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Depressive and Bipolar Disorders
__________________________________________________________

Chapter Summary:

Mood disorders include major depressive disorder (MDD), persistent depressive disorder (P-DD), disruptive mood dysregulation disorder (DMDD) and bipolar disorder (BP). MDD requires the presence of a major depressive episode, which is marked by depressed or irritable mood most of the day for most days, diminished interest or pleasure in activities, changes in appetite or weight, sleep disturbances, psychomotor retardation or agitation, fatigue or loss of energy, feelings of worthlessness, inappropriate guilt, difficulty concentrating, and thoughts of death or suicide. Adolescent girls are more likely to be diagnosed than boys, but this difference does not exist prior to puberty. Common comorbid disorders include anxiety disorders, dysthymia, conduct problems, ADHD, and substance use disorder. P-DD is less severe, but more chronic than MDD, with the diagnostic requirement that the individual has a depressed or irritable mood most of the day, most days for at least 1 year. Associated characteristics of depressive disorders may include: impairments on tasks requiring attention, coordination, and speed, academic difficulties, cognitive disturbances, low self-esteem, social difficulties, poor relations with family, and suicidal ideation. Current research suggests that there are likely multiple pathways to the development of depression, including genetic factors, neurobiological processes, family/interpersonal relationship problems, stressful life events, cognitive factors, and difficulties with emotion regulation. A number of approaches can be taken in the treatment of depressive disorders, including psychosocial interventions, medications, and prevention. Cognitive-behavioral therapy and Interpersonal Psychotherapy for Adolescent Depression have been shown to be the most successful therapies to date in treating depression in young people. BP (bipolar disorder) is another mood disorder characterized by periods of abnormally elevated, expansive, or irritable mood, alternating with one or more major depressive episodes. Children with BP may display symptoms such as over-excitement, restlessness, agitation, sleeplessness, pressured speech, flight of ideas, sexual disinhibition, inflated self-esteem, and reckless behavior. There are several DSM-5 subtypes of BP (bipolar I, bipolar II, cyclothymic disorder, and other specified bipolar disorder) based on whether the individual displays a manic, hypomanic, or mixed episode. BP is very rare in young children, but the prevalence increases after puberty. BP affects males and females equally, however early-onset BP and manic symptoms are more common in boys. Common comorbid disorders include anxiety disorder, ADHD, conduct disorders, and substance abuse. Current research suggests that BP is likely caused by a genetic vulnerability in combination with environmental factors. Treatment of BP should be multimodal and include education of the patient and family about the illness, psychosocial interventions, and medication.
Learning Objectives: 

1. To provide an overview of mood disorders in children and adolescents 

2. To identify key features of major depressive disorder (MDD) in children and adolescents

3. To identify key features of persistent depressive disorder (P-DD) and explain how it is different from MDD 

4. To identify key features of disruptive mood dysregulation disorder (DMDD) and discuss its origin and controversy

5. To describe important characteristics associated with depressive disorders in young people

6. To provide an overview of each of the major theories of depression 

7. To identify the main hypothesized etiologies of depressive disorders and evidence which supports or refutes them

8. To describe empirically-supported psychosocial interventions and medications for treating children with depression

9. To identify key features of bipolar disorder (BP) in children and adolescents 

10. To outline the different subtypes of bipolar disorder and criteria for each 

11. To discuss etiology and treatment for children and adolescents who suffer from bipolar disorder 

Chapter Outline:

I. Overview of Mood Disorders

· A mood disorder (also called affective disorder) describes a disturbance in mood

· Children with mood disorders suffer from extreme, persistent, or poorly regulated emotional states

· Exaggerated and persistent feelings of sadness, sometimes accompanied by feelings of irritability, guilt, and shame

· Increased restlessness and agitation, reduced activity, slowed speech, excessive crying, reduction in social contact, and negative acts (e.g., verbal sarcasm, destructive behavior)

· Feelings of worthlessness and low self-esteem

· Self-critical and self-conscious thoughts, distorted reasoning, pessimistic views about the future, difficulty concentrating and remembering, and self-blame

· Disruptions in eating and sleeping, physical complaints, and loss of energy

II.
Depressive Disorders

A. History

1. In the past, it was mistakenly believed that depression did not exist in children in a form comparable to that in adults

2. We now know that children do experience depression, and that depression in children is not masked, but rather may be overlooked because it frequently co-occurs with other more visible disorders

B. Depression in Young People

1. Depression is one of the most disabling childhood disorders

2. Depression in young people is increasing and the age of onset is decreasing

C. Depression and Development

1. The way in which children express and experience depression changes with age

2. Depression in children under age 7 tends to be diffuse and less easily identified than depression in older children and adolescents

D. Anatomy of Depression 

1. It is important to distinguish between depression as a symptom, syndrome, and disorder

II. Major Depressive Disorder (MDD)

· Clinical diagnosis (DSM-5) requires the presence of a major depressive episode, which is suggested by:

· depressed mood/sadness most of the day, most days; in children and adolescents it may be more of an irritable mood

· diminished interest or pleasure in activities

· changes in appetite or weight

· sleep disturbances

· psychomotor retardation or agitation

· fatigue or loss of energy

· feelings of worthlessness or inappropriate guilt

· difficulty thinking or concentrating

· thoughts of death or suicidal ideation

· Diagnosis also requires the exclusion of prior manic episodes, organic causes, normal bereavement, and underlying thought disorders

· Symptoms must cause clinically significant impairment or distress

A. Prevalence

1. Between 2% and 8% of children ages 4 to 18

2. Rare among preschool and school-age children, but increases significantly by adolescence, where adult depression may originate; lifetime prevalence ranges from 10% to 20%

3. The increase in depression from preschool to elementary school is likely a reflection of the child’s growing self-awareness, cognitive capacity, verbal ability, and performance and social pressures, whereas the sharp increase in depression in adolescence appears to be a result of biological maturation

B. Comorbidity

1. As many as 90% of youth with MDD have one other disorder, and at least 50% have two or more other disorders

2. Most common comorbid disorders are anxiety disorders, dysthymia, conduct problems, ADHD, and substance use disorder

3. Most co-occurring disorders usually precede MDD and are likely to persist after the child is no longer depressed

C. Onset, Course, and Outcome

1. For first episode, age of onset usually between 13- 15 years

2. Average episode lasts 8 months, with almost all children eventually recovering; however, a majority of children experience recurrences

3. Those with onset prior to age 15 and a recurrent episode prior to age 20 display more severe, chronic, suicidal depression, more co-occurring anxiety and worse functioning at age 15 and poorer psychosocial outcomes at age 20.

4. Even after recovery, many children continue to show milder symptoms of depression and experience adjustment and health problems and chronic stress

5. Long-term outcomes are negative

D. Gender

1. Depression in preadolescent children is equally common in boys and girls ages 6-11 years; however, sex differences in specific symptoms that forecast later depression may be present by age 10, with girls reporting more symptoms than boys; the ratio of girls to boys is about 2:1 to 3:1 after puberty

2. Symptom presentation is quite similar for both sexes, however, the correlates of depression may differ for the sexes

3. Physiological, psychological, and social changes during adolescence may heighten the risk of depression in girls; interpersonal stress and lack of social support are salient aspects of depression in adolescent girls

4. Low birth rate has been found to predict depression in adolescent girls and these girls are especially vulnerable to adversity after puberty

5. Sex differences in depression may be rooted in biological differences in brain processes that regulate emotions

E. Ethnicity and Culture

1.
Few studies have examined ethnic or cultural differences in children and adolescents, however one study indicated that during the transition from adolescence to young adulthood depressive symptoms were highest for Hispanic and Asian teens and lowest for Whites, with African Americans in the middle
III. Persistent Depressive Disorder [P-DD] (Dysthymia)
· New category for DSM-5; combines the diagnoses of dysthymic disorder and chronic MDD.

· Depressed mood most of the day, most days, for at least 1 year; less severe but more chronic than MDD 

· In comparison to MDD, P-DD is associated with less anhedonia, social withdrawal, impaired concentration, death thoughts, and physical complaints, but more constant sadness, self-depreciation, low self-esteem, anxiety, irritability, anger and temper tantrums

· Children with both P-DD and MDD have “double depression”

A. Prevalence and Comorbidity

1. Rates of P-DD are lower than MDD; 1% of children and 5% of adolescents

2. Most common comorbid disorder is MDD

B. Onset, Course, and Outcome

1. Most common age of onset is 11-12 years (earlier than for MDD)

2. May be a precursor to MDD for some children (particularly for children with early-onset P-DD)

3. Average episode length of 2 to 5 years

4. Most youngsters recover, but are at high risk for developing other disorders, especially MDD, anxiety disorders, and conduct disorder

IV. Disruptive Mood Dysregulation Disorder (DMDD)

· Central feature is chronic, severe persistent irritability

· Irritability takes two forms: temper outbursts and irritable or angry mood

· Diagnosis cannot be made with ODD or bipolar disorder

· DMDD is a new category for DSM-5, and it has generated some controversy

· Research has shown that irritability can be a salient characteristic of mood, and not just a symptom

· In addition, some were concerned about children being diagnosed with bipolar disorder and medicated, due to their irritability

· Some people worry that it will be too hard to distinguish DMDD from ODD and other diagnoses

V. Associated Characteristics of Depressive Disorders

A. Intellectual and Academic Functioning

1. Interference with academic performance, but not necessarily related to specific intellectual deficits; may be associated with impairments on tasks requiring attention, coordination, and speed

B. Cognitive Biases and Disturbances

1. Cognitive disturbances, including feelings of worthlessness, negative beliefs, attributions of failure, self-critical automatic thoughts, depressive ruminative style, pessimistic outlook, hopelessness, and suicidal ideation

C. Negative Self-Esteem

1. Low or unstable self-esteem in almost all youngsters with depression

D. Social and Peer Problems

1. Social difficulties, including few close friendships, feelings of loneliness and isolation, social withdrawal, and ineffective styles of coping in social situations 

E. Family Problems

1. Poor relations and conflict with parents and siblings, who in turn may respond in a negative, dismissing, or harsh manner

F. Depression and Suicide

1. Suicidal thinking in most youngsters with depression, with as many as 33% actually attempting; suicide attempts are specific to depression, with 84% of all suicide attempts occurring for depressive disorders

VI. Theories of Depression

A. Psychodynamic 

1. Psychodynamic theories presume that depression results from the actual or symbolic loss of a love object, and view depression as the conversion of aggressive instinct into depressive affect

B. Attachment 

1. Attachment theory focuses on parental separation and disruption of a secure attachment bond as predisposing factors for depression

C. Behavioral 

1. Behavioral theories emphasize the importance of learning, environmental consequences, and skills and deficits in the onset and maintenance of depression; depression is related to a lack of response-contingent positive reinforcement

D. Cognitive 

1. Cognitive theories focus on the negative perceptual and attributional styles and beliefs associated with depressive symptoms (referred to as depressogenic cognitions)

a. Depression-prone individuals tend to make internal, stable, and global attributions

b. Beck’s cognitive model proposes that depressed individuals display information-processing biases, negative views about oneself, the world, and the future (the negative cognitive triad), and have negative cognitive schemata 

E. Other Theories

1. Self-control theories view children with depression as having difficulty organizing behavior in relation to long-term goals

2. Interpersonal theories view disruptions in interpersonal relationships, especially within the family, as the basis for the onset and maintenance of depression

3. Socioenvironmental theories focus on the relationship between stressful life events and depression, with emphasis on the diathesis-stress model

4. Neurobiological models focus on the role of genetic vulnerabilities and neurobiological abnormalities 

VII. Causes of Depression

A. Genetic and Family Risk

1. There is a moderate genetic influence on depression in children and adolescents, with heritability estimates ranging from about 30% to 45% across twin studies

2. Family and twin studies suggest that what may be inherited is a vulnerability to depression and anxiety, and that certain environmental stressors may be required for these disorders to be expressed

3. The single best predictor of a child’s risk for MDD is a family history of depression

4. Genetic vulnerability-environment interaction studies suggest: effects of family conflict and maltreatment on depressive symptoms are greater for children and adolescents at genetic risk for depression 

B. Neurobiological Influences

1. Brain activity found to be less active in regions associated with attention and sensory processes, but more active in regions involved in recognizing and regulating emotions, mediating stress responses, and learning and recalling emotion-arousing memories

2. Amygdala and hippocampus, HPA axis, sleep architecture, growth hormone, and neurotransmitters (serotonin, dopamine, and norepinephrine) have been implicated 

3. Neuroimaging studies found disruptions in neural activity in areas of the brain associated with decision-making about future rewards

4. Studies suggest youngsters with depression may have a heightened sensitivity to stress

C. Family Influences

1. Families of children with depression display more anger and conflict, greater use of control, poorer communication, more over-involvement, less warmth and support, and more disorganization, as well as experience high levels of stress and a lack of social support

2. Children of depressed parents have poorer overall functioning and experience increased rates of MDD before puberty, and also higher rates of phobias, panic disorder, and alcohol dependence as adolescents and adults

3. Children of depressed parents have a higher rate of medically attended physical injuries in home, emergency, sick visits, and inpatient care and have negative long-term outcomes and impairments

D. Stressful Life Events
1. Depression is associated with severe stressful life events; triggers for depression often involve interpersonal stress or actual or perceived personal losses

E. Emotion Regulation

1. Children who have problems in regulating negative emotional states may be prone to the development of depression

2. Children who have difficulty overcoming negative moods may use avoidance or negative behavior to regulate distress, rather than more problem-focused and adaptive coping strategies

VIII. Treatment of Depression

A. Psychosocial Interventions

1. Cognitive therapy teaches youngsters with depression to identify, challenge, and modify negative thought processes such as misattributions, negative self-monitoring, short-term focus, excessively high performance standards, and failure to self-reinforce

2. Behavior therapy focuses on increasing pleasurable activities and events, and providing the youngster with the skills necessary to obtain more reinforcement

3. Cognitive-behavioral therapy (CBT) involves an integration of the above two therapies, and has shown the most success in treating depression in young people

4. Interpersonal Psychotherapy for Adolescent Depression (IPT-A): focuses on improving interpersonal functioning by enhancing communication skills and has been proven as an effective treatment for adolescent depression

5. Primary and Secondary Control Enhancement Training (PASCET) is a 15-session CBT-based program for youngsters aged 8-15 with depression; helps children to change the activities they engage in, learn to relax, and to alter negative thoughts and feelings

6. The Action Program is a comprehensive CBT approach for children with depression and their families; the ACTION acronym promotes the idea that children can have an impact on their moods; multiple treatment procedures are used to reduce children’s mood disturbances, behavioral deficits, and cognitive symptoms

7. The Adolescent Coping with Depression Course (CWD-A) is a CBT therapy for treatment of adolescents with depression; emphasizes skills training to promote adolescents’ control over their moods and enhancement of their ability to cope with problematic situations

B. Medications

1. Although tricyclic antidepressant medications (TCAs) are very effective with adults, controlled studies with children are inconclusive; in fact, TCAs consistently fail to demonstrate any advantage over placebo in treating depression in youth, and they can have serious cardiovascular side effects

2. A growing number of controlled investigations have demonstrated that SSRIs can be effective in reducing symptoms of depression in children and adolescents; Fluoxetine (Prozac) is the only FDA approved treatment of depression in children and its use has increased dramatically in the past few years

3. Serious concerns regarding use of SSRI’s with children and adolescents, such as suicidal thoughts and self-harm, and lack of information on long-term side effects on the developing brain; FDA now requires use of warnings on medication labels and Patient Education Guides regarding possible risks 

4. Recent decrease of about 20% in the use of SSRI’s with young people due to concerns of serious side effects

5. Consideration of the risks of side effects needs to be balanced with benefits of the use of medication and the risks that are associated with not using medications

C. Prevention

1. CBT has been shown to be effective in lowering risk for developing depression and preventing the recurrence of depression; large-scale prevention efforts have been directed at the early detection of high school students who are at the risk for depression and suicide 

2. A high priority needs to be assigned to the development and continued refinement of identification and prevention efforts; use of computer-based interactive programs in schools has been suggested for future direction

IX. Bipolar Disorder (BP)

· Periods of abnormally and persistently elevated, expansive, or irritable mood, alternating with or accompanied by one or more major depressive episodes

· May display symptoms such as over-excitement, restlessness, agitation, sleeplessness, pressured speech, flight of ideas, sexual disinhibition, inflated self-esteem, and reckless behavior

· Several DSM-5 subtypes: bipolar I, bipolar II, cyclothymic disorder, and other specified bipolar disorder, based on whether the youngster displays a manic, mixed, or hypomanic episode

A. Prevalence

1. Is far less common than MDD in young people, with lifetime prevalence estimates of 0.5% to 2.5%

2. Youth more likely to meet the milder bipolar II disorder and cyclothymic disorder, rather than bipolar I disorder; also more likely to present with rapid cycling episodes

3. Extremely rare in young children, but increases after puberty; prevalence in adolescents as high as in adults

4. Affects males and females equally, however, boys show more manic mood and earlier onset then girls, and girls show more depressed mood 

B. Comorbidity
1. Most common accompanying disorders are anxiety disorders, ADHD, conduct disorders, and substance abuse

C. Onset, Course, and Outcome

1. Peak age of onset between 15 and 19 years of age

2. Risk factors include major depressive episode with rapid onset, psychomotor retardation, and psychotic features, and a family history of mood disorders

3. Chronic and resistant to treatment, with a poor long-term prognosis similar to that in adults; about half of patients show significant functional impairment relative to premorbid functioning 

D. Causes

1. Very few studies have examined the causes of BP in children and adolescents

2. Family and gene studies with adults indicate that BP is the result of a genetic vulnerability in combination with environmental factors, such as life stress or disturbances in the family

3. Brain imaging studies in adolescents with BP point to abnormalities in regions of the brain involved in emotion regulation, although findings have been inconsistent with respect to the types of abnormalities

E. Treatment 

1. BP in young people needs a multimodal treatment plan that includes education of the patient and the family about the illness, medication (usually lithium), and psychotherapeutic interventions to address the youngster’s symptoms and related psychosocial impairments

2. General goals of treatment are to decrease symptoms and to prevent relapse, while also reducing long-term illness and enhancing normal health and development

3. FDA has approved lithium for down to 12 years of age, however there are currently no drugs approved for treatment of BP in younger children

4. Lithium may be given to young people, but only when used with safety precautions and careful monitoring; one study indicated only a 35% full adherence with medication

5. Controlled studies of medication treatment for children and adolescents with BP are limited, although there are promising new approaches using individual and family treatments and CBT 

Key Terms and Concepts:

anhedonia

bipolar disorder (BP)

co-rumination

depressive ruminative style

depressogenic cognitions

diathesis-stress model of depression

disruptive mood dysregulation disorder (DMDD)

double depression

dysphoria

dysthymia

emotion regulation

euphoria

hopelessness theory

irritability

major depressive disorder (MDD)

mania

mood disorder

negative cognitive schemata

negative cognitive triad

persistent depressive disorder (P-DD)

Questions and Issues for Discussion: 

1.
Why do we have such a difficult time believing that children can be depressed? What other emotional states seem inconceivable in children? Why? For an article on this issue, see Flatow, I. (2003). Analysis: Recognizing and Treating Depression and Children and Adults. Talk of the Nation (NPR News). 

2.
Discuss some of the possible reasons for the increase in the prevalence of depression in children. What may account for the earlier age of onset of depression among children today? For an article on this issue, see Ryan, N. D. (2004). Clinical Presentation and Course of Depression in Youth: Does Onset in Childhood Differ from Onset in Adolescence? Journal of the American Academy of Child and Adolescent Psychiatry (article is available on InfoTrac).

3.
It is widely recognized that the incidence of depression is higher in women than men. At what age do we begin to see these same gender differences arise in children? How might these differences occur and how may they lead to an increased risk for depression in females? For an article on this issue, see Prevalin, D. J. (2002). Emergence of Gender Differences in Depression during Adolescence: National Panel Results from Three Countries. Journal of the American Academy of Child and Adolescent Psychiatry (article is available on InfoTrac).

4.
Some researchers have argued that there may be a “suicide gene”. Select some students to read up on this line of research and have them present an overview of the research and its findings to the class. (As a starting point, you can direct them to the February 2000 edition of the American Journal of Medical Genetics.)

5.
Should school personnel be notified when a child or adolescent has been diagnosed with a condition that places him or her at an increased risk for suicide? What might be some of the pros and cons of disclosing such information to teachers and other school personnel? For an article which discusses this issue, see Feingold, M. H., Quilty J., & Taras, H. L. (2000). Child Suicide and the Schools. Pediatrics, 106, p. 1167 (article is available on InfoTrac).

6.
There are numerous myths about youth suicide, which may provide interesting grounds for class discussion. An overview of fifteen prevalent myths can be found in King, K. A. (1999). Fifteen Prevalent Myths Concerning Adolescent Suicide. Journal of School Health, 69, p. 159 (available on InfoTrac).

6. What are some of the ethical issues involved in prescribing medications to children and youth with depression? As Kearney asks in his casebook, given that depression is often a “warning sign” that something is wrong, how might medication prevent an individual from solving serious life problems?

7. Is ethnicity a significant factor in Major Depressive Disorder (MDD)? Why? For an article on this issue, see Suzuki, S. (2001). Multiethnic Comparison of Adolescent Major Depression Based on the DSM-IV Criteria in a U.S. – Japan Study. Journal of the American Academy of Child and Adolescent Psychiatry (article is available on InfoTrac)).

8. Recent studies indicate that children of depressed parents are more likely to experience depression themselves than children with non-depressed parents. Do you think this is because of genetic or environmental factors? What other factors could there be? If it is true that children with depressed parents are more likely to be depressed, what preventative actions, if any, do you feel should be taken? (For an article on this issue, see Wagner, K. D. (2002).Children of Depressed Parents. Psychiatric Times.).

9. In recent news reports, it is alleged that a drug company deliberately withheld clinical trial results that prove a leading anti-depressant drug has no benefits for children. If true, what motivation do you think a drug company could have for hiding these results? In general, are anti-depressants effective in treating depression in children? (For an article on this issue, see Palmer, K. (2004). Drug Company Withheld Data on Anti-depressant; Trial Showed Paxil Had No Benefits. Also Caused Depression in Children. The Toronto Star.).

10. Consider research on bipolar disorder in children. What symptoms in children indicate bipolar disorder? How does a child with bipolar disorder affect the rest of the family? What treatments are currently available and what is the success rate? (For an article on this issue, see Edwards, B. (2003). Analysis: Bipolar Disorder in Children. Morning Edition (NPR News)).

