Gen. Psychiat. 34:98-11 I, 1977.

Aldskd H S, Rosersdrtd R H, Resessthstf T L, Kaahgarfan M, KJsmsl M K & Psrsaatian V R.
Differentiation of primary affective illness from situational, symptomatic, and
secondary depressions. Arch. Gen. Psychiat. 36:635-43, 1979.

DessHouter K V. To silence one’s self: a brief analysis of the literature on adolescent
suicide. Child Welfare 60( 1):2-10, January 1981.

GreMWrg I W & DeBlede R R. Adolescent suicide. Adolescence 15:589-601, 1980.
Somem A R. Violence, teletilon and the health of American youth.

N. Eng[. J. Med. 294:811-7, 1976.
Teolen J M. Suicide in children and adolescents. A mer. J. Psych other. 29:3939-44, 1975.
Kaatrrer J. All my soul. Opem News 43(13):29-31, 3 February 1979.
Wfmskott D W. Adolescence: struggling through the doldrums. (Feinstein S C,

Giovacchini P L & Miller A A, eds. ) Adolescent psychiatry.
New York: Basic Books, 1971. p. W50.

Rfngdahf I C. Depressive reactions in children and adolescents.
Psychosomatic 21 :9S8, 1980.

162

/essays/v5p100y1981-82.pdf
/essays/v5p108y1981-82.pdf
/essays/v4p294y1979-80.pdf


20. Mezsicir A C & Mezsich J E. Symptomatology of depression in adolescence.
3. Personal. Assess, 43:26’7-75, 1979.

21. Fard K, Hudgerss R W & Weisrer A. Undiagnosed psychiatric illne~ in adolescents: a
prospective study and seven-year follow-up. Arch. Gets. Psychiat. 35:279-82, 1978.

22. American Psychiatric Associstioss, Task Force on Nomencieture & Stetisties.
Diagnostic and sta~istical manual of mental disorders,
Washington, DC: American Psychiatric Association, 1980.494 p.

23. Tookm J M. Depression in chfldren and adolescents.
Amer. J. Orthopsychiat. 32:404-15, 1962.

24. Cbiies J A, Mfiier M L & Cox G B. Depression in an adolescent delinquent population.
Arch. Gen. Psychiat. 37:1179-84, 1980.

25. Carison G A & CentwefJ D P. Unmasking masked depression in chddren and adolescents.
Amer. J. Psychiat. 137:445-9, 1980.

26. Lewfsssobss P M. The behavioral study and treatment of depression. (Hersen M,
Eisler R M & Miller P M, eds.) Progress in behavior modification.
New York: Academic Press, 1975. Vol. 1. p. 19-64.

27. Cytryn L, McKriew D H & Bsrsmey W E. Diagnosis of depression in children: a
reassessment. Amer. J. Psychiat, 137:22-5, 1980.

28. Mabier M S. On sadness and grief in infancy and childhood.
Psychoana[. Study Child, 16:332-51, 1%1.

29. Hertzig M. Telephone communication. 5 March 1981.
30. PuJg-Arstich J, Biau S, Mars N, GreersisEi L L & Cbsrmhers W. Prepubertai

major depressive disorder: a pilot study.
J. Amer. Acad. Child Psychtit. 17:695-707, 1978.

31. Pssig-Anrieh J, Perel J M, Lupatkin W, Chambers W J, Shea C, Tabrizi M A & !Miier R L.
Plasma levels of imipramine (IMI) and desmethyliiipramine (DMI) and clinical
response in prepubertal major depressive dizorder.
J. Amer. Acad. Child Psychiat. 18:61b27, 1979.

32. Trotter R J. DST: pinpointing depression. Sri. News 119(21):328, 23 May 1981.
33. Weismen A, Wefzman R, Tyesro S & Wijsesrbeek H. Bipolar depression

(manic-depressive disease) in early adolescence. Adolescence 14:617-20, 1979.
34. CdsosI G A, Davenport Y B & Jambon K. A comparison of outcome in adolescent- and

late-onset bipolar manic-depressive illness. Amer. J. Psychiat. 134:919-22, 1977.
35. Jamteon K OR.Telephone communication. 29 May 1981.
36. Mattsson A & seltzer R L. Lithium carbonate and gastric ulcer.

Amer. J. Psychiat. 138( 1):124, January 1981.
37. Arfetf S & Bempomd J. Severe and mild depression: the psychothempeutic approach.

New York: Basic Books, t978. 453 p.
38. Oliver J M & Burkham R. Depression in university students: duration, relation to

calendar time, prevalence, and demographic correlates.
J. Abnormal PsychoL 88:667-70, i979.

39. Schwars J C & Zuroii D C. Family structure and depression in female college students:
effects of parental conflict, decision-making power, and inconsistency of love.
J. Abnormal Psychol. 88:398-406, 1979.

40. Dorrss W & Senay E C. Depression, demographic dmensions, and drug abuse.
Amer. J. Psychiar. 137:699-704, 1980.

41. K@en S L, Nussbassm M, Skomorowsky P, Shessker I R & Ramsey P. Health habits and
depression in adolescence. J. Youth Adolescence 9:299-304, 1980.

163


	157b: 
	157a: Essays of an Information Scientist, Vol:5, p.157-163, 1981-82     Current Contents, #27, p.5-11, July 6, 1981


