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Depression can be defined as a syndrome of abnormally dejected mood, persistent over time that interferes with daily functioning (Coleman p.116, 1986).  The current belief on childhood and adolescent depression is that children exhibit depressive symptoms paralleling those in adults.  Teachers of behavior disordered students will undoubtedly encounter depressed students and should be aware that depression may significantly affect the way these students function in their daily activities.  This paper defines depression and examines diagnosis, characteristics and symptoms, etiology and development, assessment procedures, and treatment teachers, parents, and clinicians can use when working with depressed children and adolescents.  

Research on childhood and adolescent depression has only recently been looked at among individuals of the mental health community.  Psychoanalytic views are one of the main reasons for delays in this area of study.  The Psychodynamic view is based on the belief that depression as a clinical disorder does not exist in children.  According to this theory, depression is a disorder that exists in a well-developed superego in which the real and ideal self are in conflict with one another (Schultz & Schultz, 2000).  Because it is believed that the superego does not mature until an individual is well into adolescents, the appearance of full clinical depression in childhood is nonexistent (Witt, Elliott, & Gresham, 1988). 

Other theorists hold the view that depression can exist in children, but that its manifestations differ significantly from adult depression.  This particular belief is called 
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masked depression in which depression is manifest in several different ways than that of adults.  There is also the belief that depression emerges as a part of normal development.  This view states that there are characteristics of depression such as tantrums and fears that are common over the course of childhood (Lapouse, 1966).  Finally, some theorists believe childhood and adolescent depression is a syndrome or disorder.  This position is adopted in current psychiatric diagnosis and criteria for childhood and adolescent depression and has been applied in the Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R).  

There has been overwhelming evidence to support that depression exists in both children and adolescents and is a reason why their daily functioning is affected.  Some symptoms might include low self-esteem, decreased energy level, as well as lack of interest in school activities and work.  It then becomes essential for educators to have an understanding of what these symptoms are and ways to help these particular individuals.  

Diagnosis of Depression

There has been several different criteria set up to identify children and adolescents with depression.  The Feighner Criteria was established in the early 1970s by researchers at Washington University who published diagnostic criteria for use in adult psychiatric research (Feighner, et al., 1972).  This criterion was designed to specify symptoms for diagnosing certain disorders.  Later, the Feighner Criteria was expanded into the Research Diagnostic Criteria (RDC), which encompassed a wider range of disorders.  The Feighner Criteria, along with the Research Diagnostic Criteria, served as a model in helping to develop the most widely used criteria among researchers and teachers, Diagnostic and Statistical Manual of Mental Disorders III and Diagnostic and Statistical Manual of Mental Disorders IV (DSM-III-R and DSM-IV) (Witt, et al., 1988).  

DSM-III-R provides three primary diagnostic categories of depressive disorders.  These three categories include: major depression, dysthymic disorder, and atypical depression.  Furthermore, these categories differ in number, duration of the symptoms, and severity with major depression being the most severe and atypical depression being the least severe.  Major depression includes prominent and persistent dysphoric mood or loss of interest and pleasure in usual activities (Coleman p.117, 1986).  Dysphoric mood includes symptoms of being sad, low and irritable.  In addition, individuals must posses four of the following symptoms for at least two weeks: change in appetite or weight, insomnia or too much sleep, psychomotor agitation or retardation, loss of interest or pleasure in usual activities, loss of energy, feelings of worthlessness, inability to concentrate, and recurrent thoughts of death (American Psychiatric Association, 1987).

The Weinberg Criteria have also been used in identifying children and adolescents with depression.  These criteria indicate that multiple symptoms can be considered for depression as a disorder.  Children who meet the Weinberg Criteria tend to have other 
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psychiatric diagnosis, which is unlike DSM-III-R and DSM-IV that contains of specific symptom criteria for depression.  The Weinberg Criteria, in comparison to DSM-III-R and DSM-IV, is less selective for reaching a depression diagnosis and requires fewer number of symptoms to be counted as signs of depression.  Furthermore, the Weinberg Criteria is not exclusive and major depression might be diagnosed in cases where another disorder might be present (Witt et al., 1988).  

The most recent criteria that has been established is the Diagnostic and Statistical Manual of Mental Disorders in 1994 (DSM-IV).  According to DSM-IV, five out of nine depressive symptoms must be present, one of which must be depressed mood or loss of interest or pleasure, for at least two weeks in order to receive a diagnosis of Major Depressive Disorder (American Psychiatric Association, 1994).  Similar symptoms are included in both the Weinberg Criteria and Research Diagnostic Criteria (Watson & Robinson, 1998).

Educators face a major task of distinguishing whether a child's characteristics fulfill these criteria and whether the student should be referred for special treatment or if these characteristics are due to some other cause.  In order for symptoms to have any significance teachers should make sure that a change in behavior has occurred.  Many times children are moody and unexcited about activities.  However, this is not the only criterion for referring children for special help.  Secondly, teachers should look for consistency in this behavior.  In order for depression to be considered, teachers must acknowledge the length of time these symptoms occur.  If the symptoms are periodic and short-lived, then depression should not be considered as a factor.  It is also important that teachers are aware of whether a student can identify specific events that account for his or her change in mood.  Finally, teachers and educators should focus on the affect this behavior has on daily functioning (Witt, et al., 1988).  It is important to look for signs of changes in school performance, attendance, and participation in school activities in order for referral to special services to be warranted.

Characteristics and Symptoms

Depressive symptoms fall under four major categories: emotional and affective symptoms, cognitive symptoms, motivational symptoms, and physical symptoms.  Emotional and affective symptoms include dysphoric mood and inability to experience enjoyment in previously pleasing activities (Coleman, 1986).  For example, a child would have emotional or affective symptoms if he or she experienced excessive crying or was unable to respond to humor.

Children and adolescents that are identified as having cognitive symptoms are those individuals that negatively evaluate themselves or have feelings of guilt and hopelessness.  Negative self-evaluation includes those students who do not like 
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themselves or often blame themselves for things.  Guilt can also be linked to one's self-evaluation because depressed children often blame themselves for things they do not do right (Coleman, 1986).  Hopelessness characterizes those individuals that see no hope in their future and that things will not look better for them.

Motivational and Physical symptoms are two other categories to describe depressed individuals.  Motivational symptoms range from social withdrawal to feelings of suicide.  Children who are depressed tend to avoid social interactions and often face feelings of worthlessness.  Physical symptoms include chronic fatigue, low energy levels, sleep disorders, changes in appetite, and psychomotor agitation or retardation (Coleman, 1986). 

Etiology of Child and Adolescent Depression

Identification of the causes of depression are not yet established.  However, there are a number of models and theories to how depression is developed.  These theories are derived from preexisting adult models and include both psychosocial and biological views on depression.  The psychosocial models include psychoanalytic, behavioral, cognitive, and socioenvironmental views.  On the other hand, the biological models include biochemical and genetic views.

The psychoanalytic view is based on Freud's beliefs, which emphasized the unsatisfied libidinal strivings.  For example, if a child desired a particular object, but is unable to obtain it, the child will then experience feelings of depression (Schultz & Schultz, 2000).  The child's identification with the parent as well as self-criticism and rejection are also an essential part of this particular theory.  Furthermore, this view attributes depression to experiences in childhood.  Unfortunately, these views are primarily theoretical and lack a great deal of research (Coleman, 1986).  

The behavioral view states that symptoms of depression are considered to result from problems in interacting with the environment.  Lewisohn (1974) offered a model of depression in which depression develops when individuals fail to receive positive reinforcement from social interactions with others (Watson & Robinson, 1998).  Furthermore, Lewisohn states that the amount of positive reinforcement received by an individual is based not only on the amount of reinforcement that is available, but the individual's skill at eliciting it.  This model also expresses that individuals that receive a low rate of positive reinforcement for their social behaviors, will become increasingly more passive and non responsive.  This lack of positive reinforcement will ultimately lead to dysphoric mood (Coleman, 1986).

Rehm (1977) also proposed a behavioral model for self-control of depression which focuses on the individual's maladaptive self-regulatory processes in coping with stress.  Rehm felt that depressed individuals had deficits in self-regulating monitoring, 
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evaluating, and reinforcing behaviors.  Furthermore, these individuals tended to focus on negative events, set overly stringent criteria for evaluating their performance, and administered little reinforcement to themselves.  This particular model reflects some of Lewisnsohn's beliefs as it focuses on the idea that reduced activity and lack of reinforcement are correlated to helplessness and depression (Rehm, 1977). 

The next psychosocial model is the cognitive view.  The cognitive and behavioral views are often hard to distinguish because they rely on similar constructs and treatment procedures that often overlap (Witt, et al., 1988).  The two major theorists that contribute to the cognitive view are Seligman and Beck.  Seligman's original model discusses how people displaying depressive symptoms attribute negative events to internal, stable, and global factors, whereas positive factors are attributed to external and specific factors (Watson & Robinson, 1998).  There are also three factors that contribute to this helplessness model: ì1. Did the individuals behavior result in an outcome, 2. Will the cause of the outcome always exists, and 3. Did the cause affect all areas of specific outcome (Watson & Robinson p.398, 1998).  

On the other hand, Beck's cognitive model of depression is based upon three related concepts: the negative cognitive triad, negative schemata, and cognitive distortions.  The negative cognitive triad refers to the depressed persons perception of the self, world, and future.  On the other hand, a negative schema refers to an individual's stable thought patterns of these same three elements.  Furthermore, the cognitive distortion is based upon the idea that depressed individuals fail to process information that is incongruent with their negative self-schemata (Beck, 1976).  In summary, Beck's model states that depression develops as the individual moves from realistic self-appraisal to self-devaluing, to a positive appraisal of the environment to a negative one, and from hopeful appraisal of the future to feelings of hopelessness.  

The final view of the psychosocial model is the socioenvironmental view.  This view focuses on the life events that may influence the emergence of symptoms of depression.  Research supports the idea that many individuals expressing depressive symptoms often report that stressful life experiences have lead to these symptoms.  For example, many individuals often face feelings of hopelessness and risk suicide after a stressful life event.  Research has also been done to show that stressful events appear to precede the onset of depressive symptoms (Brown, Harris, & Peto, 1973).

The two biological views on depression are the biochemical view and the genetic view.  In the biochemical view theorists focus mostly on chemicals in the brain (neurotransmitters) that facilitate transmission of neural impulses.  The two most frequently targeted neurotransmitters are nonrepinephrine and serotonin (Coleman, 1986).  Many researchers feel these two chemicals affect depressive symptoms in individuals.  Believers of this view also feel that affective disorders such as depression 
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are characterized by a deficit due to excess neurotransmitters or an imbalance of neurotransmitters.  Furthermore, neurotransmitters such as noradrenaline, serotonin, acetylcholine, which have been implicated in depressive disorders, regulate the sorts of neuroendocrine agents that control pituitary control (Witt, et al., 1988).  Deficiencies in these neurotransmitters would be reflected in deficiencies in hormonal responses.  This implies that individuals experiencing these deficiencies might show a change in behavior such as disturbances in mood, sleep, mood, and activity.

The genetic view is also an important view because it states that close relatives of persons with major depression are more likely to have the depressive disorder than are unrelated persons (Watson & Robinson, 1998).  Research has shown that parents who are depressed are more likely than non depressed parents to have children with depressed symptoms (Brody & Forehand, 1986).  Furthermore, researchers Weissman, Fendrich, Warner, and Wickramaratne (1992) found that more than 50% of children of depressed parents were diagnosed with depression before the age of twenty.  Studies have also shown that depressed children also regard their families as being more negative and spend less time doing recreational activities when compared with normal individuals their age.  

The psychosocial and biological model are only two of the many models that have been developed regarding depression in children and adolescents.  There have been many theories that hold very different views than these two models, while other theorist present a more specific view within these particular models.  Studies on the characteristics of children and possible etiological models that these characteristics support have only begun to be looked at in the past few decades and still need extensive research before any one model can be accepted.  

Assessment

There are a number of assessment tools available to assist in both diagnosing and estimating the severity and duration of different symptoms.  The three primary measures are interviews, rating scales, and behavioral observations.  However, there are several alternative methods such as Rorschach Test, Thematic Apperception Test, and Draw-Person Test that have also been used to assess childhood and adolescent depression.  

The parent interviews are extremely important because parents can provide crucial information in identifying depressive symptoms in children.  Parents are also a good source of information because they can usually describe the child's behavior across a variety of settings and situations.  Parent interviews begin by gathering general information regarding social, medical, and academic history (Watson & Robinson, 1998).  Questions are then asked about when the depressive behavior was first noticed and in what situation the behavior occurs.  The interview will also consist of a set of questions about the child's activity level, appetite, and sleep patterns.
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It is also very important to use self-report methods because many times depressive symptoms are not easily observed.  However, one should take caution when using these measures because there are major concerns about a child's willingness and capability to report his or her depressive symptoms.  One of the most effective self-report methods is the Schedule for Affective Disorders and Schizophrenia (Chambers et al., 1985).  In this particular assessment measure the child is involved in an unstructured interview followed by a structured portions where the child is asked about the duration and severity of the behavior (Witt, et al., 1988).  This measurement is given separately to the parent and then the child.  The discrepancies are then resolved to reach a consensus on the specific symptoms the subject might have according to the Diagnostic and Statistical Manual of Mental Disorders.  

The most widely used self-report measure is the Children's Depression Inventory (Kovacs & Beck, 1977), which consists of items addressing cognitive, affective, and behavioral signs of depression.  In this interview the child is asked to select one of the three alternatives for each items that applies to them in the last two weeks.  For example, a child may be asked to select from the following alternatives: I feel like crying everyday, I feel like crying once and awhile, I feel like crying many days (Witt, et al., 1988).  At the end of the assessment procedure one should be able to identify the severity of the depressive symptoms.  This is an especially effective procedure to use because it provides a high internal consistency and moderate to high test-retest reliability.

The Self-Rating Scale (Birleson, 1981), Modified Zung (Lefkowitz & Tesiny, 1980), and the Face Valid Depression Scale for Adolescents (Mezzich & Mezzich, 1979) have also been used as self-report measures to determine the severity of a child's depressive disorders.  The Self-Rating Scale consists of 18 items that is scored on a three-point scale.  The Modified Zung measurement is structured in a yes/no format to identify the presence or absence of depressive symptoms.  This particular measurement was revised from an adult scale in which the number of items were reduced and reworded.  The Face Valid Depression Scale for Adolescents contains 35 items and is scored on a 0 to 1 scale of true/false questions that characterize the respondent.  Other self-report measures that have been used, but lack a great deal of research are The Interview Schedule for Children, The Child Assessment Schedule, and The Diagnostic Interview for Children.
Rating scales can also be used as an assessment tool to gain information about the severity and duration of a child or adolescent's depressive symptoms.  These assessment procedures can be used by both adults and peers in helping to identify a child's depressive symptoms.  Rating scales by adults refers primarily to parents and teachers who are asked to evaluate the child's depression.  Some of the measures included in the rating scales for adults are the Personality Inventory for Children, Children's Depression Inventory, and the Children's Depression Rating Scale.
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The Personality Inventory for Children is a parent-rated scale that includes multiple areas of child dysfunction (Wirt, Lachar, Klinedinst, & Seat, 1977).  The second type of measure is the Children's Depression Inventory (Kovacs & Beck, 1977), which are altered for the parent or adult to make sure the child's depression is properly evaluated.  For example, many times parents or teachers are asked to complete the Children's Depression Inventory for the child.  However, probably the most effective procedure is to use both the parent and child's responses as direct comparisons and then evaluate the correspondence of responses.  The third type of measure is the Children's Depression Rating Scale (Poznanski, Cook, & Carroll, 1979), which consists of 17 items concerning depression, each of which is rated on a scale for severity of dysfunction.

Peer rating scales are also used as an effective measuring tool because peers are able to observe one another across a wide range of settings and for a long period of time.  The primary peer-based measurement is the Peer Nomination Inventory for Depression (Lefkowitz & Tesiny, 1980).  This measurement is concerned with context of the group evaluation (e.g. friend group or class group) and the different characteristic of the child.  The Peer Nomination Inventory for Depression consists of 20 items in which children are asked several different questions such as Who plays alone.  Each child nominates other children for each question and then the child's own score refers to the total sum of nominations he or she received from other peers.  

Many symptoms of depression refer to observable behavior such as diminished motor activity, slowed speech, and sad facial expressions.  For this reason it is important to conduct direct observation measurement to assess the severity of depressive symptoms.  Direct observation allows one to determine whether the parent and child's reports of the problem were accurate.  In addition to observations in the natural setting of the subject, clinical observations and parent interaction observation are also used.  

There have been several studies that have used this method of direct observation in order to obtain data on depressed children and adolescents.  In one study nonverbal behaviors were assessed during an interview session in which eye contact, bodily movement, gestures, and frowning were assessed (Kazdin, Sherick, Esveldt-Dawson, & Rancurello, 1985).  Direct observation was also used with inpatient children, ages 8-13 years of age.  In this particular study researchers focused on behaviors that occurred during fee-time periods over the course of the week.  The behaviors observed were put into three categories: social activity, solitary behavior, affect-related expression (Kazdin, Esveldt-Dawson, Sherick, & Colbus, 1985).  Both studies indicated the presence of depressed symptoms in early childhood and in adolescents.

One should also note that there are several concerns with using these different assessment procedures.  One major concern is a subjects ability to truly be objective about his or her behavior when participating in a self-report measurement.  Another major 
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issue with assessment measures is that often times reports from parents and teachers do not correlate with the subjects report.  It then becomes an issue of whether or not to believe the subject or the parent.  Furthermore, it is important to know that many of these procedures still need to undergo extensive amounts of research.  Children's Depression Inventory has been frequently evaluated in many contexts (Witt, Elliott, & Gresham, 1988).  However, the bulk of the other measurement procedures need to be looked at in further detail.  

Treatments

Many therapies have been evaluated for the treatment of depression in adults.  Some of these procedures have begun to extend into childhood and adolescents.  Psychotherapy, medication, and school-based intervention are the most widely used treatment for children and adolescents today.

Psychotherapy is a technique that is usually used for mildly depressed individuals.  Cognitive therapy as well as behaviorally oriented treatment are two of the most effective psychotherapy models.  Behaviorally oriented treatment focuses on increasing the pleasant or rewarding activities of depressed persons.  This treatment requires patients to monitor their daily activities, to increase activities that are reinforcing, and to decrease activities that are aversive (Witt, Elliott, & Gresham, 1988).  It should be noted that psychotherapy is usually used with mild cases of depression while more severe cases use medication to help mediate depressive symptoms (Coleman, 1986).

There have been several research studies that have focused on using the behavioral, cognitive, and cognitive-behavior treatments.  One particular study by McLean (1981) used the behavioral technique to alter six skill areas.  The specific skills that were altered were verbal communication, behavioral productivity, social interaction, assertive behavior, decision making and problem solving, and self-control.  This particular study, along with Calpin's (1978) and Molickís (1982) study, revealed that treatment based on skill development improves depression (Calpin & Cinciripini, 1978; Molick & Pinkston, 1982).

Another study by Reynolds and Coats (1985) compared cognitive-behavioral treatment with relaxation treatment among depressed adolescents.  In this study treatment of both techniques were provided in 10-minute session that lasted over a 5-week period.  The cognitive-behavioral treatment group received training that focused on cognitive and behavioral models, while the relaxation treatment group received relaxation training and were assigned to practice these techniques for homework.  The results indicated that both techniques were successful in the reduction of depression after a 5-week period (Reynolds & Coats, 1985).  

Medication therapy is another alternative for children suffering from depression.  Many 
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of the medications that have been used for adults have begun to be applied to children with depression including imipramine, Desipramine, amitriptyline, and many other antidepressants (Witt, et al., 1988).  However, antidepressants have been under a great deal of research and have raised concerns about the negative effects of these drugs.  Further research needs to be done on the use of different antidepressants in hopes of finding a medication that has few side effects and only requires individuals to take them in small doses.

Many studies have also been conducted concerning the effects of many of these medications.  In one study done on imipramine, some individuals were given imipramine to reduce depression, while the control group was given a placebo drug to compare imipramine's effect on depression to that of the placebo drug (Puig-Antich & Weston, 1983).  The results of this study indicated that imipramine and the placebo yielded similar effects in the treatment of childhood depression.  This same study also looked at the relationship these drugs had to the plasma level of imipramine.  Subjects with higher levels of plasma showed 100% response to treatment whereas those with lower levels showed only a 33% response.  These results suggested that treatment effects are also dependent on a steady plasma level.   

Finally, school-based interventions can be used to treat children and adolescents suffering from depression.  For example, Butler (1980) compared social skills combined with problem solving to a cognitive restructuring approach with upper elementary children and discovered that both groups improved on self-report measure of depression as compared to the control group (Butler, Miezits, Friedman, & Cole, 1980).  Other studies have been done in comparing a cognitive-behavioral approach to relaxation training in adolescents and found that both groups significantly improved over the control group on self-report measures of depression.  

Conclusions

Although there is a lack of extensive research on childhood and adolescent depression, research done on adult depression provides a great starting point to help individuals learn more about this disorder.  To date, many studies have shown important consistencies between adults and children cognitive processes, biological characteristics, and other areas of depression.  The study on childhood and adolescent depression has revealed many implication such as the clear dysfunction among children that goes beyond the occasional sadness that is present in everyday life.  Through this identification of depression in children, it also becomes extremely important to be aware of the different assessment procedures and interventions that can be used.

The research on childhood and adolescent depression also has many implications for teachers.  Teachers that are dealing with behavior disordered students will certainly encounter individuals with depressive disorders and should be aware that depression can 
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be under diagnosed.  The possibility that other disorders can exist along with depression makes it even more difficult to accurately diagnosis depressed children and adolescents.  Furthermore, even though depressive symptoms may include symptoms that can be easily observed such as agitation or aggression, there are also many internal symptoms that are more difficult for teachers to discover.  These particular internal characteristics will most likely be manifested in a student's lack of social interaction and inability to complete schoolwork.

Teachers should also be aware and active in their students treatment procedures.  For example, teachers should know the different medications students are taking to reduce their depression and should contact the students physicians regarding possible side-effects.  For those students receiving counseling or psychotherapy, the teacher should make it a priority to contact the students therapists or counselors to make sure that he or she is consistent in reinforcing the appropriate behaviors as indicated by these professionals.  Furthermore, teachers might want to work together with social workers, psychologists, and counselors in teaching social skills and cognitive techniques to the depressed child or adolescent.

It is also important that parents and teachers pay special attention to the behavior of their children and students.  Many times behaviors that are assumed to be related to different mood swings, may actually be related to depressive symptoms.  If it is evident that a child is depressed or irritable most of the day, experiences loss of energy, becomes aggressive, or any other symptoms correlated to depression, then it becomes essential that parents and educators take the proper precautions to get the child the best help necessary.  Furthermore, it is essential that both the school and home become active in the child's treatment procedures.  By working together, it is easier to address the child's needs and to reduce his or her depression.  Although there is no cure for depression, with continuous research of assessment measurements and treatment new discoveries will hopefully be made to find ways to alleviate the constant struggles depressed children and adolescents face on a daily basis.  
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