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Introduction

Major depressive disorder is a common mental health 
problem in children and adolescents worldwide [1], but often 
unrecognised. The incidence and prevalence of depression in 
children and adolescents are on a rise over last few decades 
due to a competitive environment, burden of expectations of 
parents and teachers, peer pressure, etc. Major depressive 
disorder is a serious illness that can affect nearly every part 
of a young person’s life and signifi cantly impact his or her 
family. Depression is not always easy to be diagnosed in 
children. In children, symptoms of depression are often hidden 
by other behavioural and physical complaints. There may be 
comorbid psychiatric conditions associated which can further 
complicate diagnosis and management. Long-term negative 
consequences include  poor academic performance, impaired 
social functioning, suicidal behaviour, homicidal ideation, and 
alcohol/substance abuse [2]. Therefore, early identifi cation and 
management of depression among children are very important. 
With proper management, most children can get back on track 
with their lives. The goal of this review is to the understand the 
clinically relevant information about major depressive disorder 
in children and adolescents. The text will be divided into 

prevalence and risk factors, evaluation, early diagnosis and 
available treatment options. It is also mentioned that this is 
not a study involving clinical decision-making, but a collection 
of information about the importance of understanding major 
depressive disorder in children and adolescents.

Prevalence and risk factors

In terms of epidemiology, different studies which have 
evaluated the prevalence of depression in children and 
adolescents suggest that the prevalence varies according to the 
different age groups. Prevalence for infants vary from 0.5% 
to 3% in clinic setting, whereas in preschool children, the 
prevalence rate for major depression (1.4%) [3]. Studies done 
in community settings suggest the prevalence of depression in 
children to ranges from 0.4% to 2.5% and among adolescents 
to be from 0.4% to 8.3% [4]. Lifetime prevalence through 
adolescence is reported as high as 20% [4]. Prior to puberty, 
depression is known to have equal gender representation; 
however, among adolescents, the male: female ratio is 1:2. 
Children who suffer from major depression are likely to have a 
family history of the disorder.   Studies have shown that certain 
children have risk factors in their lives which could predispose 
them to depression or "trigger" depression. Some of the 

Abstract

Major depressive disorder is a substantial health problem that affects people of all ages. Researchers have estimated that 2-6% of children and adolescents in the 
community suffer from depression. Major depressive disorder in children and adolescents is a chronic and relapsing condition, which does not remits spontaneously. A 
major proportion of depression in children and adolescents remains underdiagnosed and undertreated. Children with depression cannot just snap out of it on their own. If 
left untreated, depression in children and adolescents can lead to school failure, conduct disorder, anorexia and bulimia, school phobia, panic attacks, substance abuse, 
or even suicide. Depression in adolescents substantially heightens the risk of suicide. Hence, there is a need to identify and treat the same at the earliest to reduce its 
long-term negative consequences. 

Review Article

A narrative review of major 
depressive disorder in children 
and adolescents
Pratibha Gehlawat1 and Virender Kumar Gehlawat2 
1Assistant Professor, Department of Psychiatry, All India Institute of Medical Sciences- Jodhpur, 

Rajasthan, India 

2Associate Professor, Department of Paediatrics, Pt. B D Sharma, UHS, Rohtak, Haryana, India

Received: 07 March, 2020
Accepted: 05 May, 2020
Published: 06 May, 2020

*Corresponding author: Dr Pratibha Gehlawat, As-
sistant Professor, Department of Psychiatry, All India 
Institute of Medical Sciences, Jodhpur-342005 Rajast-
han, India, Tel: +91 9671615649; 
E-mail:   

Keywords: Major depressive disorder; Children; 
Adolescents

https://www.peertechz.com



020

https://www.peertechz.com/journals/archives-of-depression-and-anxiety

Citation: Gehlawat P, Gehlawat VK (2020) A narrative review of major depressive disorder in children and adolescents. Arch Depress Anxiety 6(1): 019-022. 
DOI: https://dx.doi.org/10.17352/2455-5460.000046

recognized risk factors are stress, cigarette smoking,  loss of 
a parent or loved one, break-up of a romantic relationship, 
attention, conduct, or learning disorders, chronic illnesses,  
abuse or neglect and other trauma including natural disasters 
[3,4].

Evaluation and diagnosis

According to Diagnostic and Statistical Manual, fi fth 
revision (DSM-5) [5], depression is diagnosed in children and 
adolescents by using the same diagnostic criteria, as used for 
other age groups. The DSM-5 suggests that the criteria of 
“presence of depressed mood” can be replaced by “irritable 
mood” in children and adolescents [5]. The diagnosis of 
persistent depressive disorder (equivalent of dysthymia) 
requires duration of 1 year in contrast to the 2-year duration 
required for adults [5]. However, it is considered that the criteria 
given in the DSM do not address the developmental variations 
in symptom manifestations, and hence it is required to modify 
the criteria to pick up depression in children. It usually takes 
more time to diagnose major depression in children than in 
adults. The diagnostic process includes interviews of parents 
and the child. Parents are more likely to report outward signs 
of depression, while the child may be more aware of inward 
signs. But children and adolescents with depression may 
have diffi culty in properly identifying and describing their 
internal emotional or mood states. For example, instead of 
communicating how bad they feel, they may act out and be 
irritable toward others, which may be interpreted simply as 
misbehaviour or disobedience. Research has also found that 
parents are even less likely to identify major depression in their 
adolescents than are the adolescents themselves. Sometimes a 
parent's report is skewed by the parent's own agenda, hence, 
school and other outside reports are useful.

Characteristics of depression, according to present nosological 
system, that usually occur in children, adolescents, and adults include 
[6,7]:

• Persistent sad and irritable mood

• Loss of interest or pleasure in activities once enjoyed

• Signifi cant change in appetite and body weight

• Diffi culty sleeping or oversleeping

• Physical signs of agitation or excessive lethargy and 
loss of energy

• Feelings of worthlessness or inappropriate guilt

• Diffi culty concentrating

• Recurrent thoughts of death or suicide

Characteristics of childhood depression [6,7]: The way 
symptoms are expressed varies with the developmental level 
of the youngster.

Symptoms associated with depression more commonly in 
children and adolescents than in adults include:

• Frequent vague, nonspecifi c physical complaints 
(headaches, stomach aches)

• Frequent absences from school or unusually poor school 
performance, School refusal or excessive separation 
anxiety

• Outbursts of shouting, complaining, unexplained 
irritability, or crying

• Chronic boredom or apathy

• Lack of interest in playing with friends

• Alcohol or drug abuse

• Withdrawal, social isolation, and poor communication

• Excessive fear of or preoccupation with death

• Extreme sensitivity to rejection or failure

• Unusual temper tantrums, defi ance, or oppositional 
behavior

• Reckless behaviour

• Diffi culty maintaining relationships

• Regression (acting babyish, resumption of wetting or 
soiling after toilet training)

• Increased risk-taking behavior

If several of the above characteristics are present, it is a 
cause for concern and may suggest the need for professional 
evaluation for depressive episode in children.

Assessment of comorbidities

It is well known that comorbidity is a rule rather than the 
exception in children and adolescents with depression. The 
common psychiatric comorbid conditions include anxiety 
disorders, substance use disorder, personality disorder, 
conduct disorder, oppositional defi ant disorder, Attention-
Defi cit Hyperkinetic Disorder (ADHD), and dissociative/
conversion disorder. Hence, a detailed evaluation of children 
and adolescents with depression should be done for comorbid 
psychiatric conditions [8]. Depression may be attributed 
to various physical illnesses, therefore, a through physical 
examination must be carried out in all children and adolescents 
presenting with depressive features. In case any physical 
illness is suspected, help of pediatrician and other specialist 
can be taken.

Children and adolescents with depression are at signifi cantly 
increased suicidal risk [9]. Therefore, assessment of children 
and adolescents with depression include the assessment 
of suicidal risk. The risk of suicidal behaviour should not be 
underestimated. Children must be asked about the presence of 
suicidal ideation, specifi c plans for self-injury, and any history 
of actual self-harm or overt threats or gestures [9].
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Hence, a comprehensive assessment of children and 
adolescents presenting with depressive symptoms should be 
done including the psychosocial evaluation of family discord 
and family psychopathology for the proper management.

Treatment

A large number of strategies have been developed for 
the treatment of depression. Many of these approaches can 
be implemented individually, in groups, or family therapy 
environment. Treatment options for the management of 
depression in children and adolescents include psychotherapies, 
antidepressants, Electroconvulsive Therapy (ECT), and 
other somatic treatments such as repetitive transcranial 
magnetic stimulation (rTMS) [10]. The management should 
be multimodal. Patients as well as parents must be informed 
about the nature, course, and treatment of this disease. There 
is considerable evidence to suggest that interventions which 
emphasize treatment of the family, and not just the "identifi ed 
patient," are critical to positive treatment outcomes. Peer 
group approaches have been found to be effective for children. 
Play therapy has been found appropriate with younger children 
[10,11].

Different treatment methods that are used for depression 
are as follows:

1. Cognitive-Cognitive approaches utilize specifi c 
strategies designed to alter negatively-based 
cognitions. Depressed patients are trained to recognize 
the connections between their thoughts, feelings, 
and behavior; to monitor their negative thoughts; to 
challenge their negative thoughts with evidence; to 
substitute more reality-based interpretations for their 
usual interpretations; and to focus on new behaviors 
outside treatment [12]. 

2. Behavioral - Behavioral approaches designed to increase 
pleasant activities include several components such as 
self-monitoring of activities and mood; identifying 
positively reinforcing activities that are associated with 
positive feelings; increasing positive activities; and 
decreasing negative activities [11]. 

3. Social Skills - Social skills training consists of teaching 
children how to engage in several concrete behaviors 
with others. Initiating conversations, responding 
to others, refusing requests, making requests, etc. 
Children are provided with instructions, modeling by an 
individual or peer group, opportunities for role playing, 
and feedback. The object of this approach is to provide 
children with an ability to obtain reinforcement from 
others.

4. Self-Control - Self-control approaches are designed 
to provide the self-control strategies including self-
monitoring, self-evaluation, and self-reinforcement. 
Depressive symptoms are considered to be the result 
of defi cits from one or more areas and are refl ected in 
attending to negative events, setting unreasonable self-

evaluation criteria for performance, setting unrealistic 
expectations, providing insuffi cient reinforcement, and 
excessive self-punishment. 

5. Interpersonal - Interpersonal approaches focus on 
relationships, social adjustment, and mastery of social 
roles. Treatment usually includes non-judgmental 
exploration of feelings, elicitation and active questioning 
on the part of the therapist, refl ective listening, 
development of insight, exploration and discussion of 
emotionally laden issues, and direct advice. 

6. Medications - Effi cacy of many antidepressants has 
been evaluated in randomized controlled trials (RCTs) 
in children and adolescents. Antidepressants which 
have been evaluated in children and adolescents 
include imipramine, des-imipramine, clomipramine, 
nortriptyline, amitriptyline, fl uoxetine, paroxetine, 
escitalopram, sertraline, duloxetine, venlafaxine, 
nefazodone, and mirtazapine [13,14]. The studies 
concluded that only fl uoxetine was signifi cantly better 
than placebo [15,16]. The multicentric National Institute 
of Mental Health-funded study, i.e., Treating Adolescent 
Depression Study (TADS) [17], which compared the 
use of fl uoxetine alone, CBT alone, or combination 
of both, concluded that combination of CBT and 
fl uoxetine offered the highest treatment response rates 
followed by response rate to fl uoxetine alone. It is also 
documented that use of antidepressants is associated 
with an increased risk of suicidal behavior, compared to 
placebo [18]. 

Among the various antidepressants, the Food and Drug 
Administration (FDA) of United States has approved the use 
of fl uoxetine in children aged 8 years or above [15] and use 
of escitalopram in children aged 12 years or above [19,20]. 
One of the major controversies with respect to the use of 
antidepressants among children and adolescents is the risk of 
suicidal behavior. Therefore, the FDA has issued a black box 
warning against the use of antidepressants among children 
and adolescents. Accordingly, cautious approach need to 
be considered while using antidepressants among children 
and adolescents, and they must be closely monitored for any 
treatment-emergent suicidal behavior. 

Another important risk while using antidepressants among 
children and adolescents is medication-induced behavioral 
activation. It is characterized by the symptoms of irritability, 
agitated and aggressive behavior, anxiety symptoms, 
restlessness, hostility, akathisia, hypomania/mania, and 
emergence of psychotic symptoms. There antidepressant-
associated behavioral activation has been found to be associated 
with the use of higher doses of medications [17]. Hence, the 
children and adolescents receiving antidepressants must be 
closely monitored while starting antidepressant medication 
and during the period of change of doses of antidepressant 
medications. 

Medication should be considered as fi rst-line of management 
for children and adolescents with severe symptoms that 
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would prevent effective psychotherapy, those who are unable 
to undergo psychotherapy, those with psychosis, and those 
with chronic or recurrent episodes. Following remission of 
symptoms, continuation treatment with medication and/or 
psychotherapy for at least six to nine months is recommended, 
given the high risk of relapse and recurrence of depression. 
Discontinuation of medications, as appropriate, should be done 
gradually over a period of 6 weeks or longer [21,22].

Conclusion

It is concluded that children and adolescents should be 
screened for major depressive disorder if pervasive behavioural 
changes are observed by the family, friends and teachers. When 
a youngster screens positive, a comprehensive diagnostic 
evaluation by a mental health professional is warranted. The 
misconception regarding children that they can just get over 
depression should not be there. Also, one should keep in mind 
that children have to deal with peer acceptance, school life, 
and any pressures or expectations that their parents have. 
Therefore, children are more prone to suffer from depression. 
Therefore, early diagnosis and proper treatment of children 
with depression should be done incorporating family, friends 
and teachers to improve self-image and a fully functional 
happy life.
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