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I’y mother groand! my father wept.
Into the dangercus world I leapt:
Helpless, naked, piping loud:

Iike a fiernd hid in a2 cloud.

Struggling in ny father's hands:
Striving against my swaddlihg'bands:
Bound and weary I thought best

To sulk upon my mother's breast.

Blake, 'Infant Sorrow'



DEPRESSICH IN CHILDHCOD:

ISSUES IN DEFINITION, DIAGHOSIS ANMD TREATHENT

Gillian Mudie

Definition, diagnosis and treatment of childhood
depression is confused anrnd controversial., Confusion relates
to semantic ambiguity, definitional prcblems, methodological
issues,and difficulties inherent in the study of depression
in children., .

To gain clarity on the meaning of depression, theoretical
concepts were reviewed, Depressive syndrome was surveyed to
delineate symptomatology, course, treatment and prognosis.
Studies of childhood depression were collated to find common
threads in descriptions and treatments of depressed children.

A perspective for diagnosing depression in children was
formilated. '

A pilot study of depression in children, illustrating
issues discussed, was appended.
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For 'depression! read t'depressive disorder' or ‘'depressive

syndrome', unless otherwise stated.
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The current status of 'Depression'! as a nosological entity in
ps&chiatriCally disturbed children is confused and controversial,
There is confusion in the semantics of depression, in criteria for
fhe diagnosis of depression, and in the psychopathology of children,
which may.maniféSt dif;srenfly at different maturational stages.
Clinicians are divided over whether depression in children is
relatiﬁely common or extremely rare; whether it is comparable to
depression in adults, or whether it is qualitatively different;
whether it is manifest or masked. The definition of depression is
uncertain and criteria for diagnosis of depression in children are
vague and controversial, Indications for different types of
treatments are uncertain, and prognosis is unclear,

The general aim of this dissertation was to clarify the nature
of depression in children; aetiological factors, clinical picture,

criteria for diagnosis, course, treatment and prognosis,

Theoretical Concepts of Depregsion

Theoretical concepts of depression were reviewed for the
. purpose of reaching an understanding of what has been meant by
depression, | |

Depression has been conceptualised from different frames of
reference: from the psychoanalytic frame of reference, depression
was agsociated with introjected anger following the loss of an
ambivaleﬁtly loved object; more recent ego-analytic approaches
focussed on loss of self-esteem associated with the inability of -
the egb to achieve narcissistically significant goals; object
relations theory stressed depressive vulnerability in relation to
feelings of ambivalence associated with lack of an internalised
'good? object, The cognitive frame of reference associated depression
with feelings of hopelessness due to negative views of the self,
world and future., Learning theory approaches associated depression
with reduction of response-contingent reinforcement, Learned help-
lessness equated depreSSion with the expectation that desired out-

comes were of low probability, and their occurrence independent of
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r95p6nding. Adaptational approaches viewed depression as a
blologically-rooted withdrawal response to stress. Biologiceal
theories associated depression with deficiency of functional
norepingphrine and serotonin at central brain synapses,

Aparent differences between psychological concepts of depress-
ion elaborated from particular theoretical fremeworks, might be
related largely to points of focus, such as emotions or cognitions
or behaviours, and to interpretatiocns impoéed on what had been
observed, There was consensus between theories in viewing depression
as being characterised by lowered mood &nd misery, cessation of
active coping with the environment, withdrawal of emotional concern
into the self, associated with themes of losg,

The majority of theories were not directed specifically
towards. depression in children, Classical psycheanalytic theory did
not consider children to become depressed for theoretical reasons.
However Klein (1935 ), Bowiby (1952) ard Sandler and Joffe (1965)
considered depression in children to be analogous to depression in

adults,

Depression as a Clinical Syndrome

Depression as a clinical syndrome was surveyed for the purpose of
delineating the implications of depressive disorder in terms of
symptomatology, course, treatment and prognosis,

Depression was associated with lowered mood, and attitudinal,
motivational, behavioural and vegetative changes (Beck, 1967),
Symptomatology included depressive feelings or apathy, fecelings of
incompetence, worthlessness, guilt, hopelessness, anxddety, crying,
suicidal tendencies, loss of interest in work and other activities,
impaired capaclity to function socially, appetite and weight loss,
sleeﬁldisturbance, constipation, psychomotor retardation or agitat-
ion and physical complaints. Not all patients have all symptoms,
end there is much individual variability. | |

- Depression might occur in a severe form or a mild form with
qQualitatively and quantitatively different symptoms, It might

Present as a piimary disorder, or secondary to another condition.,
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It might be unipolar with only depressive episodes, or bipolar with
depressive and manic episcdes.

Onset of depression was considered to be multifactorially
determined by an interaction of biological, psychological, genetic
and environmental factors.

Treatment might be in the form of medication, physical treatment,
and /for psychotherapy, depending on the nature and severity of the
disorder. Response of depressive episcdes to treatment was usually
good, but the condition tended to recur,

Depression as a clinical syndroﬁe was characterised by miserable
or apathetic mood, cessation of active coping with the environment,
and withdrawal of emotional concern into the self., In this respect
it corresponded with the picture of depression delineated from

psychological concepts.
Depressicn in Children

Studies of depressed children at maturational levels of infancy,
latency and adolescence were reviewed with the aim of elaborating a
composite picture of depressed children. A variety of different
symptons were associatqd vith childhood depression in particular

studies, and this led to equivocal findings, Conclusions were
based on trends rather than substantiated data.

A Depression in infancy was described as manifesting with
dépressive appearance, apathy, withdrawal, feeding and sleeping
disturbances, wéight loss and developmental retardation. In latency—

age children depression was associated W1th depressive mood cﬁange,
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somatic complaints, social withdrawal, relatlonshlp problems, sleep'
difficulties, weight and appetite change, self-depreciation, school
prdblems including school refusal and problems with schoolwork,
tiredn;ss, lack of energy, apathy and running away from home., There
was considered to be a progressive shift towards adult depressive
symptomatology with adolescence, with symptoms being influenced by
adolescent conflicts, manifesting in the activities with which the
adolescent was involved, and being coloured by the subculture to

which the adolescent belonﬁed.



!-l-

vii

Depressive disorder in bhildren, as in adults, wasg considered
to be characterised by a cescation of active coping with the
environment, witﬁdrawal of emotional concern into the self, with
misery and lowered rood, frequently accompanied by feelings of low
self-esteem. Differences beiween depression in childrer and in
adults appeared to lie in childhood depression being more transient,
and more tied to specific sitvations, with greater somatic involve-
ment and less evidence of cognitive factors, the younger the child.
There did not appear to be evidence for associating angry, disruptive,
antisocial behaviour with depressive disorder in children Hor was
the concept of *masked' depression, in which it was inferred that
depressive feelings were being defended against with behavioural or
somatic syﬁptoms,considered compatible with a depressive syndrome, -

Criteria for the diagnosis of depression in children have not

been established. Diagnosis was based most frequently on criteria
used for disgnosing depression in adults.

Aetioclogy of depression in children was uncertain, but was
associated with interaction of genetic, biological, psychological
and environmental factors. At certain maturational levels, children

appeared to be vulnerable to particular stresses.

. Treatment of depression in children took the form of individ-
ual psychotherapy, group psychotherapy, parental counselling, family
therapy, remediationd of specific disorders associated with depression,
treatment of posé&ble associated organic pathology, and antidepress-
ant medication. Treatment:was directed towards helping the child to
cope more adaptively with his needs and the demands of the environ-
ment, and modifying the environment to accommodate the child less
stressfully and with more understanding. Because of uncertainty
about the syndrome, the child rather than the depressive disorder
was being treated.

Prognos{s of childhood depression wag uncertain, Studies
- suggested lack of continuity between childhood depression and
depression in adults, howevef, definitional problems and lack of
diagnostic criteria did not allow coﬁclusive evaluations to be made.

Schemes for diagnosing depression in children in terms of

symptoms associated with depression in children were advanced.



Discussion and Conclusions

A review of the literature of depression in children indicated
childhood depression to be a vague, ill-defined area. There was no
clear picture of symptomatology, no accepted criteria for diagnosis;
understanding of aetiology was speculatory, and knowledge of course,
‘treatment and prognosis, uncertain, As yet there was no agreemént
about the nature of depression in childrén, whether it was analogous
to depression in adults; or different, whether depressive affect was
overtly manifested or whether it was 'masked' by somatic or
behavioural equivaients.

This confusion was attributed to ambiguity of depressive
terminology, definitional problems, methodological issues, and
difficulties inherent in the study of depression in children.

It was concluded that for clarification of the area, an
éccepted definition of depression in children was necessary, with
clear criteria for diagnosis.

Schemes for diagnosing depression in terms of symptoms associated
with depression in children have been advanced. However, it was
considered that such schemes were unsatisfactory in that they'had
been a priori derived from study of children already considered to
be depressed. | |

The author proposed that criteria for diagnosing depression in
children should be based on the conceptual meaning of depression,
derived from analysis of theoretical concepts of depression and the
medical model: that depression implies cessation of active coping
with the environment, withdréwal of emotional concern into the self,
and lowered mood, misery and unhappiness that is disproportionate to
environmental or physical events, With this perspective, conceptually
consistent symptoms might be assembled to . elaborate a description |

of depression in children,
Addendum

A study of depression in a sample of children referred to the
University of Cape Town Child Guidance Clinic was appended for the
>
purpose of illustrating the practical application of issues that

had bveen discussed.
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ATES OF DISSERTATION

The current status of 'Depression' as a nosological
entity in psychiatrically disturbed children is confused and
controversial., There is confusion in the semantics of depression,

in criteria for the diagnosis of depression, and ir the psycho-

 '.patho1ogy of children, which may manifest differently at different

-maturational stages. Cliniciansg are divided over whether
depression invchildren is relatively common or extremely rare;
whether it is comparable to depression in adults, or whether it is
qualitatively different; whether it is manifest or masked. . The
definition of depression is uncertain, and criteria for diagnosis
of depression in children are vague and controversial. Indications
for different types of treatments are uncertain, and prognosis is
unqlear. |

The general aim of this dissertation is to clarify the
nature of depression in children: aetiological factors, clinicsal
ficture, criteria for diagnosis, course, treatment and prognosis.

As a first step towards clarification, theoretical
coﬁcépts of depression are reviewed for the purpose of reaching an
understénding of what has been meant by depression., The question
to be answered is whether what has been called depression in
children conforms to what depression generally has been concept~
ualised to me2n, : ”

Secondly, depression as & clinical syndrome is surveyed
for the purpose of delineating the implications of depressive
disorder in terms o£ symptomatology, course, treaiment and
*prognosis. The question here is whether what has been diagnosed
depressive disorder in children conforms to what generally has
been implied by the clinical syndrome of depression,

Thirdly, studies of childhood depression are collated
for the purpose of finding common threads in descriptions and

treatment. of depressed children., Findings are evaluated»in terms




of established thecretical and clinical concepts of depressive
disorder, and in terms of behaviours of *normal' and psychiatric-
ally disturbed children at different maturational stages, with
the aim of delineating the profile of the 'typically ' depressed
child, and formulating criteria for diagnosis.

lastly, a study of depression in a sample of children
referred to the University of Cape Town Child Guidance Clinic is
appended with the aim of illustrating the practical application

of issues that are discussed in the body of the dissertation.



CONCEFTS OF DEFPRESSICH

Depression and emotional states allied to 1% have a
literary heritage going back to the 0ld Testament. Job, in his

despair, was chromicled &s saying:

Oh that my grief were throughly weighed, and my calamity
laid in the balances together!?

For now it would be heavier than the sand of the sea:
therefore are my words swallowed up. (6,2-3)

Melancholia (What is now termed depression) was described
by Hippocrates in the fourth century B.C. For it he prescribed
a regimen of tranquility, sobriety, careful food intake, and
abstinence from sexual activity.

'~ Aretaeus of Cappadocia, a physician living in the first
century A.,D., described the melancholic patient as 'sad, dismayed,
f sleepless.. At a more advanced stage, they complain of a thousand
futilities and desire death,'

Plutarch (2nd century A.D.) presented the following vivid
account of melancholia: o

He looks on himself as a man whom the gods hate and pursue

- with their anger. A far worse lot is before him; he dares

- not employ any means of averting or of remedying the evil,

lest he be found fighting against the gods. The physician,
the consoling friend, are driven away. "Ileave me," says the
wretched man, "me, the impious, the accursed, hated of the
gods, to suffer my punishment.,” He sits out of doors, wrapped
in sackcloth or in filthy rags. Ever and anon he rolls hinm-
self, naked, in the dirt confessing about this and that sin,
He has eaten or drunk something wrong; he has gone some way
or other which the Divine Being did not approve of, The
festivals in honour of the gods give no pleasure to him but
£11l him rather with fear and affright. (In Zilboorg, 1941,page 67)

Pinel (1801) described melancholia as follows:

The symptoms generally comprehended by the term melancholia
are taciturnity, a thoughtful pensive air, gloomy suspicions,
and a love of solitude., These traits, indeed, appear to
distinguish the characters of some men otherwise in good
health, and frequently in prosperous circumstances. Nothing,
however, can be more hideous tkan the Tfigure of a melancholic,
brooding over his imaginary misfortunes. (Ibid. page 136)

L]



These accounts of melancholia resemble closely modern
descriptions of depression, in whiéh depression continues to be
elaborated in terms of sad mood, feelings of futility, the wish
to die, self denunciations, self-abasement, vegetative symptoms
such as loss of appetite, weight and sleeplessness, feelings of
guilt and expectations of purishment.

In spite ¢f its long history and the consistency with which
it has been described through the ages, the phenomena of
depression have remained a mystery. Theorists entertain differing
concepts of the nature of depression. From different frames‘of
reference depression has been conceptuzlised as a disorder of
mood, disorder of cognitions, disorder of behaviour and disorder
of neurophysiological fimction, respectively.

From among the many existing theories cf depression,
selected psychoanalytic, adaptational, cognitive, learning theory,
learned helplessness and biological concepts of depression are

reviewed below,

2,1 DPSYCHOAWALYTIC CONCEPTS OF DEPRESSION

Contributions to psychoanalytic theory of depression have
been diverse, and with varying emphases. Three main themes of -
conceptualization emerge: the classical Abraham-Freud positionm,

emphasiging obaect loss, the ego-analytic positiion emphasising

AL T

loss of‘§e1f esteem, and the object relatﬂons theory of Kelanie

et

Klein.

s -

201.1 Classical Psychoanalytic Pogition

Central to the classical psychoanalytlc view of depre531on is

G —

loss of a loved person due Tto’ death or to the breaklng of a rel-

P ek A ..

atlonship. However, whereas mourning is considered to be essentially

a normal phanomenon, depression differs in that feelings of anger
and hostility are harboured against the love object, ihen the

reaction® to the loss of the love object is charged with anger



(rage, unconscious hostility), the individual is‘likely‘to-éass
beyond the bounds of normal mourning (grief) into abnormal
melancholia (depression) (Abraham, 1911).

Abraham (1911) considered ambivalence in relationships to
derive frém disappointments in the maternal relationship before
resolution of oedipal conflicts. Particularly in individuals with
a constitutional predisposition to oral eroticism, early disappoint-
ments in the m2ternal relationship were considered to lead to
fizxation at the oral-biting stage of psycho-sexual development,
Abraham termed first disappointment in 'object-love' the primal

perathymia', and theorised that its repetition in some form later
'in 1ife might precipitate depression.

Freud (1917) elaborated Abraham's theory of depression; He
‘proposed preconditions for melanéholia to be object loss,
ambivalence and regression of libido into the ego, Ilike méurning,
1t involved 'pa1nful dejection', withdrawal of interest from the
world, 1nhib1t10n of activity and loss of ability to love. In
contrast to mourning it involved loss of self-esteem, self~
accusation and self-punishment. Furthermore, it could occur as a
- consequence of imagined or unconsciously perceived object loss.

| Freud accounted for the symptoms of melancholia in terms of
ldss of love-object béing followed by withdrawal of the libido into
the égo, leading to identification of the ego with the abandomed
object (introjection). Rage and hostility of the ambivalent rel-
ationship would then be turned in on the self (to punish the
- abandomnming love object), leading to loss of self-esteem and self-
accusations.

The classical position was further elaborated by Rado-(l928).
Rado considered the predisposition to depression to be an intense
craving for narcisistic gratification, an intense need for love
"and approval, and é dependency on other people for self-esteemn.
The ego was considered to respond to loss of love=-object with
coercive rage, for which it would feel guilt. The superego would
implement'self-punishment - expiation' in the hope of obtaining
forgiveness for the attack of rage., 'Guilt - atonement - forgiveness'

was seen“as the key dynamlc in depre351on.
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The Abreham - Freud - Rado formulation of depression emphas-
ised oral fixation, narcissism, ambivalence, anger turned inwerds,
and object loss, real, fantasized or symbolic, Depression was

considered to be due to loss of ambivalently loved obgect “with
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consecuent loss of sell-esteem, and anger turned agalnst the self.
This formulation is of dubious value in accounting for all
depression, in that some depressioﬂ does not seem to be associeted
with object lcss. Furthermore, it is doubtful whether depression
always involves anger turned inwards; mildly depressed individuals
for example, may blame circumstances or people for their misery.
Nonetheless, the Abraham - Freud - Rado formulation possibly has
been the most widely quoted psychological conceptualisation of

‘depression.

2.1.2 Ego-Apnalytical Theories of Devression

Classical psychoanalytic theories of depression had in
common the central analogy of grief due to real, imagined or
symbolic object logs, with secondarily derived loss of self-
esteem, With ego-analytic theories, inability to cope with
associated loss of self-esteem became central, ‘

Béggiggmilgégl proposed the basis of depression to be the
ego 's shoclklng awareness' of its helplessness to realise its
aspirations. He defined depress1on as 'the emotional espress1on

(indicatlon) of the state of helplessness and powerlessness of the

e B

ego, irreSpectlve of what may have caused the breakdown of the
IO <t Wit

mechani sm.which.established the self-esteem.'(page 163)

Bibring considered a characteristic of depression to be rigid
adherence to certain 'marcissistically significant'(pertinent for
self-esteem) goals including: the w1sh to be worthy and loved the

wish to_be.strong and superior the wish to be good and lov1ng.

- m

The ego's perception of its inability to reach these goals would A
precipitate depression. For example, depression might occur
whenever an individualts fear of being weak and unfit to cope with
dangers or attackers appeared to be confirmed., A blow would have
been dealt to the individual's self-esteem, and depression would

accompdny a feeling of being doomed never to succeed in terms of



the ego's goals.
Bibring considered depression to be an ego phenomenon, con-

ceptually similar to anxiety, that stemmed primarily from tensions
within the ego itself, due to the ego not being able to cope with
the aspifagidﬁé ifuétrongly maintained. In contrast to anxiety,
which was considered to be & reaction to danger that prepared for
‘fight or flight, depression was considered to reflect a state of
paralysis due to the ego's incapacity for meeting danger.
Depression was an affect associated with ego helplessness and
inhibition of functioning.

~+,Blbring did not relate depression exclusively to fixation at
‘the oral stage, as he considered it possible for frustration at
'any of the psycho~-sexual stages to bring about 'fixation to a
state of helplessness and powerlessness'. Furthermore, he did not
considér aggression against the self to be a primary feature of
depression., Self-aggression and the use of oral mechanisms such
as introjection, were considered to be secondary depressive
features, related to collapse of self-esteem, regression to a
state of helplessness, and submission of the ego to punishment
from the super=-ego. '

Gaylin (1968) amended Bibring's formulation of depressicn in
terms of a crisis in éelf-esteem to a tcrisis in self-confidence'.\
Gaylin proposed that depression might be precipitated by loss of
_anything that was overvalued in terms of éxistential‘security.

The state of 'giving up! and 'paralysis of the will' was consider-
ed to give depression its unique quality, and to provide the
‘vindividual with a 'fundamental défence', in the form of ta plea

for a solution to the problem of survival via dependencx! (page 391)

Bibring advanced a credible theory of depression that could
account for a variety of depressions, including those associated
with death of a loved person or seéering of a relationship, those
following a failure in business, and those appearing for ho
apparent reason. The delineation of idiosyncratic areas of
vulnerability offers the possibility of predicting future

depressions in specific individuals.
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2.,1.3 Qbiect Relationsg Theory of Depregsion

Klein (1935), like Abraham, Freud and Rado, associated

————e,
depression with orality, ambivalence and regression to an earlier
Juliiida .

Tgéycho—sexual stage. She deviated from the classical position in

‘postulating & 'depressive position'! as a normal stage of psycho-

sexuzl development, _
Klein theorised that at about four or five months of age, the
infant, who had previously split objects into good and bad part-

objects, became aware that the loved object was also the hated

- object, and that real and imaginary external and internal figures

were bound up with each other. The stage began with the child
coming to know the mother as a whole, real, loved person, identi-
fying with her as a whole, yet experiencing with her 'loss of the
loved object?!, each time the breast was taken away, reaching a
climax during weaning, During this stage the infant 'experiences

gome of the feelings of guilt and remorse, some of the pain

"which results from the conflict between love and uncontrollable

~hatred, some of the anxieties of the impending death of the loved

and hated internalised and external object - that is to say, in a

lesser and milder degree the sufferings and feelings which we find

 fu11y‘deve1oped in the melancholic,' (pages 219-220) If the infant

failed to establish internally the 'good! object, then the situat-

A
/ 1on of the 'loss of the loved object' would arise 'in the same

N

\ sense ag is found in the adult melancholic', Furthermore 'this

\first and fundamental external loss of a real loved object, which
/ 1s experienced through the loss of the breast before and during

.\.

weaning, will only result in later 1life in a depressive state if
at this early period of development the infant has failed to
establish its loved object within its ego.'(ibid.

Klein suggested that 'manic phantasies! of controlling first

the breast, and then the internalised and external parents, might

- Ye used to combat the depressive position, and this could be

triggered by the child finding the breast again after having lost

it. Furthermore, as with introjection of the whole and real object

the 'bad' an 'gOOd' Objects (breaStS) come closer together,

'ambi§a1$nce occurs, leading to the mechanism of splitting of

—



objects into loved and hated objects. Klein considered ambivalence
with splitting to be an important part of developing relations to
objects, that diminishes in varying degrees as love and itrust in
real, internalised objects becomes established, and mastery is
gained over aggressive impulses.

Klein is considered to have made a valuable contribution to
psychoanalytic theory, in having conceptualised the growth of
object relatiors to occur in an ambivalent setting, with the
struggle hetween love and hate leading to depressive fears lest
hating impulses should prove the stronger. It’has been suggested
that the'depressive position' might have been more aptly named
the 'position of depressive vulnerability!' (Zetzel, 1953).

2%1.4 Bowlby's Position

Bowlby (1952, 1961, 1965) conformed to the classical psycho-
analytic theory of depression in that he compared depression with
‘mourning, attributed it to loss of object, related it to pre-
oedipal maternal love disappointment, and associated it with grief
and anger. He deviated markedly in his interpretation of these
phenomena, | '

Bowlby considered mourning to be an adaptive phenomenon,
involving withdrawal of emotional concern from & loved object in
preparation for meking a relationship with a new object. He

. proposed anger and grief to be emotional means of holding and

ot —— .
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recoveringﬂlove objects (Bowlby, 1961). Bowlby considered pathol-

i et b

ogical mowrning (depression) to _occur when defen31ve processes
ﬁgg{g;llivlnterfered wi%h fhe mournlng,prggess,_p0551b1y_;eenl§ing
in fixation at the phase of striving to recover the lost object,
The impetus of Bowlby's work came from observations.of.infants
and young children separated from the mother figure in the second
half of their first year of 1life (after bonding had occurred).
Bowlby claimed that the responses of these infants to loss of the
mother were essentially the same as those of an adult to loss of

a loved person, and he considered the underlying processes to be

similar, Bowlby proposed mourning processes_in_t the . _early years of

o

llfe to be unfavourable to later personality development. He
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considered it to predispose to psychiatric disorder, but he did
not associate early mourning experiences with adult depression.
Powlby has been criticised for not considering the differences
in successive developmental stages and the affect they have on
psychological processes in responding to object loss (Freud, 19€0).
thile it was accepted-that young children might grieve, that they
mourn wasg conéidered doubtful in that mourning presupposed more
elaborate psychological processes, Bereavement reactions of yoﬁng
children were considered,on the btasis of psychoanalytic theory, to
be govefned primarily by the pleasure principle rather than by

psychological processes which required more elaborate mental dev-

“elopment.

2.1.5 Sandler and Joffe's Position

e Sandler and Joffe (1965) considered depression to be a basic
psychoblologlcal affective response occurring in children where

there had been a specific type of threat to the child's well-be1ng*

'%the feeling of having lost, or being unable to attain something

which was essential to his narcissistic integrity. Coupled with

this was the feeling of being helpless and unable to undo the loss!

E (page -91). Sendler and_Joffe proposed that when a love object was

o e — e

lost, what hed really been lost was 'the tate of well-bang ;mpllclt

e - - -

both p psychologically and blologlcally, in the relationship W1th tne

‘ obgect'(ibld)

Sandler and Joffe believed that for a depressive reaction to
occur, there should be an ideal state aspired to by the child,
which he felt unable to attain because of frustrating circumstances.

Under such conditions, regression to an earlier stage might occur,

‘with more infantile, primitive ideal states and relationships being

- sought. This might manifest as daydreaming, thumbsucking, obsess-

ional rituals, etc., Alternatively they considered that children
might defend against conscious awareness of depressive feelings,
for example by reversal of affect, but that depressive feelings
would appear from time to time,

. These authors considered that whereas manifestations charac-

terising the depressive reactions of children were to be found in

adults, the reverse was not true in that adults have at their

/
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disposal further defensive and restitutional processes, such as
identification and introjection, that were not considered to be
available to chiidren. -

Sandler and Joffe's conceptualisation of the child grieving

the loss of a state of well-being rather than the love object,.
appears to have been supported pragmatically., For example, child-
ren between six months and four years, who have entered institutions
alone, have been reported to have suffered setbacks varying from
behavioural disorders to depression (Bowlby 1952, 1965; Prugh et
al;,1953). Cn the other hand, children who have lost a parent but
heve remained in their homes, have not appeared to have suffered
similar setbacks, provided they have been well cared for by the
 remaining parent (Rutter, 1972; Wolff, 1973).

2.1.6 Psychoanalytic Theory of Depression and Children

J/ The majority of psychoaqalytical theorists have questioned the
~ existence of depression in children. Partly this has been due to
adult manifestations of depression not generally appearing in
children, and partly because children have not beem ccusidered to leve
the personality structure necessary for the developmént of
depression, in terms of classical psychoanalytical theory. Even .
- where manifestations of depression have appeared in children,
theorists such as Spitz (1945, 1946) have referred to the condition
as 'depressive-type' rather than 'depression!. Children appeared to
have been of interest mainly in relation to psycho-sexual develop-

mental experiences leading to depressiie vulnerability in adults,

2,1.7 Supmary of Psychoanalytic Concepts of Depression

Psychoanalytic concepts of depression fall broadly into cate-
) gories of classical psxgggegglytic theorziﬁggpggsentngbx“ﬁbrggam,
Freud and Rado, ego-analytic theory, represented here by Bibring
s SNIFUY
and Gaylin, and chject relations theory represented by Kleinm.
Classical analytic theory explained depression in terms of the loss
of an ambivalently loved object by an individual fixated at the oral
stage of psycho-sexual development, resulting in anger turned in

against the self, feelings of guilt and loss of self-esteem.



Ego-analytic theory explained depression in terms of loss of sgelf-
esteen a§sociated with the egot's inzbility to cope with its aspir-
ations, leading to regression to a state of helplessness with com=-
sequent feelings of guilt. Object 1 relatlons theory explalned

depre551on in terms of vulrerabill*y due to luck of an inuernalised

good’ obgect 1ead1ng to regression after loss of loved object.

o i e AR el

Psychoanalytlc theories of depression share the viewpolint
that depression is preceded by 'losst! of something of intrinsic
importance to the individual, leading to cessation of active coping
with the enviromment, passivity, and withdrawal of emotiomal
concern into the self.

In general, psychoanalytic theory has not concerned itself
with depressive states in chlldreno Klein, however, considered
infants and children who had not established a fgocd' internal object
to be vulnerable to depression in the same sense as adults., Bowlﬁy
considered separated infants to mourn the mother figure in essent-

i1ally the same way that an adult mourns the loss of a loved person,

And Sgndler and Joffe . considered separated infants to grieve the ?
loss _of.a.state- of.emotional and physiologlcal well-being rather 1f$mﬁ-;
than the absent love-ob1ect. : -

- o s -
— - -~

2,2 DEPRESSION AS AN ADAPTIVE RESPONSE

The concept of affect serving an adaptive function derives
from Darwin (1872), who considered a trait or behaviour, including
emotional expression, to be adaptive from a phylogenetic point of
view if it promoted the survival of the species, arnd to be adaptive
from an ontogenetic point of view if it promoted the gfowth and
survivai of individual members of the species. For an affect to be

adaptive 1t should be associated with physiological adaptation and/
| or comnunication of the need for help to other members of the
species. Darwin surveyed the expression of emotions in animals,
children and adults, claimed the presence of common features in
emotibnal expression between species, and in adult expressions

such as gadness, observed the vestiges of crying mami fested by
N

children,in terms of muscle contractions. Crying was interpreted



as an adaptive response for eliciting adult support.

Studies of infants, huran and animal, that had been separated
from their mothers, (vie yze15e5~ze£§ergegnglnd15§§)(Spitz, 1945, &
1946; Bowlby, 1952, 1965, 1968; LicKimney, 1976, 1977; Keufman, 1974):

when the marmalian mother-infant bond is broken, a typical pattern

of anxiety, agitation and protest, followed by withdrawal, decreased
activity ard depressive affect emerges., The depression was considered
to alert the mother 2nd Jor other members of the social group, thai
the infant being in potential danger (Klerman, 1974). Alerted
protectors could rally resources for rurturance, support and
protection of the infant, thus promoting survival of the species
and of the individual. |

About fiftiy years ago, the biologist Hoagland observed that
animals react in one of two ways to stimuli that tend to influence
their behaviour: positively, by making appropriate adjustments such
as attacking, manipulating or retreating, and negatively by ceasing
all movement (Hoagland,»1928).

' Hoagland's views were extended by Engel and Reichsman (1956).
Their observations of an infant (Monica) with gastric fistulae led
them to hypothesise that the central nervous system is organised to
mediate two opposite patterns of response to a mounting need.

Engel cormented that:

'One of these is an active pattern in which the infant through
crying and motor activity in effect achieves gratification of
his needs through need-fulfilling (though to him yet unknown)
external object., The other pattern is essentially a conserv-
ation one in which the infant reduces activity, heightens the
barrier against stimulus and conserves energy, as, for example
does 2 hibernating amimal, Indeed, this may be considered a
property of all living tissue and not of the central nervous
system.' (Engel, 1962, cited in Friedman, 1974, page 284)

Engel thus proposed the presence of two biologicallydrooted

T G
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‘ responses to stress:,a state of mobilization for actlon and a
conservatlon—W1thdrawa1 reactlon.l The former was consldered to be

the anlage of amxiety, the latter to be the anlage of depression,

1Conservation—withdrawal is considered to be a reaction involving
detachment from the external environment when it becomes too stiress-

ful or too depriving for. the orgamism. It is considered to be &
~ basic biological process seen along the evolutionary ladder from
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Engel and Schmale (1972) thecrised that some infants, from
" the very beginning of life tended to show a disposition to
conservation-withdrawal responses to stress. According to them,
what started as a biological response might gradually be transformed
- during development into psychobiological (depressive) equivalents,
and finally into a depre531ve Leaponse, all expressing the basic
tendency to Wlthdraw.

It has been suggested that during periods of life change,
such as follcwing the death of a loved person or after relinquishing
a life goal, individuals might go through a period of disorganisat-
ion involving changes in self-concept, role or gratification. For
such changes to be accompllished satisfactorily the loss requires to
be recognised, accepted and then mastered. This process evokes
feelings of helplessness and hopelessness, which constitute the
essence of depression (Bowlby, 1968; Schmale, 1974). Such
depression is considered by Bowlby and Schmale to be appropriate
and submitting to it adaptive. These authors have suggested that
when individuals are unable to tolerate feelings of hopelessness
and helplessness, and defend against feelings of depression,
depressive disorder might develop. Schmale (1974) coﬁsiders
depressive disorder to be associated with irability to bear feelings
of depression.

Klerman (1974) proposed that depressive affect might have
‘adaptive value in performing the following signalling functions:
1. Social cormunication of a need for help and support;
2, Physiological adjustment towards reduced psychomotor activity;
3e Subjective awareness, in terms of the James-Lange thesis of
conscious awareness following physiological reaction;

4, Psychodynamic arousal of defences for maintaining psychic balance,

paramecium to more complicated bioclogical organisms, and represented
at many levels of cellular, organic and systemic functioning., Such

inactive or resting states are seen in hibernation, encyctment, and

in the refractory periods that occur during the cyclical activities

of many organs and functions., In man it is considered to be assoc-

iated with reduced psychomotor activity, lowered metabolism and

increased parasympathetic activity. Such states are typically time-
limlted.” (Schmale, 1974) “
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In situations where active responding would not be adaptive,
congervation-withdrawal or 'depression® might be indicated.
However in many instances depression is too extreme in relation
to environmental circumstances for i1t to be adaptive. For example,
many of the hospitalised infants whom Spiti (1945) observed failed
to thrive, and many of them died (See Section 4,1,1). Mothers who
‘become depressed frequently neglect their children (Weissﬁan and
Paykel, 1974). People in héppy circumstances may become severely
‘depressed and commit suicide. In such circumstances depressicn is
‘clearly maladaptive. Whe?her such depression.Ean be viewed on a

continuum with the depression discussed above is‘uncertain,‘and
will be discussed in Section 3.2.

2.2,1 Summary of Depression as an Adaptive Response

It has Been'éuggested that in situations where active coping
is unlikely to succeed, conservation-withdrawal on a bioclogical
level and depression on a psychological level, might be an
eppropriate response. Whether such & depressive response can be
viewed on a continuum with maladaptive depressive responses that are

extreme in relation to environmental circumstances, is uncertain.

2.3 COGNITIVE CONCEPTS OF DEPRESSION

Beck (1967, 1974) formulated a theory of depression that
derived depressive mood from cogmnitive factors, ' o
Depressed individuals were considered to have pervasively
negative attitudes towards themselves, their world and their
future, - what Beck termed the 'cognitive triad' of depression:
1, The depressed person typically viewed himself as deficient,
‘ or unworthy, which he attributed to presumed physical, moral or
mental defects within himself. '
2, The depressed person typically saw his world as making tremen-
dous demands on him, and he viewed his interacfions with the
environment in terms of fzilure or inadequacy.

3. The d;pressed person typically viewed the future as being a
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continuation of the present with unchanging hardship, deprivation
and frusitration, because of which he felt hopeless,

Associated with depressive cognitions were illogical ways of
thinking. For example, evenis might be exaggerated or misinter-
preted; extreme judgements mght be made in certain situations;
overgeneralization from a single incident might occur; EEEEE}S
might be focussed on selectively and out of context; iﬁferences
might be drawn in the absence of evidence or contrary to
evidence; and personally relevent meanings might be drawm from
unpleasant situations. Thought content would tend to revolve
around themes of loss and deprivation. Sustained loss might be
exaggerated, misinterpreted, overvaiued and overgeneralised
meaning attached to it, Hypothetical and 'pseudo® losses might be
dwelled on. , '

' Dépressive symptoms, such as motivational, behavioural and
mood changes were considered to stem from negative cognitions:

indecisiveness, paralysis of thehwill, increased dependency,
avoidance behaviour and suicidal ideation could understandably be
related to the depressed persons view of himself, his world and
his future,

The predigposition to experience negative, distorted
cognitions centering around themes of loss and being a loser was
tentatively related to particular kKinds of unfavourable childhood
experiences; for example, loss of a parent, chronic rejection by
peers, the setting of rigid, perfectiomistic goals early in life,
It was proposed that when specific stresses impinged on the area
of vulnerability of a predisposed individual, depression would be
likely to occur. _

Beck's theory is of interest in bringing to attention the role
that disturbances of thinking might play in determining depressive
mood. Furthermore, the cognitive formulation offers an intriguing
- explanation of how depression may develop, become more pervasive
and be maintained. However, there is as yet no satisfactory
explanation of why illogical cognitions leading to a negative view
of the self, world and future,should arise independently of

emotional factors.
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2e3.1 Summery of Cosrnitive Concepts of Depression

It has been proposed that depressive mood, behaviour and
motivational changes might be derived from a 'cognitive triad!' of
negative views of the self, world and future, that was related to
illogical thinlkdng. Depression was associated with a withdrawal
from active coping with the environment, a fendency to dweil

on real or imagined losses, and feelings of hopelessness,

2,4 LEARNING THEORY CONCEPTS OF DEFRESSION

The central thesis of learning, or behaviourally orientated
theories of depression, is loss of, or reduction in, positive
reinforcemenf; This might be a function of the loss of a sigrifi-
cant provider;of positive reinforcement (Lazarus, 1968), reduced
frequeﬁcy of emission of positively reinforced behaviours
(Ferster, 1965, 1973; lazarus, 1968; Ilewinsohn, 1974, 1975), or

"decline in reinforcer effectiveness (Costello, 1972). Furthermore
the lower level of activity with 'depressive behaviours! might be
reinforced by sympathy or special dispensations frdm people who
expected less from the depressed individual than before (Iew1nsohn
1974, 19753 Ullman and Krasner, 1969) _

’ Ferster (1973) drew attention to the fact that many depressed
individuals interacted with a limited range of people and frequently
were dependent on only one person for reinforcement. Furthermore,
their behaviour was passive, in that they tended to react to Fhe
prompts of others rather than Spont;neously emitting activities
themselves, with the result that'feinforcers in their interactions
were likely to be more appropriate to the repertoire of other people
than to thg reperipire of the depressed person, Ferster considered

&epressed individuals to have a 'limited?! view of the world, a
tlousy ! view of the world in that they suffered the aversive con=-
sequences of not dealing with, avoiding or escaping from aversive

- situations, and an tunchanging' view of the world in that they

tended to have a devélopmental history of not expanding or altering

Al

their world by exploring new avenues.
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Iewinsohn (1974, 1975) proﬁosed that people became depressed
when their behaviour received little response-contingent rein-
forcement. The thin schedule of positive reinforcement would
reduce activity further, with consequent further reduction of
reinforcément. Iswinsohn considered the amount of reinforcement
received by an individual to be related to the number of potential
reinforcers available as a function of {(a) personal chéracteristics,
such as age, sex and attractiveness to bthers, (b) the enviromment,
such as home asg opposed to work, (c) rep=toire of behaviours that
could gain reinforcement, such as vocation and social skills.,
Iewinsohn drew attention to the importance of behaviour being
followed by contigent reinforcement as opposed to noncontingent-
positive reinforcement, to the role played by the eﬁvironment in
meintaining depressive behaviours ard to the relation between

deficits in social skills and low rate of positive reinforcement,
: He considered negative attitudes, low self-esteem and hostility
to be secondary to feelings of dysphoria related to low rate of
response-contingent positive reinforcement,

Iearning theories of depression have contributed towards an
awareness of behaviours associated with depression, in terms of
~ reperivire of behaviours, lifegtyle, interaction with the environ-
ment, and the potential of the enviromment for providing positive
reihforcement;'They have furthered understanding of the maintenance
~ of depression and have drawn attention to behavioural deficits

that could contribute towards depressive breakdown in predisposed
individuals.

2.4.1 Summary of Ieargigg Concepts of Depression

"It has been proposed that depression might be associated with
reduction of response-contingent positive reinforcement. This hasg
been associated with the loss of a significant provider of positive
reinforcement, deficits in social skills, passivity, lack of
opportunity for reinforcement in the enviromment, and the reinforce=-

ment of 'depressive"behaviours by other people.

Ay
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2,5 LEARNED HELPLESSNESS CONCEPTS CF DEPRESSION

7

Seligman (1974, 1575) advanced a theory of depression based
on the assumption that the passive experience of uncontrollable
trauma could interfere with later adaptive responding. He termed
induced maladaptive responding 'learned helplessness', and proposed
that it might provide a model for depression;

The concept of 'learned helplessness' was derived from lab-
oratory experiments with dogs. It was observed that when dogs had
been exposed to uncontrollable trauma, in the form of unavoidabdle
shock, they became passive and helpless when they were exposed to
shock again, and made no attempt to escape when glven the opportim-
ity to do so. TFurthermore, the dogs were slow in learning that
their responses could bring relief, they lacked aggressivéness and

‘competitiieness, showed weight and appetite loss, and these
phenomena diminished with time, Seligman theorised that animals
developed learned helplessness when they were placed in a si tuation
in which whatever they did had no bearing on what happened to
them, The passive, helpless.behaviour, weight and appetite loss,
and the dissipation of the phenomena with time, led Seligman to
conclude that learned helplessness might be analogbus to the
‘condition of c¢linical depression in maﬁ, and that clinical
depression might be caused in a manner analogous to that in which
learned helplessness was produced in animals,

In its most up-to-date form (Abramson, Seligman and Teasdale,
1978); the central and defining thesis of learned helplessness
(depression) in manwas the expectation that highly desirable outcames
vere of low probability and their occurrence was independent of the

’ individual's actions, This expectation was considered to produce
deficits in.motivafion, self-esteem, cognition and affect.
'Genérality of depressive deficits?, 'chfonicity of depressive
deficits! and 'lbvering of self-esteem! were considered to depend
on t'globality of attribution for helplessness', tstability of
attribution for helplessness'! and 'whether attribution for help-~
lessness (was) internal!', respectively., Intensity of deficits was
considered to depend on the ‘extent of expectation of uncontrollab-

ilitye, and affective and self-esteem deficits were considered to



depend on the ‘*importance of outcomel

Based on laboratory observations-that street mongrels were
less prone to 1learned helplessness than sheltered laboratory-
bred dogs, and that by physically forcing helpless dogs to respond,
recovery might be initiated, Seligman (1974) hypothesised that an
important aspect of the theory could involve the prevention ard
cure-of depression. He proposed that teaching children to cornect
responding with reinforcement might 'inoculate' against depression
in later life, and that coercing depressed pecple to behave might
initiate cure. ‘

Theoretically the ieasrned helplessness model of depression
has inconsistencies, For example, one.questions whether Seligman
generzalised from the concept of a conditioned response in dogs to
the concent of a cognitive set in man, or whether he attributed
dogs with having cognitive expectations, which would imply
anthropomorphism, In terms of accounting for depression in man,
the inference remains problematical, ‘

Climcally, the validity of learned helplessness as a model
of depression in man has yet to be confirmed (Depue and Moﬁroe,
1978; Buchwald, Coyne and Cole, 1978), What is probéble is that
" the tendency to react to adversity with attributions of helpless-
ness might be a contributory factor in certain types of depression
:(Dweck, 19773 Depue and.lonroe, 1978).

2,5.,1 Summary of Iearned Helplessness Concepts of Depression

A model of depression based on a laboratory paradigm of
learned helplessness has been proposed., The central thesis of this
- model is the expectation that desired outcomes are of low probab=
ility, and their occurrence independent of the individual's
actions. .

It has been suggested that the model might be of use in terms
‘of the prevention and cure of depression in man.

The usefulness of the learned helplessness model of
depression in terms of depressive disorder in man has yet to be

demonst;ated.

~



2,6 BIOLOCICAL CONCEFPTS OF DEPRESSION

Ifodern biological theories of depression are viewed as

functioning on different levels of biological focus:

Firstly there is the biology of the predisposition to depression,
that may or may not become manifest (Angst 1972, 1974; Shaw, 1977),
representing a 'genetic biology'.

Secondly, there are the biological events associated with the
triggering of depression in susceptible individuals, by siress,
drugs or other factors. ,

Thirdly there is the blology concommitant with the depressive
. 8tate.

Fourthly, there are the biological changes that accompany (and
may account for) reversal of the depressive process, by drug or
behavicural intervention, or by 'spontaneous remission'.
(Goodwin, 1974) -

2.6,1 Geretic Information

Recent advances in genetic information haw come from family
studies extending over several years, These studies have different-
iated between two types of primary affective disorders : wmipoler
depression (depression with depressive episodes only) and bipolar
depression (depression with manic and depressive episodes, or a
family history of mania)(leonard, 1962; Angst, 1966; Perris, 1966;
Vinokur et al., 1969).It was observed that families with mania had
high genetic loading for depressive illness in‘two consecutive
‘generations, while families without menia had low genetic loading
for depression with negligible incidence of two-generaticn positive
history. This suggested that the former, bipolar depression,
was a dominant trait, while the latter, umipolar depression, could
not be so éharacterised.

Current genetic studies suggest that blipolar depressiorn can
be transmitted as either an X-linked dominant (Winokur et al.,1969;

Mendlewicz et al.,1972), or as an autosomal dominant (Green et al.,
1973). There i1s less wiformity of opinion on unipolar depression,
althou%h some studies favouwr polygenic inheritance (Gershon et al,,
1971; Baker et al., 1972).
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Angst (1974) argues thet 'in every case of depressive
disease a role is played by the patientt!srconstitution itself as
well as by envirommental fabtors of varying specificity... iiith
regard to their specificity, constitutional and environmental
factors seem to be mutually complementary ! (page 3). Although an
individual might be genetically predisposed to depression, he is
unlikely to suffer from a depressive disorder without an environ-
mental precipitant, and the extent to which he is vulnerable to
environmental precipitants will depend on the extent to which he
is genetically predisposed.(ibid.)

2.6.2 Electrolyie Changes

Intracellular sodium appears to be elevated during depression,
and even more elevated during mania, and to decrease upon recovery

(Durell, 1974)., There also appears to be a relativé deficiency of

“dintracellular potassiuwm (ibid.). Water appears to shift from extra-

to intracellular compartements, causing electrolyte redistribution,

and possibly a change in action potentials in the cells.

2.6.3 Adrenocortical Activity

The diurnal curve of corticogteroid production in depression
gshows more peaks during the 24-hour c¢ycle and a lower amplitude
than normal, thus blurring the usual distinction between secretory
phases. Plasma cortisol levels showed the secretion of substantially

more cortisol, with mecre secretory episodes and more minutes of

| active secretion in severely depressed patients (Sachar, 1974).

Changes in adrenocortical activity reflect increased hypo=~
thalamic activity, and may be associated with apparent limbic
system dysfunction, |

| Cortisol, and other corticosteroids, are important regulators
of electrolyté metabolism, and most probably have & role in the
electrolyte changes that accompany depressive disorder (ibid.L

2.6.4 Biogenic Armines

The major hypotheses relating to depression are considered to
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be those involving the biogenic eamines, norepinephrine and
serotonin, which act as neurotransmitters.

Behavioural studies in animals and clinical evidence support
the thesis of norepinephrine pathways being involved in mood, with
deficiency in norephinephrine producing depression ard overactivi%y
resulting in euphoria, hypopomamia or mamia (Rosenblatt and Chanley,
1974). Similar observations of serotonin have suggested its role |
to lie in exerting reciprocal or, more probably, a stabilising or
damping effect on synapses, including those that may bte associated
with mood (Coppen, 1974). v

Clinical evidence suggests that there is a reduction of
functional serotonin in the brains of many patients suffering from
affective disorders, whether they be depressed, manjic or in remisse
ion. Sérotonin deficiency at central brain synapses may be a '
necessary genetic or constitutional requirement for\affective
disorder, permitting what might otherwise be normal and adaptive
changes in norepinephrine activity and consequent mood to exceed
the homeostatic bounds and progress in an undamped fashion to
depression or excessive elation.

The symptomatic extremes of depression or mania would thus be
attributable to high or low norepirephrine synaptic>activity, and
the predisposition to them or the extent to which those changes
overrun their adaptive bounds would depend on & constitutional
deficit in serotomin activity (Prange et al.,1974).

This theory has relevance for drug therapy,in that monoamine
oxidase inhibiors (1MAO inhibitors) appear to dimimish presynaptic
inactivaetion of norepinephrine and serotonin, and tricyclic anti-
depressants appear to block their re-uptzke by presynaptic endings,
thereby potentiating the effective amounts of norepinephrine and
serotonin for syneptic activity in the brain. Electroconvulsive
shock is also considered to increase levels of norepinephrine and
serotonin in the brain. (Coppen, 1974).

2.6.5 Discussion of Biological Concepts of Dapression

Recent genetic evidence strongly suggests thatbiochemical

disturbance may play an important part in serious deppressions.
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Significant alterations undoubtedly occur in electrolyte balance
and in corticosteroid secretion, Although their role need not be
secondary, no parsimonious concept has yet emerged relating these
changes to the pathenogenesis of affective disorders. On the other
hand, recent research into the biochemistry and pharmacology of
biogenic amines, their localization and disfribution iﬁ the brain,
and their interrelationships with behaviour and clinical states
suggests that further study of these areas should clarify under-
lying biological processes in depression.

Biological concepts of depression may provide a partial
explanation of why gome people beccme depressed, yet other people
in similar situations do not become depressed. Furthermore, they
contribute towards an understanding of pharmacological treaiment,

which is frequently effective in-relieving depression. However,
while an understanding of the biology of depression may cast light
on defective neufonal structure and biochemical functioning, the
notion of a direct one-to-one relationship between a specific
biological event in the brain and a behavioural syndrome has been
discarded in most areas of neuroblology (Akiskal and McKinney, 1975).
Investigations have not been made of po;sible biological

concomitants of depression in children, Positive response %o

antidepreséant medication by depressed children has been reported
by some clinicians (Frommer, 1968), but this camot be interpreted

. as conclusive evidence of biological correlates of depression.

2.6.6 Summary of Biological Concevnts of Depression,

Recent genetic studies have differentiated between unipolar
depression and bipolar depression. There is evidence that bipolar

depression has a stronger genetic loading than unipolar depression,
and is a dominant trait. -

Alterations in electrolyte balance, corticosteroid secretion
and biogenic amine activity have been associated with depression. .
Antidepressant medication hasg been implicated in potentiating '
effective levels of norepinephrine and serotonin ét central braiﬁ‘
synapses. .

Bialogical concoml tants of depression have not been found in
children. ‘



2,7 CONCLUSIONS CONCERWING CONCEPTS OF DEPRESSION

Depression has been conceptualised from

different frames of

25,

reference, Eight different ways of conceptualising depression have

been summarised in Table 1.

Framework Kodel Mechanism
Psychoanalytic Object loss Aggression turned inwards
‘ Self-esteem Helplesspess in attaining
loss goals
Depressive Remorse and guilt at loss of
position tgood ! object
Cogrditive Hegative Hopelessness
~ cognitive set
Learning Reinforcement Decrease of positively rein-
Theory loss forced behaviours
Iearned Uncontrollable Reinforcement viewed as
Helplessness trauma independent of resvonding
Adaptation Conservation- Depressive withdrawal in
withdrawal response to stress
Biological Biogenic amines Serotonin and norepinephrine
B : : deficiency
Table 1: Summary of ways of conceptualising depression.

From the psychoanalytic frame of reference, depression has
been associated with introjected anger following the loss of an
ambivalently loved object; more recent ego-ana%z§§ig}1ggpgogches_

have focussed. on.loss_of self-esteem associated with the inability .

of Egg_ggp_tougggiggg~ggrcissisticallx_giggi{iqggt_gqglﬁj‘object
réiations,theory has stressed depressive vulnerability in relation
to feelings of ambivalence before a 'good' internalised object has
-been established. The cognitive frame of reference has associated
depression with feelings of hopelessness due to negative views of
the self, world and future. Iearning theory has associated
depression with reduction of response¥contingent positive rein-

forcement., Iearned helplessness has equated depression with the
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expéﬁtations that desired outcomes are of low probability arnd
‘their occurrerce independent of responding., Adaptational
approaches have viewed depression as a biologically-rooted
withdrawal fesponse to stress., Biological theories have associated
depression with deficiency of functioral norepinephrine and
serotonin at central brain synapses.

Children have been considered to be vulnerable to depression
in the same sense as adults (Klein, 1935); it has.been proposed
that they may become vulnerable to depression after separation
from the mother~figure (Bowlby, 1952); and it has been suggested
that they might become depressed in relation to the loss of a
state of prnysiological and emotional well-being, rather than in
response to. loss of the loved objedt (Sandler and Joffe, 1965).
The majority of theories reviewed abtove have not been directed
specifically towards depression in children.

Theories fall into psychological concepts of depression and
biological concepts of depression. Psychological and biological
concepts may be complementary, in that constitutional factors,
‘early learning and life stresses may contribute towards the
development of depress%on (Akiskal and kcKinney, 1975).-

Apparent differences between psychoclogical concepts of
depression elaborated from particular theoretical frameworks, may
be related .largely to points of focus, such as emotions or
cognitions or behaviouré, and to the interpretations imﬁosed on
what hés been observed, There is general consensus between
-psychological\theories of depression in having viewed depression
as a peculiarly joyless condition, characterised by cessation of
active coping with the environment, withdrawal of emotional

concern into the self, associated with themes of loss.

-




DEPRESSION AS A CLINICAL DISORDER

The concept that mental disorders were illnesses dated from
Hippocrates, often regarded as the father of modern
medicine. IH.ppaxrates considered the brain to be the organ of the
intellect, and if thinking and behaviour were deviant, brain
pathology were inferred. Physical disturbance might affect thought
~and behaviour, likewise, environmental and emotional stress could
damage mind and body. '

Depression is surveyed below within the framework of the
medical model. The aim is to delineate its symptomatology, treat-

ment, course and prognosis as a clinicel syndrome,

3.1 SENAH#TICS OF DEPRESSION

It is important for the term '‘depression?' to be clarified.
Depression may have at least three clinical meanings that overlap,

but do not necessarily coincide,

3;1.1 Depression: as an Affective State

B Depression may denote an affective state, characterised by
feelings of dejection, dysphorié or melancholy, that may be of low
or high intensity, short or long duration. It may be an appropriate
response to life eyents or it may occur for no apparent reason. It
may be a trait giving depressive colouring to an individual's
personality. Tt may occur as a symptom of many clinical disorders.

‘An individual with depressive feelings could be described as
being depressed, but would not necessarily be suffering from

depression as a clinical disorder.

3.1.2 Depreésion as a (Clinica]l Syndrome

Depression may denote a clinical syndrome, consisting of a
characteristic cluster of signs and symptoms., The syndrome pred-

ictably.implies a reduction in ability to experience pléasure,



loss of interest amd diminution of a sense of competence, in

the context of dysphoria or psychic pein, These psychic events

camot be related realistically, in terms of intemnsity or duratio

to envirormental events or physical changes in the individual.

Beck (1967) elaborated five affecti#e, cognitive, motivat-

ional, vegetative and motor disturbances that are usually

associated with depression. These were: |

"1, Mood change, with sadness, apathy and loneliness;

24 Negative self-concept, with self-reproach and self-blame;

3. Regressive and self-punitive wishes with the desire to escape,
hide or die;

4, Végetative'changes with anoréxia, insomnia and loss of libido;

5e¢ Activity level change, with retardation or agitation,
The changes were considered to range in pathological intensity,

or degree of abnormality, from mild to severe (See Table 2).

Depth of depression
- ' None Aild Moderate Sevore

Clizical featnre (%) (%) (%) (%)
Sad facies 18 72 94 98
St2oped posture 6 32 70 87
Crying in intcrview 3 11 29 28
Speech: slow, etc. S ) 25 ' 53 72 75.

. {Low mood 16 72 91 94
Diurnal variation of mood 6 ., 13 37 37
Suizidal wishes 13 47 73 o4
Indecisiveness 18 - 42 T 68 83
Hopelessness T4 58 -85 86
Feeling inadequate 25 56 75 920
Conscious guilt - 27 46 64 60
Loss of interest 14 56 83 92
. Loss of motivation 23 54 88 88
' Fatigability 39 62 89 84

Sleep disturbance 31 55 73 83
Loss of appetite 17 33 61 88
Constipation 19 26 38 52

Table 2: Frequency of Clinical Features of Patients Varying in
Depth of Depression (n = 486) (Beck, 1967, page 40)

4Depressive disorders are considered to have usually a well-
defined onset, a progression in symptom severify ﬁntil a bottom
level has been reached, and then a steady improvemeht until the
episode is over; remissions are typically spontaneous and free of

depressive symptoms; and there is & tendency foxr the disorder to

n,



28.

recur (Peck, 1967).

Pepression may occur as a primary discrder in a healthy
individual, or in one whose previous episodes of psychiatric ill-
ness have been depression or mania, irrespective of the presence
or apparent absence of life stress. Depression may occur secondarily
to other psychiatric disorders such as schizophrenia, neurosis and
persénality disorder, and to a wide range of non=-psychiatric
illnesses such ag viral infections, mutritional deficieuncies,
endocrine disorders, anzemias, central nervous diéorders such as
rultiple sclerosis, tumours and cerebral vascular diseace.
Depression may in addition be secondarily induced by drugs such eas

reserpine (See Table 3).

Clinical Depressed State
o

Primary Affecfive Disorders Secondary Affective Discrders

~

Umipolar  Bipolar Other Psvchiat- Syééémic
ric Disorders_ Disorders
Schizophrenia C.N,S.,Disorders
Alcoholism Drugs
Ete, Endocrine Disorders

Viral Diseases

Table 3: Nosology of Depression (From Robins and Guze, 1972)

3¢l e3 Depression as_a Disease Fntity

Depression may be a disc;ete nosological entity, which, in
addition to having a characteristic cluster of signs and symptoms,
has a specifiable type of onset, course and prognosis, Vhether
depressive disorder may be a disease entity is controversial. At
present, depression tends tc be viewed as a heterogenous group of
symptom complexes that are cléssified as syndromes, rather than as
a single disease entity (Freedman, Kaplan and Sadock, 1976).

3e¢le4 Summary of Semantics of Depression

The term 'depression may have at least three different but

overlapping clinical meanings:
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1. Depression mey denote an affective state characterised by
feelings -of unhappiness, dejection or dysphoria,

2. Depression may denote a syndrome, consisting of & character-
istic cluster of signs and symptoms, that exists as a primary
disorder, or is secondary to another psychiairic or thsical
disorder.

3+ Depression mey denote é.discrete nosological entity which, in
addition to consgisting of a charactéristic cluster of signs
and symptoms, has a specifiable type of onset, course and
prognosis.
The validity of considering depressive disorder to be a
disease entity has been questioned, and the tendency at present

is to clagsify it as a syndrone,

3,2 HNORMAL DEPRESSION VERSUS DEPRESSIVE ILLHESS

Althougﬁ there is reasonable agreement about what constitutes
_ depressivé disorder, there 1s no clear dividing line between so-
called normal depression and pathological depression, Because of
this phenomenon, differeﬁt views have been advanced regarding the
nature of depressive disorder in relation to normal depression,

~The continuity hypothesis proposed clinical depression to be
an exaggeration of normal low mood, This view, favoured by the
psychobiological schoel of Adolph Keyer, was based on the observ-
ation that clinically depressed individuals resembled normal people
who had suffered a major setback or a bereavement. Both groups
looked sad, spoke in low voices, used the same words to describe
how they felt, and might experience sleeplessness, appetite loss
and fatigability. Furthermore, individuals who had never been
depressed; might suffer the type of mood fluctuations, seemingly
independent of environmental stimuli, that were usually associated
with clinical depression (Wessman and Rick, 1966).

In contrast to the concept of continuity between normal mood
and depressive disorder, Kraepelin and his followers proposed
clinical depression to be a disease that was distinct from normal

mood, It was argued that although depressive disorder might appear



to be on a continuum withnormel depressive mood, deviations in
mood were produced by underlying disease processes in a mamer
analogous to high body temperature (which is on a continuum with
normal temperature) being produced by underlying disease factors
(that are not on a continuum with norm2l health). Associated with
the concept of depressive disorder being & disease was the
assumption of associated biochemical pathology.

A.though there is considerable evidence that biochemdical
changes are associated with depressive disorder (zee Section 2,.6),
there is as yet no conclusive evidence relating such changes to
clinical depression, The relatiénship between so-called normal

depression and depressive disorder remains unresolved.

3¢2,1 Summary of Normal Depression versug Depressive Illness

There is>uncértainty as to whether depressive disorder is an
exaggeration of so-called normal depression or whether it is
qualitatively different. Similarities between people who are
grieving and people who are clinically depressed supﬁort the
former view, More intensive investigations have suggested
depressive mood to be qualitatively diffgrent from depressive

disorder.

3,3 DIMENSIONS OF DEPRESSION

The manifestation of depressive disorder in several
vreasonably distinctive patterns has led clinicians to attempt to
sub—classify it in different ways. Hanic depressive - Psychogenic,
Neurotic =~ Psychotic, Endogenous - Reactive aﬁd Unipolar - Bipolar

dichotomies of depression have been proposed.

3.3.1 lanic Depressive Depression — Psychogenic Depregsion

The Kraepelinian formulation stipulated two types of
depression: menic-depressive depression and psychogenic depression.
The fQ?mer assumed psychotic proportions, seemed to be unrelated to

environment, and was thought to be rooted in heredity, constitution
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or metabolism, Psychogeric depression was an extreme reaction, in
terms of intensiiy and duration, to events in the patient's life,
and usually remained on a neurotic level. The current tirend is
towards relabelling manic~depressive depression, that has been

associated with manic episodes, bipolar depression,

3¢ 3.2 Psychotic Depression - Neurotic Depression

The psychotic - neurotic dichotomy of depressicn, for many
years a major issue, has recently lost its importance gince
Kendell (1968), in a carefully controlled study, failed to
separate the psychotic group of depressed patients from the
neurotic group of depressed patients. Kendell (1976) proposed
a psychotic = neurotic continuum to be a convenient mode of
conceptualising the apparent lack of boundary between psychotic
and neurotic depréssions. Foulds (1973) proposed the relationship
between psychotic depression and neurotic depression to be
hiersrchical, with psychotic depression inclﬁding neurotic
depressive symptoms, and neurotic depression diagnosed by exclusion
of psychotic depressive symptoms, The designations 'psychotic
depression' and 'meurotic depression' continue to be used in a
describtive capacity, and are generally synonymous with the
deslignations of 'severe depression! and 'mild depression’
(Kendell, 1976).

3633 K s ession = active Depression

The endogenous - reactive dichotomy of depression, originally
considered to represent distinct groups of constitutionally and
envirommentally caused depression, has become blurred. The
majority of depressive illnesses have been preceded by stressful
events of some kird, with little relationship between the kind or
severity of preceding stresses and the symptomatology of the illQ
ness. The aetiologicel role of stressful events seemé to be one of
degree rather than of presence or absence of stress (Angst, 1966,
1974; Perris, 1967; Paykel, 1974), Angst suggested the endogenous-
reactive differentiation to represent a continuum rather than a

dichotomy dividing patients into relatively clear-cut groups, with



most patients near the riddle of the continuum and few at the

extremes,

36 3.4 Urivolar Depression = Bipolar lTepression

The unipolar - bipolar dimernsion of depression, proposed by
leonard (1962) and supported by the research of Perris (1966),
Angst (1966) and Winokur et al. (1969), has gained rapid acceptance.
This dimension separates patients with depressive episodes assoc=-
iated with manic episodes, or with a family history of mania, from
those patients who have had only depressive episodes. The unipolar-
' bipolar dimension has Eeen supported by genetic studies and
pharmocological studies of responses to psychotropic drugs,
especially lithium. At present there is controversy whether all
depressions that are not associated with mania should be regarded

as wipolar depressions (Kendell, 1976).

3¢ 3.5 Current Status of Depression

Depression is gererally regarded as being a heterogenous group

;of éyndromes resulting from interaction of biological, genetic,

psychological and cultural factors (lewvis, 1938; Perris, 1966

d'Elia and Perris, 1972; Angst, 1974; Akiskal and McKinney, 1975;
'erndell,v1976; Depue and Konroe, 1978). The multifactorial caus-

ation is considered to have implications for symptomatology, in

.that some depressions may present with predominantly depressed
.vmood, or a high level of anxiety, or prominently apathetic mood

and diminished drive (Kielholtz, 1972).

| Depressions are considered to present in varying degrees of
- mild, moderate and severe depression, Severe depressions character-
istically have diurnal variations of mood, feelings of guilt,
,"retardatioh or agitation, sulcidal ideation, insornia, loss of
weight and possibly loss of contact with reality, whereas mild
mild depressions éré prone to fluctuate from day to day and lack
the characteristic features of severe depressions (Rendell, 1976;
see Table 4). Vhile severity of depression has implications for
treatment, suicide risk and possibly prognosis, the distinction
between mild, moderate and severe depressions remein far from

H



clear-cut, In general severe depressions include those deprecssions

previously designated ‘endogenous',

'vpsychotic' and ‘'manic-

depressive, regardless of whether there is a precipitating factor,

whereas mild depressions are associated with depressions previously

designated 'reactive'!, meurotic! and ‘'psychogenic?’,
Symptom Severe Depression i1111d Depression
Mood Shift to depression is iliood is less severely

marked, usually worse idepressed, fluctuates,

in the morning. worgens, if at all,in

: the evenings and when
2lone.
Psychomotor Merked ; expresses it- Not marked at all,
Retardation self by general slowing
|of thinking and activityd

Agitation, Agitation is usually Anxiety and irritability
Anxiety, present, are often present.
Irritation. Fears are common.
Feelings of Markedly present but |Not so pronounced but
Inferiority, |disappear with lifting |often other variatioms
Uselessness, of depression, in the personality after
Hopelessness. Tecovery.

Delusioﬁs of
Self-reproach

lMay be marked, -

Usually not present.
I'ay blame other people.

and Guilt.

Ihsomnia

Marked, characterised
by early morning
awakening,

Marked, characterised

by difficulty falling
asleep and disturbances.

Appetite and
Weight

Severely affected.

Usually 1ittle change,

11fting of depression, f

Iibido Can be lost completely |[Usually little affected.
or partially, :

Energy Markedly reduced. Variably reduced.

Bodily pain Present - clears up with Present - may clear up

or persist.

Table 4: Characteristics of Depression. (cf. Table 2, page 28)




3. 3.6 Surmery of Dimensions of Depression.

Based on the clinical observation of patients, clinicians

have attempted to sub—classify depression into dichotomies of:

Y, Manic~depressive depression - psychogenic depression;

2. Psychotic depression = neurotic depression;

3. Endogenous depression = reactive depression;

4, Unipolar depression - bipolar depression.

Recent research has cast doubt on the validity of all but the
unipolar - bipolar depressive dichotomies, There has been a trend
towards using the categories in the capacity of descriptive
dimensions of depression,

Depressions designated mild, severe and depressed, tend to
manifest qualitative in addition to quantitative differences,
Whether mild and severe depressions may mest approriately be
conceptualised as forming a continuum (Kendell, 1976), or whether
they are more approriately conceptualised in & hierarchical fashion
with severe depression including the features of mild depression
(Foulds, 1973), is uncertain. In general severe depressions
include depressions previously designated manic depressive,
psychotic or endogenous, and mild depressions inciudédepressions

previously designated psychogenic, neourotic or reactive.

3.4 CLASCIFICATION OF DEPRESSION

Classification.of depressive disorder is problematic in that
the major classificatory systems do not provide categories that
correspond with the findings of recent research,

Diagnostic ahd Statistical yanual_(DSM-z) of the American
Psychiatric Association (1968), provided the following categories
- for classification of depression: Involutional Kelancholia; Manic-
depressive illness, depressed; Manic-depressive illness, circular;
Manic-depressive illness, circular, depressed; Other major affect-

ive disorder; Psychotic depressive reaction; Depressive neuroses;
and Cyclothymic personality disorder, There is no provision for

classification of depression in children,
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International Classification of Diséases (ICD~Q) of the
World Health Organization (1975) provided for the clasiffication
of depression in the following categories: Depressive-type
affective disorder; Cyclical depressive affective disorder;
cyclical mixed affective disorder; Depressive type non-organic
reaction; Neurctic depression; Affective (cyclothymic) personality
disorder; Acute depressive reaction {(grief); Prolonged depressive
reaction; Depressive disorder unspecified; and Disturbance of
emotibns in childhood /adolescence with misery.

Tri-axial Classification of Mental Tisorders in Childhood
-(Rutter et al., 1969), provided for depressive disorder to be
classified under Feurotic disorder, depressive‘states.

Clearly the listed categories do not correspond with
Tesearch findings. The findings of recent research indidated
tentative validity for the unipolar -bipolar depressive distinction,
but failed to differentiate significantly vetween psychotic =~

neurotic and endogenous - reactive deprescive dichotomies.

3.4.1 Summary of Classification of Depression

Research has cast doubt on the validity of categories for the
clagsification of depressive disorders offered by the DSM-2, ICD=9
and Tri-axial classificatory systems.

3,5 EPIDEMIOLOGY OF DEPRESSION

Epidemiology of depression is confusing in that
surveys of depression have not studied the same thing in the same
way : some surveys have included mixed anxiety-depression states,
some have not; some have used clinical diagnoses, some have used .
rating scaleg; some have surveyed only patients in treatment, some
have been comunity surveys with considerable variation in the
intensity of the search for cases.

The prevalence of depressive disorders (the proportion of
cases in a given population on a given date ) has been estimated to

range between 0,4 and 10,4 per thousand for psychotic depression,
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and to range between 1,4 and 26,5 per 1000 for neurotic depression
(silverman, 1968).

The incidence of depression (number of new cases) has been.
assessed from community incidence surveys and admission for
treatment., Surveys of the incidence of depression in Sweden
(Essen-81ler, 1961; Hagnell, 1966) estimated an incidence of
depressive disorder in 1 percent of men &and 3 percgnt of women,
Translated into individual risk, the probability for a person %o
develop depressive disorder at least once, provided he or she
lived to a certain age, was estimated as 7,8 percent for males and
20 percent for females (ibid.). In terms of admission for treatment,

depressive disorder was diagnosed in 15 percent of psychiatric

‘referrals in the United States of America (Redick, 1974).

3,5.1 Summary of Epidemiology of Depression

Information concerning fhe epidemiology of depression is
uncertain, However, depressive disorder appears/to manifest in
a mild form (neurotic ) more frequently than in a severe form
(psychotic), and it has been found to present more‘frequently in
women than in men. In the United States, 15 percent of psych-
iatric referrals were diagnosed to be suffering from depressive
disorder (Rednick, 1974).

3.6 AETIOLOGY OF DEPRESSION

Although there is uncertainty regarding the causation of
depression, depression is generally considered to result from an
interaction of prediSposingvand precipitating factors:

l. Genetic factors may predispose an individual to denression,
Genetic vulnerability has been associated strongly with bipolar
depression, and to a lesser extent with unipdlar depression.
(See Section 2,6.1)

2. Biological factors may predispose an irndividual to depression.

(See Sections 2,2 and 2.6) Such factors may or may not be
assoclated with genetic factors. '
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3 Developﬁental events, for example, in the mother-child relation-
ship during infancy, have theoretically been associated with
vulnerability to depressive disorder (See Section 2.,1). loss
of a parent during childhood, 2lthough not strongly associated
with contingent depression, has been associated significantly
with depression in later life (Brown, 1966; Beck, 1967).

4, Thysiological stressors, such as v1ral infections, childbirth,
'reserpine and hypothyrocidism may contribute to the precipitation
of depressive disorder (Slater and Roth, 1969).

5« Psychosocial events, such as bereavement, economic upheavals

O i st

and 11fe changes that overwhelm the coping mechaﬁlemo of the
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1nd1v1du§}~_ggz pre01nltate depressive disorder in predisposed
1nd1;;£;élu.(80hmale, 1974; See Chapter 2).
6, Personality traits may determine or modify the reactivity of
' the:organism to stress, including the stress of being depressed
(Akiskal and McKinney, 1975). '

Akiskal and WcKimmey (1975) have proposed that 'depressive
illress, as a final common pathway, is the culmination of various
Processes that conceivably converge in those areas of the dien-
cephalon that modulate arousal, mood, motivation, and psychomotor
function?! (page, 290) The specific form that the syndrome would
take was considered to depend on the interaction of predisposing

and precipitating factors in a given individual.

3.641 Summary of Aetiology of Depression.

The aetiology of depression is uncertain, However, it is
considered to resuit from an interaction of genetic, biological,
developmental physiological, psychosocial and personality féctors.
The specific form of the syndrome is considered to depend on the
interaction of predisposing and precipitating factors in a

" -
given individual.
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3,7 DIAGKOSIS OF DEFRESSION

4

There are no clear criteria for differentiating between
normal mood and abnormal depression; the boundary between the two
states is undefined. (See Section 3.2)

In clinical practice criteria of intensity, duration, precip-
itéting event, previous episodes of depression, and the quality of
psychopathological features are used in the diagnosis of depression.
Symptoms of depressive feelings or apathy, feelings of worthless-
ness, guilt, hopelessness, helplessness, anxiety, crying, suicidal
tendencies, loss of interest in work and other activities, impaired
concentration, impaired capacify to function socially, appetite
and weight loss, sleep disturbance, constipation, psychecmotor
retardation or agitation, headache, and other complaints may . be
presented., Not all patients have all the symptoms and there is
. much individual variability.

| Certain symptoms, such as early morning awakening, diurnal
mood fluctuation with feeling worse in the morning, weight loss,
feelings of guilt, rumination and suicidai tendencies, hallucinat=-
ions and delusions,are associated with severe depression, while
symptoms such as difficulty in falling asleep at night, feeling
worse in the evenings. and blaming others, are associated with mild
depression. (See Table 4, page 34) |

Rating scales, such as the Hamilton Rating Scale and the Zung
Self-Rating Depression Scale, have been designed for évaluating
depregsion more precisely. The Beck Depressive Inventory (Beck,
1967) employs twenty-one categories of symptoms and attitudes for
agsessing severity of depression. The categories are llood,
Pessimism, Sense of failure, Lack of satisfaction, Guiity feeling,
Sense of punishment, Self-dislike, Self-accusations, Suicidal
wishes, Crying spells, Irritability, Social withdrawal, Indecisive-
ness, Distortion of body image, Work inhibtition, Sleep disturbance,
Fatigability, Loss of appetite, Weight loss, Somatic preoccupation,
and Loss of libido.

Felghner and associates (1972) proposed the following criteria
_for diagnosing depression, all of which should be fulfilled for a

diagnosis of depression to be made (page 58):



40.

"A, Dysphoric mood characterised by symptioms such as the following:
depressed, sad, blue, despondent, hopeless, 'down in the dumps?,
irritable, fearful, worried or disccuraged.

B. At least five of the following criteria are required fer
'‘definite'dervression; four are required for'probable’ depression.
(1) Poor appetite or weight loss (positive if 2 1b a week or 10
1b or more & year when not dieting).

"(2) Sleep difficulty (including insomnia or hypersomnla)

(3) Loss of energy, eg, fatigability, tiredness.,

(4) Agitation or retardation.

(5) Ioss of interest in usual uctlvitles, or decrease in sexual
drive,

(€) Feelings of self-reproach or guilt (either may be delusicnzl).

(7) Complaints of or asctuzl diminished ability to think or con-
centrate, such as slow thinking or mixed up thoughts.

(8) Recurrent thoughts. of death or suicide, including thoughts of
wishing to be dead,

ce A psychiatric illness lasting at least a month with no preexist-.
ing psychiatric conditions such as schizophrenia, anxiety neurosis,
phobic neurosis, obsessive compulsive neurosis, hysteria, alcohel-
ism, drug dependency, anti-social personality, homosexuvality ard
other sexual deviations, mental retardation, or organic brain
syndrome, (Patients with life-threatening or incavacitating medical
illness preceding and paralleling the depression do not receive
the diagnosis of primary depression).

Secondary depression 'definite! or 'probable! is defined in the

same way as primary depression, except that it occurs with one of

the following:

(1) A preexdisting non-affective psychiatric illness which may or
may not still be present.

(2) A life-long threatening or 1ncap301tating medical illness which
precedes and parallels the symptoms of depression."

. While Feighner and ascociate's scheme has the advantage of prov-
iding unambiguous criteria for the diagnosis of depression, its
usefulness will depend on it being incorporated into an accepted
classification schemé; this has not as yet taken place; (cf. Research

Diagnostic Criteria of Spitzer, Endicott and Robins, 1975 )

3e7e1 Summary of Diagnosis of Depression

There are at present no defining criteria for the diagnosis of
depression, In clinical pracfice, diagnosis of depression is usually
based on the presence of characteristic symptom patterns and the
histbry of the patient, Rating Scales have been designeg for more

~
precise diagnosis of depression and assessment of severity of
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depression. Schemes listing criteria for diagnosis of depression

have been formulated,

3,8 NASKED DEPRESSION

Depression may present first at a surgeon's or internisi's
office for 'the relief of bodily ailments' (Ziegler, 1939). Slater
and Roth (1969) advised that if somatic ailments toccur pericdic-
ally and have an effect on the patient's well-being exceeding by
far the objective findings, affective disorder should be suspected
as the underlying cause of the physical disability and psychiatric
treatment instituted! (page 212). It seems that most .depressive
patients have physical complaints (Kenyon, 1978), and it has been
- suggested that whereas in normal emotional states bodily feelings
may be relatively'unimportant, in morbid emotional states bodily
feelings may so predominate that they become the sole manifestation
of mood change (Tyrer, 1973). -

" In addition to underlying hypochondriacal and psychosomatic
disorders, it has been proposed thaf depression mey underly various
behaviour patterns such as alcoholism, drug addiction, learning
disorders, bulimia, accident-pronenessm sexual problems and rage
responses (ILesse, 1974).

- Atypical depressions, in which depressive affect is not immed-
iately apparent have been termed 'masked depression', 'hidden
depfession','missed depression','depressioh gine depressione!,
'latent depressiont, 'underground depression', 'depressive equivalent!
" and taffective equivalent'!, by various writers (ISpez Ibor, 1972).
.The depressive or affective 'mask' usually refers to the predomin-
and symptom that precipitated referral., ¥hile certain clinicians
have, considered such depressive states to constitute qualitatively
different entities from more overtly depressive states (Xielholtz,
1973 lesse, 1974), other clinicians have argued that the concept
of 'masked depression' as a depressive entity has 1little validity
(Verry, 1976; Kovacs and Beck, 1977); Pearce (1977) pointed out
that the term is confusing in that it implies depressive-symptomat-

ology in the absence of depressive affect, whereas evidence of
\ .



42,

lowered mood may invariably be elicited.

It hag been proposed that defence mechanisms may be used as
an unconscious means of overcoming the passive experience of f/f”
helplessness in the face of frustration or disappointment
(Anthony; 1975 ). For depression, ‘with its core feelirgs of
unworthiness and helplessness, regression was conéidered to be the .
deferice mechanism of choice; obsessive-compulsive reaction was
thought to be able to compensate marginélly for loss of self-
esteem; other defence mechanisms suggested were reversal of affect,
characterised by excitement, clowning and aggressive behaviour,
identification with the idealised object, acting out in the’ form
of delinquency, and hypochondriasis (ibid.).

While it is accepted that unconscious defences may be used
against depressive feelings in a mamner analogous to that in
wnich unconscious defences are used against feelings of anxziety,
1t is considered that parsimony should be used in interpreting
behaviour: aggressive behaviour and delinquency are more likely to
be related to aggressive affect, or feelings of anger and resent-
ment than to feelings of depression; angry people, or people who
have been contravening social mores,are more likely to be‘depressed
ag a consequence of alienating other people, than their behaviour
is 1ikely to be a consequence of inferred underlying depression.

Regardless of how depression may present, it is considered w//
that for depressive disorder to be diagnosed, evidence of lowered
‘mood, withvassociated signs and symptoms should be present. (See
Section 3.7)

3.8,1 Summary of l'asked Depression

:it ﬁas been proposed that depressive disorders may be masked
by somatic symptoms, hypochondriasis or behavioural problems; that
such depressions might constitute different entities from overtly
depressed states, Because so-called 'masked! depressions invariably

manifest lowered mood and depressive symptématqlogy, and overt
depressions aré frequently associated with physical complaints, the

distinction is conmsidered to be invalid.



3,9 TREATHENT OF DEPRESSICN

Treatment of depression is related to the nature of {the signs
and symptoms, the severity of the disorder, and physical,
psychological and envirormental factors that might have been
agssociated with the aetiélogy of the depressive disorder. Conse-
quently, treatment commences with & physical examination and the
taking of a psychiatric history. In cases of severe or moderate

 depression, where there is a risk of the patient committing

sulcide, or where the patient does not have a supportive home

. environment, hospitalization may be indicated.

loderate depressions usually respond fairly rapidly to
tricyclic or monoamine oxidase inhibitor antidepressant medication,
In cases of severe depression, particularly where there is a risk
of suicide, some authorities consider electroconvulsant therapy to
be the treatment of choice (Shaw, 1977). In the case of mild
depression, where response to antidepressant medication frequently
- does not cccur, psychotherapy may be the only useful form of
treatment,
| Initial psychotherapy with severely or moderately depressed
patients, should generally be of a supportive nature. With
recovéry, or in the case of mildly depressed patients, psvcho-
therapy requires to be directed towards resolving psychological
conflicts, modifying problematic ways of behaving or rectifying
faulty cognitions that might be associated with maintaining or
predisp031ng the patient to depressive dlsorder.

Tn cases of recurrent bipolar and unipolar depres51ons,
maintenance lithium medication may be indicated, and in the case
of unipolar recurrent depressions, antidépressant maintenance
‘medication may be effective in reducing attacks (Angst et al.,
1970; Shaw, 1977).

3.9.1 Summary of Treatment of Depression
Treatment of depressive disorder includes psychotherapy, anti-
depressant medication and electroconvulsant therapy, depending on

the nature and severity of the disorder. Precautions require to be

taken against the danger of suicide by depressed patients.
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3,10 PROGNOSIC OF DEPRESSICN

The following conclusions concerning the progrosis of

depressive disorder were reached by Beck (1967) after an extensive

survey of the literature:

1, Complete recovery from an episode of depressive illness occurred

2
3.

4,

5

in 70 - 9% percent of cases. About 95 percent of the younger

patients recovered completely.

The median duration of an episode was approximetely €,3 months

among inpaticnts, and approximately 3 months among outpatients,
the latter group generally comprising milder cases,

Tritial episodes in patients under the age of 30 tended to te
shorter than initial episodes oceurring after age 30, Acute
onset favoured shorter duration,

After an initial attack_of depressicn, 47 - 79 percent of
patients tended to have & recurrence at some time intheir lives.

The probability of frequent recurrences were greater in bipolar

depressive disorders than in unipolar depressive disorders.

6.

Te

8.

After the first attack of depression, most patients had &
symptom-free interval for more than three years.,

Although the duration of particular episodes remeined approx-

rimateiy the same, the symptom-free interval tended to decrease

with each successive attack,

About 5 percent of hospitalised patients subsequently committed

. suicide, Suicide risk vas greatest during weekend leaves from

the hospital, during the month following hospitalization, and

" remained high for six months after discharge.

S.

A proportion of patients (1/6 ~ 1/3) gained very little relief
from their symptoms. The clinical course might be characterised

by continuing social and psychological disability, punctuated

by frequent and prolonged admissions to hospital (Toone and

Ron, 1977).

3.10,1 Summary of Prognosis of Deprecsion

Complete recovery from depressive disorder occurs in the

majority of cases, Depressive disorder tends to recur, and in



certain predisposed individuals, intervals between successive
attacks diminish with increasing age. In a mindrity of cases there
is a poor prognosis, with minimal relief from symptoms, and
frequent, prolonged hospitalizations. Suicide occurs in about 5

percent of hospitalised patients.

3,11 COICLUSICHNS COUCERNING DEPRESSION AS A CLIHICAL DISCRDER

Depression has bteen delirneated as a clinical syndrome,
associated with lowered mood, and menifesting attitudinal, motivat-
- ional, behavioural and vegetative changes, Symptomatology includes
- ‘depressive feelings or apathy, feeiings of incompetence, worthless-
vness, guilt, hopelessness, helplessness, anxiety, crying, suicidal
tendencies, loss of interest in work and other activities, impaired
capacity to fime tion socially, appetite and weight loss, sleep
disturbance, constipation, psychomotor retardation or agitation
and physical complaints. Not all patients have all the symptoms,
and there is much individual variability.

Depressive diéorder may present in a severe form or in a mild
form. Symptoms such as early morning awakening, diurnal mood
fluctﬁation with exacerbation of mood in the morning, weight loss,
feelings of guilt, ruminations, suicidal tendencies, hallucinations
and delusions may colour the severely depressive picture, whereas
sympfoms such ag difficulty in falling asleep at night, exacerbat-
ion of mood in the e#ening, and 1lifting of mood in some situations,
are more likely to be assoeiated with mild depressions, Differences
between severe and mild depressions are qualitative and quantitative.
¥ild depression may appear to merge with 'normal?! depfessive mood,
but differs in not being able to be related realistically to
environmental events or physical changes in the individual.

‘ Depression may be a primary disorder, or it may be sedondary
to another psychiatric or physical disorder.

If depression is a primary disorder, it may be unipolar, with
only depressive episodes, or it may be bipolar with depressive and

manic episodes.

Onset of depression is considered to be mzltifactorially
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determined by an interaction of genetic, biological, psychological,
and envirommental factors, which colour the depressive picture in
a particular individual. _‘

Treatment may be in the form of medication, physical treat-
ment, end /or psychotherapy, depending on the nature and severity
of the depression. :

Response to treatment of depressive episodes is usﬁally good,
However the disorder, particularly bipolar depression, tends to
recur, Furthermore, a percentage of depressed patients cormmit
suicide. |

Depression as a clinical syndrome is characterised by dysphdric
or apathetic mood, cessation of active coping with the environment
and withdrawal of emotional concern into the self, In this resyect
it corresponds with the piqture of depression delineated from
psychological‘congepts of depression in the previous chapter. But
this consensually accepted depressive core has considerable divers-
ification,

Depression is clearly a heterogenous disorder, Aside from the
unipolar -~ bipolar dichotomy, depressive se#erity is associated with
qualitatively different symptomatologies, with implications for
treatnent and prognosis. Depressive disorder is frequently described
in terms of the severe or moderate COnditich, yet mild depression
roccurs far more frequently (Silverman, 1968). 1ild depression cammot

- be considered as a discrete condition in that i1t frequently develops

- into mdderate or severe depression,

| Because of tnese factors, precise delineation of the symptom-
atology, course, treatment and prognosis of clinical depression as

a unitary disorder, is not possible.
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DESCRIPTION OF CHILDHOOD DEFRESSION

Depression in:childhood has been a controversial subject in
clinical and theoretical circles. Clinicians who looked for the.
adult condition in children did not find it. Psychoanalysts
- disclaimed the poésibility'of depression in children on theoretical
grounds. During the past décade a substantial body of clinicians
have testified convincingly to the existence of\a éyndromal
depressive disorder in children.

" The area of childhood depression has not been satisfactorily
_elaboratéd, and there ig little ;greement on wkat constitutes the
condi tion. Iﬁ this chapter an ekamination will be made of liter-
ature covering empilrical and clinical investigations of depression
in children with the aim of finding recurring signs and symptoms
that can be grouped together so as to delineate a composite plcture
of childhood depressive disorder,

Because depress}on is inferred largely from behaviour, and
behaviour changes with developmental stage, depression in children
will be surveyed in maturational stages of infancy, latency and
adolescence, Case studies illustrating depression in childhood are

included in the Appendix,

4,1 DEPRESSION IN INFANT CHLLDREN

The infant is characterised by his self—éenteredness. The
younger he 1s, the more he is aware only of his own needs and wants.
He has a strong need to be nurtured. In the first two years the
mother provides the &daptive, regulating activities for the child
that the child's own ego provides at a later age (Solnit, 1960).

If quring the first two years the mother is absent, the main ego
support i1s removed and the child feels overwhelmed by anxiety and
depression at being abandomed. The most important predisposing
factor to the development of depressive disorder in the infant is
therefore, separation from the mother,
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Serinal work in the area of infant depressive reactions
subsequent to maternal separation was pesrformed by René Spitz and

. dJohn Bowlby.

4.1.1 The TWork of Snitz

Spitz (1946) documented & syndrome which he had observed in =
long term study of 123 unselected infants, aged 14 déys ~ 18 months,
in a state nursery. Nineteen of the infants had developed the full
syndrome and 26 had developed, to & legser extent, scme of the
éymptoms. Spltz described the syndrome, which he called Anaclitic
Depression, in the following way (page 229):

tApprahension, sadness, weepiness,

Iack of contact, rejection of environment, withdrawal.
Retardation of development, retardation of resaction to stimuli,
slowness of movement, dejection, stupor.

Ioss of appetite, refusal to eat, loss of weight.

Insomnia.

To this symptomatology should be added the psysiognomic
expression in these casesg, which is difficult tc describe,

This expression would in an adult be described as depression,

Anaclitic depression was observed in some children who had been
gseparated from their mothers during the second half of their first
Jear. The syndrome did not appear to be associated with race, sex,
inteliigence, developmental level or chronological age, provided the
child was over six months of age. The syndrome appeared to be assoc-~
iated with the mother=-child relationship, in that where the relat-
'ionship had been good, it occurred more readily and more severely,
and vhere poor or bad, it was less likely to occur, and to occur in
a weaker form. Occurrence cf the syndrome and its intensity, also
appeared to be related to the personality of the mother-surrogate
that the child rsceived in the nursery, and the quality of her
relationship with the child, as compared with the quality of the
velationship it had with its mother.

_ Develorment of anaclitic depression was described in three stages:
1. Children who had previously been happy would become epprehensive,
sad and weepy. The child would seek to attract attention and *o make
contact. This contact would lead to clipging, anrd disappointment:

when contact was terminated.
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2;. Yeepiness would give way to withdrawal, with the child lying
in its cot with averted face. Approach by an observer would be
ignored and contact would provoke weeping or screamlng. "The
children tended to lose weight, and some suffered from insomnia,
There would be greater susceptibility to colds ro eczem2, A gradual
decline would take place in their developmental quotients; This
stage lastéd about three months,
3. The children would withdraw further, It would become difficult
to proﬁoke any. reaction, even weeping. They would have a 'sort of
kfroéen rigidity of expression' and would be out of contact with the
 enviromnment, In some cases there would be 'autoerotic activities in
~the oral, anal and genital zones'. ‘ )
» The syndrome could be'dramatically reversed' by returning the
mother to the child within three months of separation.
After a certain length of geparation from the mother, beyond
"a certain level of deterioration, what Spitz considered to be a
"critical point of development', the condition became irreversibdle,
In foundling home infants, where permanent separation from
the mother took place, usually during the infant's sixth month of
life, no intervention was eventually effective in reversing the
syndrome, Moreover, in addition to stuperous withdrawal, the ‘
foundling children beéame inordinatély vulnerable to death, Although
conditions in the Foundling Home were satisfactorily hygienic and
aseptic, 34 of the 91 infants observed during the course of two
yearé died of illnesses varying from respiratory and intestinal
infections to measles and otitis media (Spitz, 1945). _
Spitz attributed omnset of Anaclitic Depression to loss of the
infant's 'love object'! in the person of the mother. He considered
a gecondary, interactory factor to lie in confining the infant to
its cot, which inhibited it from actively Seeking a substitute
11ove object'. Prophylaxis and treatment wasg considered to lie in
notvseparating the child from its mother. Where separation was
inevitable, it was proposed that a suitable mother-substitute should
be provided, and that the child should not be confined to its cot,
but should be allowed to move around freely. A
Spitz (1946) did not consider Anmaclitic Depression fo be

e e
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identical to adult depression in that in terms of classical
psychoanalytic theory, depression presuppeses & certain level of

personality development (See Section 2.,1.1).

4,1,2 The'Work of Bowlby

dJohn Powlby (1652, 1965) made an extensive, world-wide

survey of f'children who are orphaned or separated from their
farilies for other reasons and need care in fostef-homas, instit-
.utions or other type of group care, for the World Health
Organization., Bowlby studied the reaction to separation by young
children, He described the reaction as occurring in three
congecutive phases, which he termed f‘protest', 'despair‘, and
'‘detachment ', Bowlby considered this process to constitute mourning
the mother-figure, after the child had bonded with her during the
middle of the first year of life.

1. During the phase of protest, lasting about three days, the
child would cry for its mother and search for her, It would cling
to toys it might have brought from home.

2, During the phase of despair, the child's active behaviour
would diminish and it might cry monotomously or intermittently. Tt
would be withdrawn, inactive, and appeared to be mourning, It
would resist being dréssed, fed, toileted, and refuse comfort
from the nurses. ,

3.  During the phase of detachment, the child's resistance to its
new caretakers would begin to decrease. Help would be accepted, and
the child would begin to smile and be sociable, It would lose
iﬁferest in the toy brought from home and might discard it,
Aggressiveness might increase towards the toy brought from home or
towards other children, Detachment would be most evident when the
child was visited by his family, or when he returned home. He

might act as 1f he hardly kmew his parents, After briefer separ-
ations, detachment would give way after a few hours or a few days,
and would frequently be followed by & phase during which the child
would show ambivalence towards his parents, demanding their presence
and crying if left, but behaving aggressively towards them,

Bowlby gonsidered”that once the third stage had been reached,



the child would have become vulnerzble, in that he would be likely
to react abnormally to future disappointments or loss of a loved
persén.

Bowlby considered the period of f'protestt! to coinclde with
yeerning, and angry efforts to recover the tlove object'; and he
considered the stage of 'despair' to conincide with withdraval of
emotional concern frem the 'loved object! in preparation for
establishing a relationship with a new one. 'Ioss of loved 6bject
gives rise not only to an intensified desire for reunion but to
hatred of the object, and, later, to detachment from it; it gives
. rise not only to a cry for help but to a rejection of those who
respond to it.' (1968, page 278)

” Bowlby (1965) proposed that reaction to separation was 'a
form of depression having many of the hallmarks of the typical
adult depressive patient in a mental hospital, The emotional tone
i1s one of apprehension and sédness. The child withdraws himself
from all that is around him, there 1s no attempt to contact a
étranger and no brightening if this stranger contacts him. Activ~.
ities are retarded and the child often sits or lies inert in a
dazed stupor, Iack of sleep is common and lack of appetité
wniversal, Welght is lost and the child easily catches infection,
There is a sharp drop in general development.'(FPage 27)

Iike Spitz, Bowlby assoc1ated this disorder with the infant
having previously had a good relationship with its mother, and
separation taking place after about six months of age, without
the provision of an adequately nurturant mother-substitute,

A In a sample of ninety-five children who had been separated
from their mothers during the second half of the first yeariof life,
without the provision of an adequately nurturant mother -substitute,
twenty per;ent were found to have reacted to separation with severe
depréssion, twenty-seven percent with mlild depression, and the
remainder of the infants were apparently unaffected.

Bowlby considered a depressive response to separation from

the mother~figure to be a 'normal response' for infants in the
second half of the first year of 1life, (cf. Section 2.,1.4)
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4.1.3 Qther YWork in the Area of Infent Depression

The observations of Spitz and Bowlby regarding the occcurrence
of depressive-like states in many infants over six months of age,
who had been placed in institutions such as murseries or hospitals,
have been supported by the research of Hsinicke (1956), Heinicke
and Westheimer (1966) and Schaffer (1959, 19T1), among others.
Whether similar states may occur in infants for reasons other than
in response to separation from their families, has not to the
knowledge of the author been investigated. '

The age-related nature of the syndrome has been confirmed by
the work ofSchaffer (1959, 1971), who found that although babies
under seven months of age might show disturbance yhen hospitalised,
they did not fret, and they responded to both the nurses who cared
for them and to their mothers at visiting times. A

Prugh et al.(1953) demonstrated that no matter how excellent
the medical and nursing care of children under four years of age
in hospital and no matter how sengsitive their handling from an
emotional point of view, many of the children showed behavioural
and emotional disturbances., However, there was less evidence of
depression, withdrawal, eating and sleep disturbances, rocking and
thumbsucking, when children were allowed to move about in the ward
and were given a great deal of individual attention, When mothers
were admitted to hospital with their children, there was evidence
. that the children could tolerate sickness, pain and frightening
medical procedures without suffering the disturbances of children
who were admitted alone (Wolff, 1973).

' Wolff (1973) proposed that the age-linked nature of sensitiv-
ity to separation might be accounted for in the following way:
Af_about six months of age children are considered to move from a
state of 'adualism) in which they cannot distinguish between their
innér and outer worlds, to a state of idualiSm', in which they
become aware of people as objects, distinct from themselves,
Memory traces are laid down, and they react to separation from
their mothers and to reunion with them. However, because of their
1imi ted capac?ty to anticipate the future, and their almost non-

existent understanding of verbal explanations until about four



years of age, temporary separation xzight evoke the same responses
ag permanent loss,

There has been controversy over the nature of the reaction
0of young children to separation: some authors have considered the
reaction to represent depressive disorder (Bowlby, 1965, 1968),
whereas other authors have argued, on theoretical grounds, that
young children have not'sufficiently elaborate peychological
~ structures to mourn (Freud, 1960), or to suffer true depression

(Spitz, 1946).
' Pragmatically the condition satisfies the criteria for
diagnosis of depressive disorder in adults (See Section 3.11).
- It is considered parsimonious to interpret the reaction of

geparated infants as being 2 manifestation of depressive disordex,

4,1.4 Surmary of Depression in Infant Children

A depressive type of syndrome has been found to occur in
gone infants who were separated from their mothers1 during the
. gecond half of the first year of life, and placed in institutions
- or hospitalised for extended lengths of tire, ’

Stages of protest, characterised by weeping ard sesrching for
mother, followed by apathy, withdrawal, inward grief and despair,'
followed by 2 stage in which the child once more became responsive
to others, aﬁpeared to have forgotton bhis mother, &2nd no longer
seemed to care, were described (Bowlby, 1952, 1965). 4n alternative
outcome, consisting of intensified withdrawal, and exacerbation of
symptoms such as depressive affect, weeping, apathy, retardation,
loss of appetite, loss of weight, insomia, and decrease in general
development was aléo proposed (Spltz, 1945, 1946; Bowlby, 1952,

11965).

It was concluded that this syndrome in infants was analogous

to d%preséive disorder irn adults.

lpiscussion of what constitutes infant separation and matermal
deprivation is beyond the scope of this dissertation, For a
comprehensive survey of tha area, see Rutter, 1972.
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4,2 DEPRESSICN IN LATENCY-AGE CHILIRER

Descriptions of depression in latency-age children can be
divided arbitrarily into those in which depression is considered
'to be overt and similer to depression in adults, but with differ-
ences related to the developmental level of the child, those ia
which depression in children is considered to be overt but
vqualitatively different from depression in adults, and those in
which depression in children is considered to be hidden or mesked,
and qualitafively different from depression in adults,
| A selection of studies of depression in children, in which
-the manifestation of depression has been described, are reviewed

below. Case Studies of depressed children are included in the Apvendix.

5.2.1 Studies of Depression in l1atency-Age Children

1, Harrington ard Hassan (1958) described the signs and symptoms

of a sample of seven girls, aged 8 - 11 years, whom they considered :
to be suffering from depression, Commen characteristics were .
weeping, flatness of affect, loss of appetite and energy, somatic
.COmplaints, various problems in school adjustment, fears of death
for self and parents, and self-depreciation., Associated with self-
depreciation were excéssively ingratiating behaviour and striving
for recognition. Relationships with mothers were reported to hava
deferiorated, and to be characterised by clinging alternating with
unreasonable hostility; in some cases relationships with siblingé,
peers and school teachers were reported to have deteriorated too.
Depressions had been preceded by disturbing events such as
accidents or physical illness,

26 Agras (1959) studied a group of seven children, aged 6 - 12
yoars, who had presented with school phobia at the out=-patient
‘department of a Canadian children's hospital., All the children
expressed fears of going to school. Six of the children had weep-

et et e

ing bouts for no apparent reason, and manifested unhappy, miser- |
able whiney behaviour. Three of the children were concerned with ﬁ

death, and ode made suicidal gestures. The seventh child was



described as being inappropriately cheerful, hyperactive, 2and at

times ‘'desiructively hypermanic'. Five of the children had somatic

symptoms such as stomach-ache, nausea, vomiting and headaches,

typically occurring during the morning before school, and not over

the weekend.

Agras considered the school phobia syndrome to have features

in common with adult depressive disorder., This led Ag:as to theorise
~ that school phobia might be one of the modes in which‘depression

presented in children, and that such modes might be part of the

development of depressive disorders in relation to maturation.

3. Toolan (1962, 1974) claimed that overt mznifestations of

depression, such as retardation of mentsl and physical activities,

' wjé>'insomnia, feelings of depression, worthlessness and nihilism, and
suicidal preoccupations, were rarely to be found in children.

- Instead, he proposed that depressed children manifested with
‘depressive equivalents', related to the developmental level of the
child. He considered the following symptoms to be expressions of
depression at different age levels:

Infants: sleep and eating disorders, ¢olic, crying, head-banging;

Pre-school children: withdrawal, apathy, regression;

Iatency-age children: behavioural symptoms such as temper tantrums,

disobedience, truancy, running away from home, accident proneness,
" ma2sochism, self-destructive behaviour, boredom, restlessness, low

self-esteem, inferiority feelings.

Toolar considered depressive feelings in children to be

diép_laced into behavioural problemsi feelings of being bad,

evil and wmacceptable' led to antisocial acts, He argued that

behavioural symptoms tshould be considered as evidence of depression’',

and‘that underlying depressive themes would be reflected in themes

of -fantasies, dreams and responses to projective tests,

4. Sandler and Joffe (1965) studied the case histories of 100

children seen at a British child-therapy clinic. They found that a
significant number of children of all ages had suffered a depress~

ive reaction to a wide range of internal and external events
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involving loss of a state of well-being. (See Section 2.,1.5)

They describved the children es looking sad or depressed, being
withdrawn, apathetic, uninterested in anything, disatisfied, dis-
contented, appearing to feel wnloved but not accepting comfort,
having insomnia, and performing autoerotic and other repetitive
activities,

Sandler and Joffe considered depressive reactions in children
to show some of the qualities, such as helplessness, passively
resigned behaviour and inhibition of functions, seen in most
adult depressive reactions, and mingled with it attempts,
such as clowning, to deal with the existence of depressive affect,

or to prevent its emergence,

De Glaser (1967) considered depressive disorder in children to
be qualitatively different from depression in adults, and to be
tmagkedt by symptoms not usually associated with depression.
Underlying 'masking' symptoms would be depressive elements such as
feelings of inadequacy, low self-esteem, helplessness, hopelessness,
i1solation and rejection by others, that did not correspond with the
child 's 1ife situation, Such feelings might be expressed by the
child, or assessed by the clinicien during an interview with the
child. ' '
Claser held a developmental view of depression, considering
- that manifestation would be related to the maturational level of
-the child, In infants and small children he considered depression
to present in the form described by Spitz (1946) and Bowlby (1952).
In iatency-age children and adolescents he considered underlying
depression to be masked by:
1. Behavioural problems and delinquent behaviour such as temper
tantrums, disobedience, truancy, running away from home}
2, leerning difficulties, such as reading problems and school failure;
3. Psychophysiological reactions such as abdominal pains, vomi. ting
and nausea, headache, and various other psychosomatic complaints.
Glaser considered the underlying depressive elements to differ
from the tclassic' entity of depression, and from the self-limited
depressive episodes found in adults, but he did not specify the

nature of the difference.



Ge Frommer (1968) performed a retrospective clinical study of
+he case histories of child psychiatric outpatients of a British
general teaching hospital, over a five year period. She compared
74 children, who had been diagnosed as suffering from a neurotic
disorder (including some depressive features), to a group'of 190
children who had been diagnosed depressed, According to Frommer,
gsymptoms of irritability, weepiness, cqmplaints of depressioh,
‘tension and explosiveness, and moodiness significantly different-
iated the depressed children from the neurotic children.

On the basiz of differing 'clinical §atterns' and 'treatment
. needs', Frommer divided the total sample of depressed children,aged
3 - 16 years, into the following groups:
1. Depressed children with enuresis and /or encopresis or late
toilet training success, in whom moodiness, weepiness, hostile and
antisocial behaviour, and depressive disordexr of long standing were
the most common symptoms. These children tended to be immature for
their age, to have poor peer interrelationships, and to have
learning disorders., Onset of depression was usually insidious, and
prognosis was poorer than in the other groups.
2, Children with uncomplicated depression, who typically, were
weepy, with recurrent explosions of temper and misery for no
apparent reason, with‘sleep problems such as falling asleep,
nightmares, sleepwalking, talking in sleep, and waking in the night
or'unusually early., Theée children frequently had good social
adjustment, and were not usually anxious or lacking in self-
' confidence. _
-3. Children with depressive phobic anxiety state, who tended to be
qulet and withdrawn with 'typical depressive symptoms, such as
weepiness, tension, and irritability', apathy, explosiveness,
anxiety, clinging behavio \, abdominal pain, sleep difficulties,
and less mcodiness than was mani fested by the other depressive
children. This group frequently presented with abdominal pain,
headache, nausea, vomiting and fainting, following on an illness,
trauma or environmental stress that had occurréd earlier.,

Frommer associated the different clinical patterns with
premorbid personality traits, family factors and response to

treatment.
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Frommer concluded that depression in children was most
cormonly a non-specific meilaise, with abdominal pain, headache cr
enuresis frequently serving as reasons for referral, and psychol-
ogical symptoms, such as undue anxiety, nervousness, fears
(notably school phdbia), obsessional benaviour, rituals, tics,
depressive feelings and suicidal ideas,less’frequently serving as
reasons for referral, Furthermore, she concluded that systematic
enquiry would invariably disclose symptoms characteristic of
depression, in children as in adults, and in many cases there would
'be precipitating events, from which time personality change couid
be dated,

7« Poznansld ard Zrull (1970) reviewed the case records of 1,788
referrals to a United States children's psychiatric out;patient ‘
Clinic; in an endevour to find clinical correlates of overt
depressive symptomatology in children. Using criteria of the child
being described as sad, unhappy or depregsed, with established
depfessive symptomatology such as excessive self-criticism, feelings
of inadequacy, difficulties with sleeping and concerns about death,
fourteen of the referrals (four under 6 years of age and ten aged
7 - 12 years) were considered suitable for further study.

In the sample of fourteen children, negative gelf-image was
found to be the most frequént correlate of depression, with the
child describing himself as 'mean' or 'stupid' or ‘'punk kid'.

Other symptoms significantly associated with depression were
excessive crying, withdrawal snd problems in handling aggression,
Parents of these children showed a high incidence of depression,and
had difficulties in handling aggression, with hostility and overt
parental rejection.

8. ¢ Iing, Oftedal and Winberg (1970) used a combination of well-

established clinical criteria of depression in a2dults, together with
factors more readily observable in children, in assessing for
depression children who presented with headaches at

& neurological department. A child was considered to be depressed

if hg manifested any four of the following features: significant
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mood change, social withdrawal, deteriorating school performence,
sleep disturbances, aggressive behaviour not previously present,
self-depreciation and beliefs of persecution, lack of energy,
somatic complaints other than headaches, school phobia, anorexia
and weight loss, with emphesis on recent changes of bekaviour.

In a sample of twenty-five children, aged 4 - 16 yesrs, who
had presented for neurological investigation with severe headachés,
ten were considered to be depressed in terms‘of these criteria,
VMood change, social withdrawal and self-depreciation were found to
be the most common symptoms, and sleep disturbance, deteriorating.
gchool performence and various somatic complajnts were present in
most of the children.

9. Araiffrvi and Huttunen (1972) studied & sample of 44 Finish
psychiatric in-patients aged 5 ~ 12 years, all with symptoms of

enuresis and /or encopresis, In addition to enuresis and encopresis,
depressed children showed social withdrawal, inhibition, lack of

spontaneéus activity, passivity, and poor self-confidence,

10, Xuhn and XKuhn (1972), in a study of the imipramine treatment

of 100 depressed children, proposed 'morning tiredness' to be the
- tcardinzal symptom! of'depression in children. Among other signs
and symptoms of depression in children were considered to be
underachievement at school, anxiety, sleep disturbances, inhibition,
tireaness, diminished activity, disturbances in concentration and
mental ability, enuresis, disatisfaction, apathy, weepiness,
'irritability and aggressivenass.

Kuhn and Kuhn considered about 12 percent of child psychiatrib

referrals to suffer from some form of depression,

1 «“ VranjeSevic, Radojiéié,Bumbadirevi¢ and Todorovié (1972)

in Belgrade,described depression in children with interchranial

- tumours. The children looked sad and unhappy, and were apt to cry;
they seemed to feel rejected and unloved; they lost interest in
activities that had previously interested them, and withdrew; some

were preoccupied with death; some older children menifested
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disobedience, antisocial behaviour and delinquency as defences
against feelings of inferiority and inzsdequacy; they had newro-

vegetative disorders, insommia and loss of appetite.

12; Frommer, Wallace, ¥endelson and Reid (1972) analysed the
presenting complaints, syﬁptoms, behaviocur and family cifcumstances
of 300 children under 5 years of age, who had been referred to a
British child psychiatric unit over a six year ﬁeriod. They
divided the referrals into groups of 122 depressed children, 93
aggressive children and 129 anxious children,

Appetite loss, complaints of abdominal pain, enuresis after
.3 years of age and sleep problems were significantly associated
with depression. Depressed children frequently had accompanying
anxiety, 2 significant number of their mothers were depressed, and

possibie precipitating factors could often be identified,

13, Hissen (1973) used a combination of retrospective and
prospective methods in the investigation of depression in children,
From 2 sample of 6000 childreh_seen as inpatients at a children's
hospital in Germarny, he selected a group of 105 children with
relatively 'hard! features of depression, such as weeping, with-
drawal, sleep difficulfies and problems with aggression, in order

to form a 'homologous nucleus-group of depressive children and
adolescents*,

Nlssen observed that these children did nof have 'typically
'.aduif symptoms? such as guilt, self-reproach, ideas of sinfulness
or impoverishment, They menifested aggressiveness, enuresis, sleep
digorders, weeping, unsociability, anxiety, inhibition of play and
learning, school phobia and truanting, rumning away from home,
isolation and gastrointestinal disorders., The majority of the
children had been referred because of school and upbringing problems
(51%), behavioural disorders (26%), psychosomatic disorders (9%);
ohly 14% had been referred for depression.

On the basis of his observations, Nissen proposed depressive
symptomatology to Se age~related, and to undergo a 'metamorphosis'

through the developmental stages that man passes:
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Srell and preschool childrenr: inhibition of play, agitation,
paroxysms of weeping and screaming, encopresis after the third
year, sleep disorders, jactation and appetite disorders;
Younger schoolchildren: irritability, insecurity, inhibition of
play, unsociability, inhibition of learning, enuresis after the
fifth year, pavor nocturnus, genital manipulation, paroxysms of
weeping and screaming;
Older schoolchildren and adolescents: brooding, suicidal impulses,
feelings of inferiérity, dejection and headache.

Nlgsen considered this picture to be consonant with develop-

mental stages, and of the nature of '"genuine" -primary depressions',

14, Veinbergz, Rutman, Sullivan. Penick and Dieiz (1973) diagnosed
depression in 42 of 72 children (50 boys and 22 girls) aged 6 -~ 12

years, who had been referred to an educational diagnostic centre
with school performance or behaviour problems, Criteria used for
dlagnosis were dysphoric mood and selfmdepreciaﬁory ideas, with
 two or more of the following symptoms: aggressive behaviour, sleep
disturbances, change in school performance, diminished socializat-
ion, change in attitude towards school, somatic complaints, loss
of energy, umisual change in appetite and or weight; symptomé
were to represent a change from the child's usual behaviour, and
were to have been present for more than a month.
o These authors found the most common manifestations of
de?ression to be agitated behaviour, crying, moodiness, sleep
disturbances, somatic complaints and exacerbation of previous
behaviour such as aggression or withdrawal. They found a high
incidence of hyperactivity, school phobia, enuresis, temper tantrums,
poor social judgement &and destructive behaviour, Fifteen children
had reported death wishes, and three had attempted ;uicide. Forty
of the depressed children had a fémily history of depression.
Weinberg and agsociates suggested that depreésion might be a
common feature of children who were doing poorly at schooly in

contrast to previous school performance.

15. Crtryn and FcKnew (1974) proposed depression to occur in




in children in chronic, acute and maske& forms, of which masked
wag considered to be the most common form., They considered .
depression to manifest on fantasy, verbal and behavioural levels, -
with depressive fantasy themes occurring in all depressed children,
depressive verbalisations of hopelessress, helplessness, guilt,
worthlessness, unattractivness, being unloved and sulcide preoccup-
ations occurring in some children, and depressive mood and behaviour
such as psychomotor retardation, sadness, crying, appetite
disturbance and sleep disturbance manifesting in very few.children.
- Hyperactivity, aggressiveness, school failure, delinquency and
g pSychosomatic symptoms were considered to be defences against
underlying depression in masked depression,
' Acute depression was related to traumatic precipitating events
éﬁch ag death, divorce or birth of 2 sibling, involving objecf loss,
Chronic depression was associated with a history of many separations
and object losses, and with parental depression, Masked depression
was found most frequently in disorganised and psychopathological
families, frequently with histories of character disorder, but not
| affective disorder,
Cytryn and McKnew proposed a developmental view of depression,
with depressive verbalisations and behaviour becoming more common
'with advancing age, aﬁd manifesting in certain latency-age children,
These authors considered childhood depression to be a gualitatively

different entity from adult depression.

16. Iesse (1974) considered depression in children frequently to
‘g0 unrecognized, because it tended to be 'hidden' in symptoms not
generally associated with the manifesfations of depression in
adults. From the 'standpoint of depressive symptomology as seen in
adults, all depressive reactions seen in infants and in most child-
rex would fall into the category of masked depression.! Disorders
that might hide underlying depression were considered to include
school phobia, underachievement at school, isolation, relationship
problems, ‘'acting out' behaviour such as disobedience, temper
tantrums, truancy, running away, hypochondriasis,and psychosomatic
disorders such as headaches, tics, abdominal complaints, nausea,

vomiting, asthma and migraine.
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17. Eosse (1974) discussed the symptomatology of 49 deprescsed
children (40 toys and 9 girls) aged from infancy to 12 years, who
had been treated by her in clinical practice. Of these children,
only four boys had been referred because of depressive feelings.
The children had been referred for & variety of reasons, and their
depressions had only become apparent during psychiatric examination
and through the use of projective tests, Underlying feelings of
depression were masked by complaints including poor concentration,
social withdrawal, morbid fears, school phobia, learning disorders,
feelings of inferiority, retardation of reactions, fluctuating
: moo&s, excessive anger, violent or disruptive behaviour, defiance,
~disobedience, restlessness, hyperactivity, delinquency, running
away from home, masturbation, overeating, headaches, stomach-aches,
tiredness, suicidal ideation and attempted suicide.

‘ Mosse considered about 7 percent of child psychiatric referrals

to suffer from depression.

18. inthony (1975), on the basis of hié clinical experience,
described the depressed child, aged 8 - 11 years, as looking sad
end depressed, talking in a low weak voice, crying frequénfly, and
constantly iterating his loneliness: 'nothing‘appears to cheer him
' up,‘and he seems to have all the energy drained out of him'.

- Weeping bouts, flatness of affect, fears of death for self or
parents, irritability, somatic complaints, loss of appetite and
energy, various problems in school adjustment, clinging to parents
alternating with unreasonable hostility towérds them, were
considered to be characteristic symptoms of depression,
| Aternately, depression rdght present with depressive
equivalents, such as eating and sleeping disturbanrces, antisocial
‘behaviour, accident proneness, running away from home, boredom,
reéflessness, fatigue, poor concentration and sexual acting out;
which might serve as defences against feelings of depression,
isolation, loneliness and emptiness, »

Precipitating factors were considered %o be specific events

such as accidents and physical illnessessrather than the loss of
a parent, '



19. Schechtman. Giloin end Worlend (1976) performed a retrospective
controlled study on 18 children (11 boys end 7 girls) aged 9 -~ 14
years, Their aim was to delineeate the sympfomatology of depression
i1n children, Variables that statistically differentiated

depressed subjects from controls matched for age and sex, were
feelings of depression, loneliness, poor gelf-esteem, failing in
- school, aggression turned inwards, friendlessness, sleep problems,
and feelings of guilt. |

' The majority of depressed childrern were referred because of

failing in school, friendlessness and sleep problems.

20, pPpserce (1977), in a recent study of 547 children; aged 1 - 17
’ yééaﬁgwho were attending a British child psychiatric department
(Pearce, 1574 cited in Pearce, 1977), found 23 percent of the
'Cbildren.to have the symptom of depression associated sigrificantly
with symptoms of anxiety, sleep disturbances, school refusal,
phobiag, alimentary disorders, obsessions ard hypochondriasis,
Pearce concluded that a reasonable definition of depression in
children would be the association of depression, sadness, misery,
unhappiness or tearfulness with at least two of the above symptoms,
with symptoms of sufficient severity to interfere with the child's
social or cognitive functioning, and that this should represent a
change from normality that had been present for at least four weeks.
Pearce considered depressed children to look miserable, to
"ménifest depressive feelings in behaviour such as crying, lethergy,
'social withdrawal and }istlessness, but not necessarily to complain
of such feelings, He proposed that depression might additionally
feature complaints of aches and pains, that were possibly hypo-

chondriacal in nature, sleeping and eating disturbances, irritability,

low frustration tolerance, possidble anxiety, but not physical
agéression. Jdeas of being unwanted,or unloved might he present,
accompanied by low self-esteem and morbid thoughts, including
sulcidal ideation., He commented that although depressive mood might
invariably be found by.careful interview or projective tests, in
small children with fluctuating moods it could on occasion be
ﬁissed. ’ |

.




. .4.2.2 Symntomatology of Depregsion in Jatency-Aze Children

Summraries of the signs and symptoms associated with depression

in latency-age children are listed in Table 5, below.

1.

3.

| 4.

5e

Harrineton and Hassan, 1958,
Yeeping

Flatness of affect

Ioss of erergy

Somatic complaints

School 24 justment problems
Fears of deat
Self=depreciation

“Relationship problems

. Agras, 1959.

School phobia

Weeping bouts
KMiseratle whiney behaviour
Concern about death
Stomach«gche

Nausea and vomiting
Headache

Hypermania

Toolan, 1962.

Temper tantrums
Disobedience

‘Truancy

Running away from home
Accident proneness

Masochism

Self-destructive behaviour
Boredom

Restlessness

Iow self-esteem
Inferiority feelings

Sandler and Joffe, 1965
Sad, depressive appearance
Withdrawal

Apathy

Disatisfaction
Relationship problems
Insomia

Passivity

Helplessness

Inhibition of functions

Glaser, 1967
Inadequacy
Iow self-esteom

6.

Te

8.

Helplessness
Hopelessness
Isolation

Feelings of rejection
Temper tantrums
Truancy

Running away from home
Learning difficulties
Abdominal pains
Nausea and vordting
Headache

Frommer, 1968.
Irritavility

Weepiness

Complaints of depression
Tension and explosiveness
Moodiness

Enwresis

Encopresis

Hostile /antisocial behaviour
Sleep problems

Apathy

Abtdominal pain

Nausea and vomiting
Headache

Poznanski and Zrull, 1970,
Sadness Aanhappiness /depression
Self-criticism:

Feelings of inadequacy

Sleep difficulties

Concern about death

Crying

Vithdrawal

Problems with aggression

ling, Cftedal and Vinberg,1970.
Significant mood change
Social withdrawal
Deteriorating school perform.
Sleep disturbances
Aggressive behaviour
Self-depreciation

Beliefs of persecution

lack of energy.

-

Somatic complaints

P

e
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9.

10.

11.

School phobia

Anorexia and weight loss

Note ¢ symptoms were to represent
change from usual behaviour.

Araifiryi and Enttunen, 1972.
Social withdrawal

Inhibiticn

Iack of spontaneous activiiy
Passivity

Poor selfe-confidernce
Encopresis

Enuresis

Fuhn and Kuhn, 1972.
HMorning tiredness
Underachievement at school
Anxiety

Sleep disturbance
Inhibition

Tiredness

Poor Concentration
Diminished Activity
Enuresis
Disatisfaction
Apathy

Weepiness
Irritability
Aggression

Vraniesevié . Radoijicié ,Bumbasirevié

14,

and Todorovié 1972,

Sad ani unhappy

Apt to cry

Feeling of being rejected Amloved
Ioss of interest in activities
Vithdrawal

Preoccupation with death
Disobedience and delinquency
Feelings of inferiority
Feelings of inadequacy
Neurovegetative disorders
Insomnia

' loss of appetite

12,

Prommer,Vallace,lendelson,Reid,1972.
‘Appetite loss

Abdominel pain
Enuresis

Sleep problems
Depression

15.

66.

13. Bissen, 1973.

Weeping

Withdrawal

Sleep difficulties
Problems with agegression
Inhibition of play
Inhibition of learning
School phobia and truanting
Running away from home
Enuresis

Unsociability
Self-ispclation
Gastrointestiral disorders

Weinberg,Rutman,Sullivan . Penick
and Dietz, 1973.

Dysphoric mood

Self-depreciatory ideation
Aggressive behaviour

Sleep disturbances

Change in school performance
Diminished socialization
Changed. attitude towards school
Somatic compleints

Loss of energy

Charge in appetite and /or weight
Fote: symptoms were to represent
change from usual behaviour, to
have lasted four weeks, and to be
of concern to child or parent,

Cytryn and INcKnew, 1974.
Depressive and fantasy themes
Hopelessness

Helplessness

Guilt

Worthlessness

Feeling of being wmattractive
Feeling of being unloved
Sulcidal preoccupations
Depressive mood

Psychomotor retardation
Sadness

Crying

Appetite disturbance

Sleep disturbance
Hyperactivity

Aggressiveness

School failure

Delinquency

Psychosomatic symptoms




16.

17.

Tegsse, 1974,

School phobia
Underachievemernt at school
Isolation '
Relationship problems
Disobedience

Temper tantrums
Truency

Running away
Hypochondriasis
Headache

Abdominal complaints
Nausea and vomiting
Tics

Agthma

Migraine

Mosse, 1974.
Depressive feelings
Poor concentration '
Withdrawal

Morbid fears

School phobia
Learning disorders

Inferiority feelings

Retardation of reactions
Fluctuating moods
Excessive anger

Violent AAisruptive behaviour

Defiance or disobedience

Restlessness or hyperactivity

Running away from home
Overeating

Headache

Stomach-ache

Tiredness

Suicidal ideation and attempts

18,

19.

20,

6T,

Anthony, 1975.

Sad Aepressed appesarance
Talking in low, weak voice
Crying frequently
Ioneliness /frelationship problems
Loss of erergy .
Flatness of affect

Concera about death
Irritability

Somatic complaints

Loss of appetite

School problems

Schechtmen,Gilpin Vorland , 1976,
Feeling of depression
Ioneliness / friendlessness
Poor self-esteem

Failing in school

Aggression turned inwards
Friendlessness

Sleep problems

Feelings of guilt

Pearce, 1977.

Depression/misery /tearfulness
Anxiety ’

Sleep disturbances

School refusal

Phobizas

Alimentary disorders

Obsessions :

Hypochondriasis

Note: symptoms were Yo represent
change from usual behaviour, to
have lasted four weeks, to affect
child's social or cognitive
functioning.

Table 5: Summary of studies of depression in latency-age children.

Inspection of the summaries of characteristics agsociated with

depression in children reveals that different clinicians have

associated a variety of behavioural, attitudinal, motivational,

"emotional and somatic symptoms with depressive mood change that may

be overt, hidden or fluctuating, Comparison between studies is

‘problematic becaunse of differing terminology, What were considered

to be identical or overlapping symptoms have been grouped together,

- and the frequehcy with which they appeared in the twenty studies is

presented in Table 6,
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Sympconm

Studies 1in Numerical Order:

11213141516(7{8]1210]11]12

13

14

15

19120

+ et emered

Depressive, sad affect,
misery

Weeping

Apathy,alfective flatness

Anxiety, fearfulness

Irritability, tension

Anger, temper tantrums

Aggression problems

Moodiness

Self-depreciation,inade-
quacy,lack of confidence.

Guilt

Hopelessness,helplessness

Passivity, inhibition,
lack of spontaneity

Boredom,d1satisfaction,
loss of interest

Poor concentration

Tiredness,lack of energy

Psychomotor retardation

Hyperactivity,hypomania,
restlessness

Running away from home

Self-destructiveness,
accident-proneness

b

Preoccupation with death

Suicidal 1i1deation

Social withdrawal, isola-
tion,relationship problems

Defiance, disobedience,
disruptive behaviour.

Antisocial behaviour,
delinquency

- §School refusal, school
adjustment problems

Schoolwork problems

Sleep problems

Appetite / weight
disturbance

b

Somatic complaints

Enuresis, encopresis

Table 6:

Symptoms associated with depression in latency-age children



Symptoms most frequently associated with depression in
children were sormatic complaints, particularly of a gasiroc-
intestinal rature, social withdrawal and relationship problems,
sad, depressive appearance, problems with sleeping, self-
depreciation with feelings of inadequcy and worthlessness, school
refusal and school adjustment problems, problems with schoolwork,
tiredness and labk of energy, and appetite and weight disturbances,
particularly loss of appetite. To a lesser extent apathy and
affective flatness, problems with aggression, pasSsivity and
inhibitioﬁ, running awey from home, preoccupation with death, and
digobedience were associated with depression in children. There
was a low frequency of irritability, boredom, loss of interest, and
antigocial béhaviour; and irritability, moodiness, boredom, loss of
interest, feelings of guilt, hopelessness and helplessness, anger,
poor cbncentration; psychomotor retardation, hyperactivity and
restlessness, self-destructive behaviour ard suicidal ideation were
minimally recorded. ‘

From the data recorded, the depressed éhild emerges asg one
who looks miserable, cries, withdraws socially, is lethargic and
listless, complains of aches and pains, has disturbed sleéep and
possibly eating disturbance, is reluctant to attend school ard
may have difficulty with schoolwork, has low self-esteem and may
“have perceptions of being isolated, rejected and unloved,

~ Toolan (1962, 1974),Glaser (1967), Nissen (1973), Cytryn and
¥cKnew (1974) advanced a developmental view of depréssion, with

younger children presenting slightly differently from older
Childreno

Symptoms of misery and depression, social withdrawal, lethargy,
disturbed sleep, appetite disturbance and low self-esteem listed
above are_consistenf with criteria for diagnosis of depression in
adults. (See Section 3.7) Differences appear to lie in greater somatic
involvement in children, and a low incidence of feelings of guilt,
self-reproach or suicide.

Disparate symptoms, such as overt aggression, hostility, anti-
social behaviour, defiance, violent or disruptive behaviour, anger

and delinqueﬁcy,fit less easily into the depressive picture. It is
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conceivable that such behaviours might bte situation specific in
particular children, for example, coercion to play sport might
provoke aggréssion, hostility, anger and defiance in a depressed
child. Alternately, some children diagnosed depressed might be
urhappy children or angry children with feelirgs of depression,
Rutter ard associates (1970), in a careful, epidemiological study
of Isle of Wight children, found many children with conduct
disorders to have secondary feelings of depression.

The desire to be dead, including self-destructive thoughts
and'behaviour, accident-proneness arnd attempted suiclde has been
associated with depression in children in a few of the studies
cited above., Epidemioclogical surveys have found 'diagnesed!
suicide to be rare in children under fifteen years of age (Kanne
1972; Shaffer, 1974), and not significantly related to depression
(Despeft, 16523 Shaffer, 1974; Anthony, 1975). Barker (1976)
suggested that running away from home in latency-age children might
be motivated in ways comparable to suicide in adults. Children
frequently express the wish to be dead when very upset or angry,
but it is unlikely that they appreciate the finality of death
(Wolff, 1973)., While it has been suggested by some authors that
young children do not possess the knowledge to accomplish suicide,
other authors have suggested that they might kill themselves by
running in front of carslor falling from buildings, and that such
deaths have not been recognized as sulcides (lfosse, 1974). The
association of suicide with depression in latency-age children
rem2ins inconclusive, |

The concept of 'masked depressiont in children who do not
manifest overt depression is controversial, (See Toolan 1962, 1574;
Glaser, 1967; Cytryn and kMcKnew, 1974; Lesse, 1974) It has been
supported by observations that children tend to defend agminst
depressive feelings by Bcting-out' at times when they could be
expected to experience grief, for example, after berecavement
(Wolff, 19735 Solmlt,1974; Mosse, 1974), and by associations between
antisocial behaviour, parental 1loss, parental depression and suicide

E!.ny children (Shaffer, 1974), Furthermore, children with depressive
symptons may- have a wide range of other difficulties, ranging from

See the case of Shane in the Appendix.,



delinquency to hypochondriasis (Hersov, 1976). However, there ig
inadequate evidence for considering that depression in children
might take a diametrically different form in eddition to & sieilar
or analogous form to that which is generally denoted by depression.
While it is accepted that children might defend against feelirgs

of depressicn, this is not considered to be in any way analogous
to suffering from depression. (See Section 3.1)

The majority of studies that used the concept of 'masked
depression?, considered feelings of depression to be & necessary
prerequisite for diagnosis of depression, Vnat was termed the 'magk!?
or 'depressive equivalent'! in these studies was regarded as the
feason for referral in other studies, and part of the depressive
' éymptom—complex. The term 'mask ! is therefore considered to be
confusing and to serve no purpcse. {(See Section 3.,8) This is
particﬁlarly relevant where so-called 'masks'! take the form of
somatic complaints., While somatic complaints have been associated
with depression in the majority of the studies reviewed, somatic
complaints may be manifested by a variety of disturbed children,
and may also be manifested by psychiatrically healthy children who
are upset (Pinkerton, 1965).

4,2.3 Sumary oglggpression in latency-Age Children

- Depression in latency-age children has been associated with
depressive mood change that might be overt, fluctuating or hidden.
It has been associated with somatic complaints, social withdrawal,
‘relationship problems, sleep difficulties, weight and appetite
change, self-depreciation, feelings of inadequacy, feelings of
- worthleseness, school refusal, school adjustment problems, school-

work difficulties, tiredness and lack of energy, apathy, passivity
'and running away from homrme.,

The presence of overt aggression, destructiveness and anti-

‘social behaviour associated with depression in some stuiies reviewed,

was queried on the grounds that depression is conventionally
associated with lowered mood and lack of active environmental

involvement furthermore, depressive feelings in children have not

been aSSOC1ated only with depressive disorder (Rutter et al,,1970).

o e Rt

WAy, £ »

I

A okt

IR



72,

~

The 2ssociation of suicide with depression in children
remaing uncertzin, '

The concepnt of 'masked depression! in children was
criticised in that so-called 'mesks' were considered to be more
appropriately regarded as reasons for referral.

Symptoms of lowered, depressed mood, social withdrawel,
lethargy, sleep and appetite disturbances and low self-esteem; in
the ttypically' depressed child were coﬁsidered to be consistent
with the adult depressive picture. Differences appeared to lie in
greater gomatic involvement in children, and a low incidence of

feelings of guilt, self-reproach or suicide.

4,3 DEPRESSTON IN ADOLESCENCE

Depression has been found to occur more frequently in
adolescent than in latency-age children, and there is generally a
progressive shift towards adult symptomatology (Missen, 1973;
Ruttef, Graham, Chadwick and Yule, 1976). Some clinicians have
claimed that depression in adolescence may present with symptom
patterns not found in other age groups (Mastropaola, 1972; Toolan,
1974; Iesse, 1974), | '

A selection of studies of depression in adolescence, in which
the manifestation of depression has been described, are reviewed

below,

4;3.1 Studies of Depression in Adolescence

1. [Mastropaola (1972) cénsidered depression in adolescence to
_ present with t'subtleties and dimensions' that could not easily be

grouped into typical syndromes, and only partially resembled those
' seen in adults. He considered adoléscent mood fluctuations to be
more rapid, and without the sadness, inhibition, guilt or feelings
of impending doom that'frequently characterise the aduit state.
Depression was considered to present in adolescents with a single
dominant symptom or chain of symptoms of the following types:

1. Neurasthénic-cenesthopathic (psychophysiological ) type,
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characterised by asthma, irritability, fatigability and aches and
pains otten of a bizarre nature, that were not accompanied by an
adequate emotional reaction;

2. Ihobiq-obséssive type, characterised by phobias and compulsions,
with diurnal mood vsriation and anxiety; |

3¢ Conduct disorder type, characterised by 'mutations' of mood and
behaviour ranging from capriciousness to irritebility and
aggregsion, with episodic texcesses of instincts ' in which mastur—
bation or homosexuvality gave way to guilt and depression.

liagstropaolo differentiated between early sdolescence, ages
12 - 15 years, and late adolescence, ages 15 - 18 years,

Early adolescence was assocliated with rapid change in interests,
desire for activity fluctuating with extreme fatigue, inability to
concentrate, feelings of insecurity and inferiority especially
associated with appearance, incoherence, inability to communicate
and express pain, emotional lability, crying, vomlting, headache
and abdominal pain, psychomotor retardation, sleep disturbance,
appetite variations, obedience, conformity, flight, tantrums,
social maladjustment and poor scholastic achievement,

Depression in late adolescence was considered to present most
frequently with neurasthenic-cenesthopathic, phobic-obsessive and
conduct disorder type equlvalents described above., When not expressed
in equivalents, depression was associated with slothfulness, fantasy,
apathy and inhibition., Symptoms accompanying depression were social
maladjustment, feelings of inadequacy, lack of initiative, loss of
self-esteem, cynicism,-antisocial acts, suicide, incompetence, loss
of affection and feelings of guilt.

For diagnosis to be made, it was considered necessary to
understand the underlying psychopathological mechanisﬁs, ag well as
social and cultural influences in the context of the tadolescent
c;isis'. Problems capable of triggering depression were offen
connected with parental relationships, and usually associated with
study end work difficulties, economic dependence or immigration,
_Emotional events such és bereavement were less frequent precipitators
of depression, Features of adolescence predisposing to depression

were considered to be (1) the necescity to destroy the tprimitive
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love object! so as to obtain emancipation, (2) lack of identity,

and (3) alteration of the feeling of body integrity.

2, [HNissen (1973) described depression in adolescence as being-
characterisea by depressive mood, brooding, suicidal impulses,
feelings of dejection, headaches, unsociability, loneliness and
feelings of guilt. Psychosomatic symptoms such as asthma, or

. behavioural symptoms such as drug abuse might be manifested.

3¢ Toolan (1974) associated the following symptoms with depreésion

- in adolescence: tiredness, pervasive boreddm, restlessness, frantic
seeking of new activities, feelings of emptiness, isolation and
alienatioﬁ, escape into drugs or sexual promiscuity, difficulty in
concentrating, dropping out of coilege, 1llegitimate pregnancies;
suicidal ideas, delinquency and acting-out behaviour, hypochondriasis.
Toolan considered feelings of unworthiness and of being unlovable,
loneliness, helplessness and depression to underly these symptoms

or 'masks' of depression. Toclan claimed that the symptoms usually

disappeared once the overt picture of depression was manifested.

4 Iesse (1974) associated school refusal, underachievement and

'study problems, automoblle accidents, excesslve drinking and drug
‘abuse, suicide attempts, psychosomatic disorders, hypochondriasis,
delinquent behaviour, feelings of inadequacy, hopelessness and

depression, with depression in adolescence,

5e Malmquist (1976) considered depression in adolescence to present
with mixed symptomatology: fluctuations between apathy and overactive
garrulousness, somatization, hypochondriasis, hostile attacks on
parents, anger, rage, impulsiveness, acting~out, ambivalence,
féelings of being unable to satisfy the self in terms of personal
.ideals, ambitions or self-concept, feelings of guilt, low self-
esteem, behavioural problems including sexual promiscuity, theft,

- violence, alcoholism, drug abuse, and taking risks.

6. Rutter (1975) considered adolescent depressive disorders,



like adult depressive disorder, to manifest with misery and

unhappiness together with loss of appetite, sleep disturbance, .

social withdrawal, irritability, loss of interest, difficulty in

concentrating and frequently a preoccupation with physical

" complaints,

4,32 Symptomatology of Depression in Adolescence

Sumharies of the signs and symptoms associated with depression

in adolescence are listed in Table 7, below.

1e

Masiropapla, 1972.
Changing interests
Restlessness

Patigue

Poor concentration
Insecurity

Inferiority feelings
Communication problems
Emotional lability -
Crying

Vomiting

" Headache

Abdominal pain

Psychomotor retardation -
Sleep disturbance

Appetite disturbance
Obedience

Conformity

FPlight

Tantrums

Social maladjustment
Scholastic problems
neurasthenic—cenesthopathic
equivalents
Phobic~obsessive equivalents
Conduct disorder

Slothfulness
Fantasgy

Apathy

Inhibition

Social maladjustment
‘Inadequacy

-Iack of indtiative
Cynicism
Antisocial acts
Suicide
Affectionlessness
Guilt N

24+ Nissen, 1973.

pepressive mood
Brooding

_ Suicidsl Impulses

3.

4.

Dejection

Headaches
Unsociability
Ioneliness

Guilt

Psychosomatic symptoms
Drug abuse

Toolan, 1974,
Tiredness

Boredonm
Restlessness
Isolation

Drug abuse

Sexual promiscuity
Poor concentration
Isaving college
Tllegitimate pregnancies
Suicidal ideation
Delingquency
Acting-out
Hypochondriasis

Iesse, 1974,

School refusal

Study problems
Automobile accidents
Alcohol abusge

Drug abuse

Suicide attempts

- Psychosomatic problems

Hypochondriasis

Delinquency
Inadequacy
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hopelessness Iow sglf-egsteen

helplessness Behavioural problems

depression Sexual proriscuity
‘ Theft

lalmauist, 1976, Violence

Fluctuating moods Alcoholism

Apathy Drug abuse

Overactivity , Risk taking

Psychosomatic complaints

Hypochordriasis 6. Rutter, 1975.

Parental relationship problems ' lisery

Anger Apvetite loss

Rege Sleep disturbance

Impulsivenass Social withdrawal

Acting-out Irritability

Ambivalence Loss of interest

Inadequacy Poor concentration

Guilt Aches and pains

each cited in three of the studies.

Table 7: Swmery of studies of depression in adolescence

Inspection of the summaries of characteristics associated with

depression in adolescence reveals that different clinicians have

" associated a variety of behavioural, attitudinal, motivational,

\emotional and somatic symptoms with depressive mood change that may

be overt, hidden or fluctuating., Comparison between siudies is
Problematic because of differing terminology. Yhat were considered
to be identical or overlapping symptoms have been grouped together,

ard the frequency with which they appeared in the six studies is

" presented in Table 8.

Symptoms mostvfrequently agssociated with depression in
adolescence were social withdrawal, psychocomatie complaints and
hypochondriasis. Four of the studies cited drug abuse, and four of
the studies cited antisocial behaviour. Depressive mood, low self-
esteem and feelings of inadequacy, and restless acting-out, were
Suicidal ideation was cited
in"four of the studies. In general there was little overlap between
sfudies, possibly due to selective attention to different symptoms
in particular studies. Alternately, there might have been differences
in the samples that were studied,

Rutter, Graham, Cﬁadwick and Yule (1976) drew attention to
anomalies involved in psychiatric diagﬁosis of adolescents. In a
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SYMPTOM STUDIES IN NUMERICAL ORDER

1 2 3 4
Depressive iood ° . @
Apathy ° 2
Crying : .
Fluctuating moods R
Irritability |
Anger, rage
Cynicism °
Bfooding R
Ambiguity
Guilt | . °
Fantasy .
Boredom ' °
Loss of 1nterest A
Hopelessness/ Helplessness °
Low self esteem, feelings of .inadequacy ° ®
Insecurity
Inhibition / conformity °
Fatiguability ° ®
Poor concentration | °
Social withdrawal / relationship problems ° ) Py
Suicide ) : ° ° ® °
Phobias / Obsessions °
Sleep disturbance : ‘ o
Appetite disturbance °
Slothfulness °
Hypochondriasis ° ° ®
Psychosomatic complaint ° o .
Alcohol abuse ~ ' R
Drug Abuse ° ° °
Sexual promiscuity R R
Illegltlmﬁte pregnancies ‘ o
Scholastic problems / dropping out o .
Restlessness / acting out o .
Antisocial behaviour . e ° o

\
N

[ABLE 8: Symptoms associated with depressibn in adolescence
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randomly chosen sample of 96 Isle of Wight boys and 87 Isle of
Wight girls, Rutter eni associates fourd that 20,8 percent of the
’boys and 23 percent of the girls often felt miserable and
depressed, 20,8 percent of the boys and 17,2 percent of the girls
usually had difficulty in falling asleep or staying asleep,‘and
22,9 percent of the boys and 24,1 percent of the girls usually
awakened unnecessarily early in the morning. Furthermore, these
features were frequently accompanied by feelings cf self-
depreciation, ideas of reference, and occasionally by sulcidal
thoughts. In the cases of these children the authors congidered the
marked symptoms of affective disturbance to reflect ‘'inner turmoil!
rather than depressive disorder. It is possible that ‘inner
turmoil', associated with transition from childhood to being an
adult, involving uncertainty and loss as well as gain, may be a
complicating factor in psychiatrically disordered as well as
lmentallj healthy adolescents, and may confuse the diagnosis of
psychiatric syndromes such as psycho-physiological disorders,
neurotic disorders anmd conduct disorders. (See Mastropaolo, 1972,
Section 4.3.1 ; cf, the case of Chiara in the Appendix, )

The six studies examined above rendered an inconclusive
picture of depression‘in adolescence, In 2ll probability depression
in adolescence is associated to some extent with conflicts
invdlving resolution of the adolescent identity crisis (Erikson,
1950), Symptomatology is likely to be manifested in the activities
'with which the adolescent is involved, and coloured by the sub-.
culture to which he or she belongs. For example, depression may bve
aggsociated with school underachievement and school refusal
(Rutter et al., 1976), or it may be associated with drug or alcohol
abuse (MNMissen, 1973; lesse, 1974). It is unlikely to be associated
with rage and delinquency, as proposed by NMalmquist (1976) &bove,

“  fThe view that there is a progressive shift towards adult
symptomatology in adolescence, including & rise in the incidence of
completed suicide (Nissen, 1973; Rutter et al,, 1976),is tentatively

accepted in the absence of evidence to the contrary. Interaction of
- teenage concerns and activities with depressive symptomatology might

lead to an impression of distinctive adolescent depressive symptom

patterns,

+
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4,3,3 Supmzry of Depression in Adolescence

Studies of depression in adolescernce surveyed above fziled to
yYield a conclusive picture of depression in adolescence. It was
tentatively accepted fhat there might be a progressive shift
towards adult symptomateclogy in adolescence, with éymptoms being
influenced by 2dolescent conflicts, manifesting in the activities
with which the adoleséent was involved, and being coloursd by the
subculture to which the adolescent belenged., The associztion of
completed suicide with depression was considered to be an
important feature of depression in adolescence. _

Tt was noted that caution should be used in differentiating
features associated with adolescent 'inner turmoil! from

depressive symptomatology.

4,4 BIPOLAR (WANIC DEPRESSIVE) DEPRESSION IN CHILDREHN

Bipolar depressions do not as a rule appear beforé
adolescence, 2lthough single cases at an earler age have been
observed and reported in the literature. Kraepelin (1913) repcrted
that 0,4 percent of his manic~depressive patienté had suffered
- mania before the age of 10 years. Slater and Roth (1969) cited
the British Registrar General's tabulation for the period 1952 -
1960 as giving an incidence ofvmanic-depressive illness in
children aged 10 - 15 years as 3 boys and 3 girls, and in adol-
escents aged 15 - 20 years as 71 males and 138 females, per million.
~ Barton Hall (1952) found.two cases of manic~depressive disorder,
eged 14% and 15% years, among 1000 children aged 5 - 16 years, seen
by her in general psychiatric practice over a five year period,
A retrospective study of the childhcod of adult manic depressives
suégested the presence of early cyclothymic temperament, hypomanic
 states with hyperactive, impulsive, erratic and uncontrolled
behaviour, with associated accident-proneness. Childhood mznia, with
. elation and flight of ideas was rarely described, and then only in

Older adolescents,

Anthonf and Scott (1960) formulated criteria for the diagnosis

. e
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of childhood mamic—depressive disorder:
1. Abnormal psychiatric state similar to the classical descripiion;s
2, A family history of manicedepressive illness;
3. Early onset of cyclothymic mood of increasing severity and
length of mood swings, with deliricus mania or depressive outbursts
occurring during febrile illness;
4, Recurrent or periodic mood disorder (at least two episodes);
5. Diphesic moods showing swings of pathological dimensiong
6. Kinimal influence of environment on symptoms;
T. Severe symptoms requiring inpatient treatment;
8. An extravert personality;
9, Absence of features of schizophrenogenic or organic states;
10, Evidence of current &s opposed to retrospective assessments.
Anthony and Scott deséribed the case history of a 12 year old
boy whb met most of their criteria for diesgnosis of manic-depressive
disorder. In his premorbid state the boy had manifested a cycloid
disposition from an early age, and his fantasy life was reported to
- shown evidence of manic and depressive themes, Breakdown first
occurred after adoption of a brother. The authors interpreted the
boy 's breakdown as having been a depressive reaction to loss of
being central to the family, which he defended against with manic
. defences. (See Section 2.1.3) Ten year follow-up of the }atient
" suggested continuity between childhood and adult conditioms.
White and O'Shanick (1977) presented the case history of a
15 year old boy who was édmitted to hospital with grandiose
delusions, flight of ideas, loose associations and general
agltation, There was a strong family history of affective disorders
and cyclothymia. The boy had been diagnosed hyperactive at 6 years,.
but had not responded to treatment with stimulant drugs. Throughout
his childhood he had manifested extreme hyperactivity, impulsiveness
and mood~swings, and had problems at school. With 1ithium carbonate
- treatment the presenting symptoms disappeared, and his mood
stabllised, (See Section 3.9)
¥hite and Ot'Shanick proposed that manic-depressive illness
might be seen very early in life and often resembled the hyperaciive

child syndroﬁe. With adolescence the symptoms more closely resembled
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the adult form of manic-depressive illness. These zuthors advised
that when a child manifested increased psychomoter activity, marked
mood swings, and there was a positive family history of affective
disorders, manic-depressive illness should always be considered.

.~

4,4,1 Summary of Ripolar (Eanic—Depressive)Deoressiog

In rare ingtances manic-depressive disorder may occur in
children, Symptomatology is likely to include increased psychomotor
activity with marked mood swings. Where there is 2 family history
of affective disorder, manic-depressive illness should be considered.

There is a slightly higher incidence of manic~depressive .
diéorder in adolescence. In adolescence symptoms ressemble more
- closely the adult condition, with distinct manic and depressive

episodes,

4,5 EPIDEMIOLOGY OF DEPRESSION -IN CHILDREN

Epidemiology of depression in children is confusing in that
surveys have not studied the same thing in the same way: different
researchers have not meant the same thing by depreésion‘(Annell,
"1972), different populations have been used, for example psychiatricv
inpatients as opposedAto referrals to a school clinic, and the ages
of children studied have varied from population to population.

, The prevalence of depression among 2000 ten and eleven year old
- Isle of Wight children was estimated by Rutter and associates

(1970) to be three girls and no boys. Among 2303 Isle of Wight
adolescents, these authors diagnosed 9 as having depressive disorder,
and a further 26 as having an affective disorder involving both
anxiety and depression.

Poznanski and Zrull (1970) recorded an incidence of depressive
digorder in 0,8 percent of 1788 United States child psychiatric
‘referrals, Nissen (1973) recorded an incidence of 1,8 percent of
gevere anﬁ moderately severe depresslve states among 6000 German

child inpatients, Kulm and Kuhn (1972) claimed that about 12 percent
- of an average child psychiatric series suffered from some form of
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depression. Weinberg and associates (1973) reported that 58 percent
of referrals to a school clinic were depressed, Pearce (1977)
estimated an incidence of depression in 23 percent of 547 child
psychiatric outpatients at a British hospital, Annell (1972) |
found the incidence ¢f depression reported by pafticipants of the
Fourth Congress of European Pedopsychiatrists to range between .
1,8 percént and 25 percent of particular child populetions studied.

4.5,1 Svmmervy of FEnidemiology of Depression in Children

Studies of depression in children have reflected a wide range
of incidence. The epidemiology of depressive disorder in children

'visluncertain.

: 4,6 AETIOLOGY OF DEPRESSION IN CHILDREN

Although there is uncertainty regarding the causation of
depression in children, depression is generzlly considered to result
from an interaction of predisposing and precipitating gemnetic,
biological, psychological and envirommental factors. (See Section
3.6) Certain children might be genmetically predisposed to be more
sensitive to environmental stress than other children (d'Elia and
Perris, 1972; Angst, 1974)., Other children might have psychological
vulnerability to particular forms of loss (Bibring, 1968), At
specific maturational stages children may be sensitive to a partic=-.
ular form of stress, such as removal from home with separation from
the mother (Spitz, 19463 Bowlby, 1952).Whereas young latency=-age
children do not often become depressed after the death of a parent,
older latency-age children and adolescents may become depressed for
the same reason (Wolff, 1973).

Rutter (1975) suggested that depression in children might bhe
more tied to specific situations than depression in adults. He
proposed that the breaking of a close bond or relationship might

" 'be a particularly importent precipitant of depression, but could
also act later when anniversaries or like events served to revive

memories of-the loss,
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Maternal depression has been associated frequently with
childhood depression (Frommer, 1968; Poznanski and Zrull, 1970;
Cytryn and McKnew, 1972; Weisman and Paykel, 1974; ¥almquist,1976;
Schechtman et al,, 1976). The association might be understood in
terms of genetic factors, in terms of the child identifying with
the depressed person,‘and through the 'psychic abandorment of the
child that depression produces® (Anthony, 1976). .

‘ Anthony (1976) considered 10 = 15 percent of children to be
high risks for depressive disorder during their childhood,
adolescence and later life., '

'These individuals can be identified from fairly early on
through a configuarion of qualities that includes moodiness,
self-centeredness, hypersensitiviiy %o small losses or
frustrations, a tendency to withdraw when conditions are not
perfectly sulted to the child, clinging arnd demanding relat-
ionships of an ambivalent kind., In the presence of inadequate
mothering, early spoiling followed by later rejection, promises
frequently made and not kept and frequent prerarations for
which the ¢hild is not at all prepared, coupled with the
dispositional characteristics make future clinical depressions
almost predictable * (Page, 170),

Anthony 's viewpoint, while intriguing, has not been confirmed,

4,6.,1 Summary of Aetiology of Depression in Children

_ The aetiology of depression in children is uncertain. It is
generally considered to result from an interaction of genetic,
bioiogica.l, psychological and emnvironmental factors, Certain
children might be genetically predisposed to be sensitive to
envirommental stress and to respond to it with depression, other
children might be psychologically vulnerable to certain events, or
there might te a combination of variables. At certain maturational
lévels children might tend to react to specific types of
envirommental stress with depression,

“ In infantg, separation from the mother under certain
cornditions has been significantly associated with depression, In
.0lder children the breaking of a bond has been associated with
'depression. Maternal depression has been associated frequently
with depreszion in children,

~
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4,7 DIAGKOSIS OF DEPRESSION IN CHILDREN

Children have rarely precented at clinics with complaints of
depression or lowered mood. Generally they find it difficult to
verbalige their emotions (Mosse, 1974; Pearce, 1977). Non-
specific somatic maillaise, abdominal pain, persistent hesadache,
emireses, have been frequent reasons for referral of depressed
childrén. Less frequently they have been referred with more ,
obviously psychological compleints such as anxiety, phobdia,

- especially school phobia, and obsessicnal behavicur (Frommer,1968).
Poznargki and Zrull (1970) found difficulty in hendling aggression
to have been the most frequent reason for referral of depressed
children to their clinic. Weinberg and associates (1973) drew all
their cases 6f depression from scholastic referrals to an '
educational diagnostic’cenfre.

| Because of the complex marmmer in which depfessive syzptome
~atology may be interwoven with a variety of major or minor
complaints, to which it may not necessarilyvbe causally related
 (Mossé, 1974), and because of the general lack of criteria for :
making a diagnosis of depression (Rie, 1966; Gittelman-Klein,1977),
diagnosis of depression in children may be difficult,

dlinicians have advanced criteria and formulated schemes for
diagnosing depression in children. Pearce (1977) proposed that
for depression to be diagnosed in children, there should be
evidence of lowered mood, representing a change from the child's
normal mood, of sufficient severity to interfere with the child's
social and cognitive functioning, that had been present for at
least four weeks, Associated with the lowered mood should be at
}east two of the following éymptoms: anxiety,'sleep disturbance,
irritébility, suicidal thoughts, eating disturbance, school refusal,
phobias, alimentary disorders, obsessions and hypochondriasis,
 Similar schemes had been proposed by ILing, Oftedal and Weinbers
(1970), Weinberg and associates (1973) and Conners (1976). ‘

Pearce (1977) pointed out that the moods of young children
often fluctuate, which might result in the depressive mood being
missed. In such cases,where underlying lowered mood was suspected,
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it was proposed that diagnosis of depression might be based on

the presence of depressive themes, containing elements of
mistreatment, thwerting, vlame, loss, abondonment, personal injury,
death or suicide in fantasy material such as dreems, paintings,
spontaneous play and projective tests (Toolan, 1962; Poznanski and
Zrulil, 15703 Cytryn and KckKnew, 1974; iflosse, 1974; Pearce, 1977).

' A scheme for the diagnosis of depression in children was
developed by the Mational Institute of Mental Health (Dweck,
Gittelman-Xlein, McKinney and Watson, 1977). The following‘criteria
‘-were advanced, of which items 1 and 2 were necessary for a
diagnosis of depression to be made: A

'lo Dysphoria.
2. Generalised impairment in response to previously reinforcing
experiences, without the concomitant intrcduction of new
sources of reinforcement, This impairment is manifested by a
reduction in instrumental, self-initiated activities across
broad classes. of behaviour, Previously pleasurable activities
are no longer effective in regulating behaviour,

The above has to be generaliged across gefttings and not be
specific to isolated areas of functioning.

' Associated Features
Characteristics of dysphoria and reduced response to rein-

forcements are probably associated with di fferent secondary

symptoms at various ages. Empirical investigations are neces-

sary to determine what aspects ¢f behaviour and cognitive

function are altered at various developmental levels, These

would consist of changes in self-esteem, guilt (i.e.,notions
‘of personal responsibility ), personal and general pessimism

(1ee.,negative expectations about oneself or life in general),
. or blaming others. -

Duration
A minimum duration of 4 weeks i1s stipulated for the
diagnogis to be made.

Interview observations and reports by significant others
would be necessary for the determination of the clinical
syndrome. No single source of information would be deemed
adequate for a formulation of the diagnosis.! (Pages 153 - 154)

* No scheme forAdiagnosing depression in children has been
consensually i1mplemented, Nor has the validity of any of the
proposed schemes for diagnosing depression in children been
established, . : .

‘Diagnosis of depression in children has been based generally

on the criteria for diagnosing depression in adults (Frommer,1968).

—
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(See Seciion 4.6) While this practice has been criticised by
climiciens who consider depression in children to be qualitatively
different from depression in adults (for example, Comers, 1976),
there is, as yet, no other starting point from which to proceed
(Gittelman-Klein, 1977 ).

A diagnosis of depression in a child has been considered to
have been supported by a family history of depression, particularly |
if a parent were suffering from depression, Positive response to
antidepressant medication has been considered to provide tentative
diagnostic confirmation (Frommer, 1968; Annell, 1972).

Criteria for diagnosing depression in children are uncertain,
A scheme for diagnosis, such &s was advanced by Pearce (1977) or
Dweck and associates (1977) would have the advantage of pfoviding
clear criteria for diagnosis of depression in children. However,
the value of such a scheme would depend on verification that the
criteria differentiate depression from other statesg such as
unnappiness, or prolonged grief or adjustment reaction, that
criteria can be interpreted unambiguously by all clinicians, and
that the scheme be incorporated into an accepted psychiatric
classificatory scheme. '

-

447.1 Summary of Diegnosis of Depression in Children

Criteria for diagnosis of depression in children are uncertain.

Schemes listing~criteria for diagnosis of depression in children
have been proposed, In elinical practice diagnosis of depression
in children has been based most frequently on the criteria used

for diagnosing depression in adults.

4,8 CLASSIFICATION OF DEPRESSION IN CHILDREN

Depressive disorder in children may be classified in the
Tri-axial Classification of Kental Disorders in Childhood (Rutter
et al,, 1969) under Neurotic disorders, depressive states.
Depressive disorder in children may be classified in the ninth
revision of the International Classification of Diseases of the
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‘World Health Orgaﬁization (ICD=2, 1975) wnder Disturbance of

emotions in childhecod/edolescence with micery. The secord revisgion
of the Diaznostic and Statistical HManuel of kKental Disorders of the
American Psychiatric Association (DSM-2, 1968) has not provided a
separate category for classification of depression in children.

The clagsification of depressive disorders in children ‘
?resents difficulties in that categories provided by the clagsific-
atory schemes do not correspond with findings of recent research.
(See Section 3.,4) Furthermore, it is doubtful whether childhood
debression m2y be clagsified validly in the same categories as
adult depression, in that deﬁression in children is not commenly
seen in its adult form (Solnit, 1974; Anthpny, 1976; Hersov, 1976;
Kalmquist, 1976). Cf. Table 9 in the Appendix,

Clinicians such as Greham (1974) and Werry (1976) have argued
that ftrue' depressive disorder, either umipolar or bipolar, is
extremely rare in prepubital children; that whet have frequently
been called tdepressive disorders!' in childrep by other cliniciang,
would more appropriately be designated t'4djustment Reactionst' in
terms of the DSM-2, and 'Adaptation Reections' in terms of the
Tri-axial classificatory system.

The consensus of climical opinion tends towards accepting
that depressive reactions of children may be categorised as
depression, although possibly differing from the adult form in
being more transient and more tied to specific situations (Rutter,
1975). The issue whether depression in children should be

classified with, or apart from adult depression remains unresolved,

4.8.,1 Surmary of Clasgsification of Depression in Children

The classification of childhood depression is problemetic,
It is doubtful whether categories provided by Tri-axial, ICD-S
a;d DSi-2 classificatory systems for the classification of
- childhood depression have validity in terms of recent research,
The classification of childhood depression in relation to adult

depression is uncertain.
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4,9 FETEODCLOGICAL ISSUES CONCEENING THE STUDY CF DEPRESSTCH

LIl CITIDREY

The study of depression iﬁ children has been problematic

~ because of ambiguity of depressive terminology, and because of
COnfusién about the definition of depression in children., In
~addition there have been problems related to selection of subjects
and designs of study. '

Semantic ambiguity of terms such as 'depression' (See Section
3¢1), 'reactive depression' and menic-depressive psychosis! (See
Section 3.3) has created problems in commumication that has made it
difficult to select populations of depressive patients for specific
.investigations, ard has hampered comperison of research findings.

' The diagnosis of depression in children has been handicapped
by lack of definitional criteria., Definitional criteria have not
been provided by major classificatory systems (See Section 4.8),
nor has the literature of depréssion in children arrived at a
conclusive syndromal description of childkhood depression., Further
confusion relates to depression having been inferred, in some
instances, from disparate behavioural problems and sometic complainis,
gometimes in the absence of lowered mood under the rubrié of 'masked'’
depression, Few of the studies reviewed specified minimal criteria
for diagnosis of depression in children,

The majority of studies of depression in latency-age children
and adolescence were based on retrospective analyses of clinical
records or uncontrolled clinical studies of patients, with obvious
drawbacks in terms of objectivity and reliability. Controlled
prospective studies, wifh the exception of that of Nissen (1973),
were based on very small samples, or selected ropulations, such as
children presenting with school problems. None of the studies was
compared with epidemiological studies of behaviours menifested by
. tnormal? children at particular maturational levels, or children
suffering from other physical or psychiatric disorders., This is
considered to be a serious omission. For example, a comparison of
psychiatric clinical interview ratings given blind to normal and
child psychiatric patients found that ratings of depression were

significantly greater in ratients than among normals, but were not



aifferent‘among patients with neurotic, antisocial and mixed
diagnoses (Rutter and Greham, 1968).

The study of depression in children is intrinsically
problematic, Depressive feelings in children are inferred from
behaviours that might represent emotions other than
depression, such as unhappiness or anger. Behaviour patterns
change with defelopment, leading to children expressing their:
feelings or defending against them differently at various maturat-
ional levels (Solnit, 1974). Furthermore, children might experience
certain évents, such as death or separation, differently from
adults (Wolff, 1973), leading to emotional responses that do nét
correspond to the responses that adults would have made to the
same events, For example, if a young child acts-out after a
bereavement, this might reflect uncertainty rather than grief, and
it might be erroneous to interpret the acting-out fesponse as
being an equivalent of grief or depression. v_ _

Depregssive feelings may accompany primary child psychiatric
disorders other than depression (Rutter et al,, 1970).

lagtly, what have beern diagnosed depressive disorders in
particular children, might have been appropriate responses, in terms
of duration and intensity, to home situations that the children
found intolerable, but had not the insight to assess, or the verbal
fluency to describe, or they may not have felt free to talk about
their home situations. None of the studies reviewed above described
adeéuately the home circumstances of their child subjects.

In ‘order to achieve clarity in the area of childhood
depression, it is essential to establish clinical criteria for
: diagnosis.vAssociated with diagnosis is the need for reliable
evaluations of home circumstances and psychosocial history, against
- which the clinical condition might be agsessed,

4.901 Surmary of Methodological Issues Concernines the Study
of Depr ion hildren

Semantic émbiguity, lack of definitional criteria and
unsatisfactory study designs have been associated with the study
~ of depression in children, which is in itself intrinsically difficult,



4,70 CONCLUSIONS CONCERNING THE DESCRIPTICN OF CHILDHOOD DEPRESSION

Studies of depressed children at maturational levels of
infancy, latency and adolescence were reviewed with the aim of
elaborating a composite picture of‘depressive disorder in children,
A variety of different symptoms were associated with childhoed
- depression in particular studies, and this led to equivocal
' findings. The following conclusions, based on trends rather than
on substantiated data, are tentatively advanced.

) Depression, analogous to deﬁression in adults, was described
.in children over six months of age., Aetiology of depression was
mcertain, but it was associated with genetic, biological, psych-

~ ological and environmental factors. At particular developmental
stages children appeared to be vulnerable to certain stresses as
precipitants of depression. For example, infants were considered

to be most vulnerable to separation from the mother-figure, whereas
older children were particularly sensitive to maternal depression,
and at a later stége they became vulnerable to bereavement,

‘ Depression in infancy was described as manifesting with
depressive appearance, apathy, withdrawal, feeding and sleeping
disturpances, weight loss and developmental retardation. In
latency age childrep depression was associated with depressive
mood change, somatic complaints, social withdrawal, relationship
problems, sleep difficulties, weight and appetite change, self-
depfeciation, school broblems including school refusal and problems
- with schoolwork, tiredness, lack of energy, apathy and running

awa& from home. It was considered that there might be & progressive
shift towards adult depressive symptomatology with adolescence,
with symptoms being influenced by adoleécent conflicts, manifesting
in the activities with which the adolescent was involved, and being
Jcoloured by the subculture to which the adolescent belonged. The

association of completed suicide with depression was considered to

° be an important feature of depression in adolescence.

The concept of 'macked' depression, in which inferred
depression was apparently defended against with behavioural or

somatic symptoms, was not considered to be compatible with



depressive disorder. Nor was there considered to be evidence for
agsociating angry, disruptive, antisocial behaviour with depressive
disorder in children.

Depressive disorder in children, as in adultsg was considered
to be characterised by a cessation of aciive coping with the
environment, withdrawal of emotional concern into ths self, with
migery, frequently accompanied by feelings of low self-esteen.
Differences between depression in children and in edults appearsad
td lie in childhood depression being more transient &nd more tied
to gpecific situations, greater somatic involvement, and less
~evidence of suicide a2nd cognitive factors, the younger the child,

 fhe epidemiology of depreséive disorder in children is
wncertain, _ ,

Criteria for the diagnosis of depression in children have not
Been established. Diagnosis of depréssion in children has been
Eased nost frequently on the criteria used for diagnosing depression
in adults,

The classification of childhood depressive disorder is
proﬁlematic° Categories provided by classzificatory systems are
.unsatisfactory in terms of research findings., Furthermoré, it is
ﬁndertain whether childhood depression should be classified with,
‘or apart from adult depression. ;

” In rare instances bipolar depression may be found in older

" children. This has been reported to mani fest with mood swings,
incfeased psychomotor activitj, and may on occasioﬁ have been mis-
taken for hyperactive syndrome., Bipolar depression has been found
in children with strong family histories of affective disorder.

The study of depression in children has bYeen handicapped by
ambiguity of depressive terminology, lack of defining criteria, and
méthodoldgical problems in studies of depression. Until such time
as&greater precision in research is possible, the picture is likely

t0 remain blurred. X



The treatment of .depressed children is related to the natwre
of the gigns and symptoms, the severity of the disorder, and
phyeical, psychological and environmental factors that might bhave
been agsociated with the aetiolozy of the depressive disorder,
Kost important is the child himself, his maturational level, hisg
personality with its strengths and wealknesses, his place in the

family, and his place in the greater community.

Treatment nay involve any or several of the following

procedures : individual psychotherapy with the child, group tkerapy,

parental counselling, family therapy, counselling or collabeorating
with the school teacher, remediation of specific digorders that
might be associated with depression, treatment of possible
associated organic pathology, and antidepressant medication. Its
goal is symptom remo§a1, helping the child to cope more adaptively
with his needs and the demands of the eunvironment, and where
indicated, modification of the environment to accommodate the
child less stressfully and with more understanding,

Treatment of the'depressed child commences with & physical

examination and the taking of a psychiatric history.

5.1 ASSESSLENT OF DEPRESSION IN CHILDREN

_ Assessment is based on the assumption that genetic,
| bioclogical, psychological and environmental factors have interacted
to have predisposed and precipitated depression in the child, (See
Sgctions 3.6 and 4.6 ) Consequently, assessment aims at identifying
'presumptive aetiological factors. |
Assessmemt may begin with a psychiatric history of the child, .
taken from one or both of the child's parents, or from the person
in whose care the child has beeﬁ placed, It is directed towards
gathering the following information:
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1, Whether there has been a famlly history of affective disoxrder,
from which the parents might suffer, and to which the child might
have inherited a predisposition;

2e The family's ethnic origin, religious persuasion and socio-
economic level, for establishing whether the family is functioming
as an integrated member of the cormunity; if not, this could bhe a
source of stress to a 'school-going child who might have difficulty
reconciling his 1life outside the family with his life within

the family;

3e Size of family, relationships between members and home
atmosphere, with the aim of locating stressful factors in the home,
and establishing the extent to which the child has reason to feel
unhappy; . | :
4, Collating significant events such as the death, injury or ill-
ness of a famlly member, move of house, or removal of the child
from home for a period, about which the child might have umresolved
conflicts;

5. The child's personal history, including his véry early develop~
ment, temperament, ways of responding to stress, interpersonal
relationskips and behaviour at home and at school; such information
would delineate the childt!'s premorblid personality amd level of
functioning, and the extent to which it has changed;

6. Birth injuries, head injuries and sedous illnesses, which might
have left stigmata that have bearing on the child's condition;

7. School record, including scholastic competence, pdssible
learning problems, classroom adjustment and relationship with peers
and teachers; - '

8. Extrammral activities, including friendships and hobbies.

-The psychiatric history clarifies the nature of the child's
condition, that is, whether it is appropriate to the home or school
situation, whether 1t is fairly recent, and whether it conforms to
a pattern of family illness., It should cast light on ways of
" responding that might predispose to depression,'areas of psychol-
ogical vulnerability, areas of conflict, and stressful factors.

V Secondary valuable sources of information are the child's

school teacher and the family doctor, who may contribute additional
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important material that has bearing on the child's condition, and

provide perspective for the material already gained. For example,

a perceptive teacher would be able. to discern whether a child with
the symptom of'ﬁoor school adjustment had problems with his peers,
his lessons, or in leaving home.

| A farily dizgnostic interview is of value in identifying
family beliefs, attitudes and ways of relating that might heve
bearing on the child’'s psychiatfic discrder, and cn hils pectential
for recovery: the child's condition might te associdated primarily
with family dynanmics,.

Psychological testihg, particularly intelligence testing, is
always necessary with child patients. For example, a child of low
intelligence or a child who hag a learning disorder, might not be
abie to keep up with the acadermdic level of the class, or might
not be able to satisfy parental expectations, leading to the child
giving up or withdrawing. Projective tests can illumlnate intra-
psychic ard interpsychic areas of conflict.

o A medical examination is performed to exclude organic
conditions which mi ght underly apparent depression, or which mlgnt
be associated with secondary depre551on.(See Section 3.1.2)

¥hen the nature of the depresvion has been assessed, and the
climdcian has arrived at an understanding of the child and the
~child's problems in the child's environment, treatment procedures
may be formulated: if the depression were strongly associated with
'family dynamics, family therapy might be the treatment of choice;
if the depfession were related to intrapsychic conflicts or peér
relationships, individual therapy might be a. more useful starting
‘point; 1f the depression were severe, particularly if there ﬁere a
family history 6f depressive disorder, antidepressant medication
may be indicated. Problems in all areas of functioning, home, schooil,

pérsonal problems and specific symptoms require therapeutic attention,

5.1.1 Summary of Assessment of Depression in Children

Treatment of the depressed child commences with assessment of
the child, his family and his greater social environment., éptimally

8ssessment involves a psychiatric history taken from the parents,



& report from the school, =z report from the family doctor,
interview with the child, psychological testing, medical examin-
ation, and e fardily diagnostic interview. Assessment confirms
diagnosis, casts light on issues which might have precipitated
depressioh, right be maintaining it, and might predispose to future
psychiatric disorder.

Treatment procedures are formulated on the basis of under-

standing gained from assessment.

52 INDIVIDUAL PSYCHOTHERAPY OF DEPRESSED CHILDREN

Psychotherapy, directed towards facilitating insight, has
been considered by some clinicians to be the treatment of choice
for depressed children (Anfhony, 1975). It has been suggested
that with intensive psychotherapy the childt®s ego might be
gstrengthened 'so that he can overcome his depression and learn how
to cope with conflicts, tensions and painful events with his own
inner-resources', and by so doing, future depressions might be
prevenfed (Mosse, 1974, page 107). '

With young children, psychotherapy most appropriately takes
the form of play therépy, with the child'pléying out' conflicts
and gaining insight through the medium of play, possibly with the
;aSSistance of the therapist communicating to the child her
pefception of what he is feeling at particular points in time
(Axline, 1969), in the context of a warm, empathetic, accepting
relationship (Axline, 1969; Moustakas, 1953). Play therapy has
been found effective with anaclitic depression (Bgdtker, 1972).
‘Mosse (1974) suggested that with older children the very act of
talking about depressed feelings, giving names to mysterious
emotions and discussing intimate concerns that have not been spoken
of before, might be sufficient to 1ift depression.

Solnit (1974) and Toolan (1962, 1974), beleved that depresse&
children and adolescents might be resistant to treatment because

tyeyfbamﬂ experiencing depressive feelings, and that they defended

against experiencing such feelings in their daily lives.,




'Tn the course of the treatment, the underlying depression
becomes wncovered, and with the support and interpretivs
assistance of the therapist the child is able %o feel an
cope with the depressive reactions. The infterpretation of
the defences against these sad feelings and sense of loss
and helplessnegs will gradually enable the child to
reexperience hig depressive reactions and work them t“romyn
(Solnit, 1974, page 113)

Toolan (1975) and Gilpin (1976) emphasised that while it was
necessary for the child to trust the therapist and have a close
therepeutic relat;ohship in order for the child to find the
strength to face the painful feelings of loss and diminished self,
the danger of the child becoming overdependent on the therapist

should not be overlooked. Gilpin considered termination of therapy

't0 be highly significaent in assisting the child to accept

agegressive feelings over impending loss of the therapist vwithout
guilt, and to understand that termination of therapy is not
rejection, Psychotherapy of depressed children was described as
taking place in three phases: firstly giving support, secondly
facilitating insight, and thirdly preparing for a more healthy

acceptance of loss,

In addition to lack of insight into unconsious conflicts ard

, maladapti#e coping vith loss, i% has been suggested that there are

children whose depresﬁbnS1night be associated to some extent with

not having learned to cope adaptively with their environments.

Where a child is unable to stand up for his rights among other

children, where he lacks social skills that are necessary for

peer acceptance, and where his life is circumscribed by phobiec

fears; the child is likely to feel lonely, depressed and have low

self-esteem. With such children, a learning theory approach of

. training them in behaviours necessary for successful social

functioning,‘or desensitizing them to phobic fears, is considered

'to be a valuable adjunct to intensive psychotherapy., (cf. Wolpe,

1973; Iewinsohn, 1974; See Section 2,.4)
In cases of severe depression, where the child presented a

suicidal risk, an interim period of hospitalization, during which

“time a supportive relatibnship might be formed with the therapist,

was considered to be advisable (Prommer, 1968; Mosse, 1974;

Anthony, 1975).



9¢2.1 Summary of Psvchotherapr of Depressed Children

Psychotherapy of depressed children may be directed towerds
supporting the child, facilitating insight{ into concerns and
conflicts, and strengthening the child's ego so as to help the
child cope more adaptively withvfrustrétion and loss,

Where the child has deficits in social skills or has phobias,
behavioural training or behaviour therapy may be indicated,

| In cases of severe depression, hospitalization may be
“indicated. o

53 GROUP THERAPY OF DEPRESSED CHILDREN

Depresséd children may be treated with group psychotherapy
in place of, or together with,individual psychotherapy.

liosse (1974) reported that all her depressed child patients
wefe initially treated with individual psychotherapy, after which
maﬁy were placed in groups. Group patients were treated with
individual psychotherapy during crises.

‘ Frommer (1968) employed a form of group treatment for
depressed children based on the work of Steiner. Children met
weekly for periods of 1%_-.2 howrs in groups of approximately the
same age. A prepared story, relevant to the problems of the group,
or certain of its members would be told in weekly installments,
The story would be reconstructed by the group, first in retelling,
then in some artisfic medium on the next occasion, before the
following installment would be told, Frommer reported particular
success using this method with immature andvsocially inadeqguate
children,

‘ Van de lande (1972) reported success with depressed adolescents
' i; a Dutch therapeutic community, Groups provided opportunity for
 the mourrning process to be shéred by others in the same phase,

The expression of aggression was facilitatea in adolescents coming
from taggression-deprivation' families in which aggression
wag considered to have been associated with 'object loss', and

therefore turned inwards against the self, (See Section 2.,1.1)



5 3¢l Summsrv_of Group Psvchotherapvy of Devnresced Children

Group psychotherapy has been found to benefit depressed
children, particularly where the children were immature or
socially inadequate. Group interaction was considered to elicit
gocially adaptive behaviours that.militated against depression

in adolescents,

5.4 TFANILY LIAIAGELENT OF DEPRESSED CHILDREN

Depressed children were frequently found to be experiencing
considerable stress in their homes. Factors such as uﬁrealistic
parental demands, marital disharmomy, threatened loss of a parent,
parental illness, particularly depression, were considered to be
factors that might lead to depression in children. (Mosse, 1974;
 Barker, 1976; See Section 4.2,1) |

In some instances parental counselling on child management
might be sufficient to effect change in the home. In others, where
pathological rodes of interacting were associated with the child's
depressive'disorder, family therapy might be indicated (bare and
Ieared, 1972). Where a parent was psychiatrically ill, parental
treatment was éonsidered to be necessary, in ecertain cases, for

‘recovery of the child (Frommer, 1968).

' In instances where inadequate or destructive home environments
woere anticipated to perpetuate depréssion iﬁ a child, removal of
the child from home might be indicated (Frommer, 1968; Losse, 1974).

, | Frommer (1968 ) emphasised that famlly management could not be
‘& substitute for treatment of the child; the child required to be
treated independently. . - -

5.4,1 Surmery of Family KNanagement of Depressed Children

Family management in the form of counselling, parental

psychotherapy or family therapy might be necessary for recovery of
the child, Pamily management was not considered to be a substitute

for treatmegt of the child (Frommer, 1968), In certain instances

removal of the child from the home might be indicated.



g9.

5.5 REMEDIATION OF SYMPTONMS OF DEPRESSED CHILDREN

Symptoms such as enwresis, encopresis, tics, learning
disorders and other symptoms associated with depression, frequently
require to be actively treated. Without treatment, they might
linger on for momths or years, independently of the depression,
upsetting and embarassing the child, ’ _

Where depression has been associated with scholastic problems,
it was considered to be important to remediate the child in the

v specific problems, and to help him to catch up with the other _
children so that once more he was able to function normally in the
classroom (Frommer, 1968; Loss, 1974). Frcmmer argued that neglect
of remediation could lead to an

"intractable series of relapses. Children depend even more

) on their capacity to function ncrmally in the school

) situation in order to find their feet in life than an adult
does on being able to do his work, Schooling influences
their total growth and development, and handicap in learning
means a handicap for 1ife if it is not relieved.!
(Frommer, 1968, page 133)

551 Summary of Remediation of Symotoms of Depressed Children

Where children have specific symptoms such as enuresis;
éncopresis, tics and learning disorders aggociated with depression,
it is frequently necessary for the symptoms to receive specific

treatment,

5.6 PHARMACOLOGICAL TREATHENT OF DEPRESSED CHILIREN

Although there have been few adequately controlled studies of
- the use of pharmaceuticals in the treatment of depressed children.
(Hersov, 1976), there has been growing recognition that in cases
of severe and persistent depression, medication may be of berefit
(Pearce, 1977). In cases of clearcut depressive disorder leading
to impaired functioning, several clinicians considered a trial of
- of anti-depressant medication to be indicated (Frommer, 1967,1972;
Stack,1972; Veinberg et al,,1973; Anthony,1975; Hersov,1976;
Pearce,1977). Furthermore, it has been proposed that regardless
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of whether depressive symptoms were primary, or secondary to
another condition, antidepressant medication might help a depressed
child function more effectively at home and at school (Kuhn and

- Kulm, 1972; Polvan ard Cebiroglu, 1972; Weinberg et al,, 1973).

The majority of'clinicians advocating phérmacological treatment
of depressed children, considered tricyclic antidepressants to be
the medication of choice, because of their greater safety and
freedom from side effects (Hersov, 1976)., Certain clinicians used
a wider range of medication, and considered specific preparations
to be more suited to different types of depressive disofders.
Frommer (1976,1668,1972) and Stack (1972) considered moncamine
oxidase inhibitors to be the most suitable treatment for children
- with 'phobic depressive states', Frommer and Stack emphasised that
what the drug could achieve as well as its side effects should be
considered before prescribing it for a particular depressed child,
Furthermore, they advised that.;here one type of antidepressant
drug was not effective; another type of antidepressant should be
given a trial, In some intransigent cases of depression, Frommer
reported therapeutic success with combinations of monoamine
oxidase inhibitors and tricyclic antidepressants. In cases of
excessive anxiety, addition of a tranquilisor to the antidepressant
“medication was reportéd to have been beneficial,

' Antidepressant medication usually has a lag of ten days to
thrée weeks before becoming effective, Medication requires .to be
maintained while improvement continues, until.the child has
enjoyed a state of stable well-being for three to four weeks
(Prommer, 1968), |

Children with severe mood swings, possibly early manifestations
of bi-polar depression, are considered to have been helped by lithiunm
préparations (Frommer, 1968; Amnell, 1969; Stack, 1972; Gram and
Rafaelson; 1972; White and Ot'Shanick, 1977).

Electroconvulsive therapy (E.C.T.) has been used for the
treatment of depressed children ih rare instances., Frommer (1968)
reported having used it in the treatment of two girls, aged 12 and
- 15 years, who were actively suicidal, and where the risk of E.C.T.

was consldered to have been warranted,
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Clinicians advocating the use of medication for depressed
children have generally empasised the importance of treating the
underlying psychogenic cause of the depression. The value of drug
vtherapy wag considered to lie in accelerating the healing process,
and in making severely depressed children receptive to active
psychotherapy (Frommer, 1968; Weinberg et al., 1973). Polvan and
Cebiroglu (1972) pointed out that while theoretically the |
treatment of childhood depression should lie in helping the child
in his family and greater environment, in cases where it was not

possible to win the cooperation of the parents, medication might

be the only avenue of treatment that was available.

5e6.1l Summary of Phermacological Treatment of Devressed Children

‘ Tricyclic antidepressants and monoamine oxidase inhibitors

have been used in the treatment of depressed children, Their

value was considered tb lie in accelerating recovery, and making
depressed children accessible to psychotherapy. ledication was
not considered to be a substitute for resolving conflicts
agsociated wifh childhood depressive disorder, liedication was
advocated most strongly in cases of severe depression sssociated

with ifmpaired functioning.

' Iithium has been used in the treatment of mood swings that

were considered to be early manifestations of bipolar depression.
| The use of pharmacological treatment of depressed children

"has not been substantiated by adequately controlled studies,

5.7 FPROGIDSIS OF DEPRESSION IN CHILDREN |

Pepression in children has been considered to be a serious
disorder that should not be regarded as a transient phase of
normal experience and development. Frommer (1968) observed that
untreated children might remain 111 for protracted periods, often
being subjected to intensive organic investigations of associated
_ somatic_symptoms. Pearce (1977) proposed that depfessive disorder
might lead to the development of unhealthy patterns of.ﬁehaviour.'
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Anthony (1975) claimed that unless the neurotic conflict urderlying
depression were resolved, and some measure of insight attained by
the child, the child would be likely to respond to all future
frustrations and deprivations with depression, These clinicians
considered that when it was possible to treat the child in his
environment, the prognosis for a depressed child would be good,
_ Other clinicians have been less optimistic about the outcome

’ofvchildhood depression. It has been suggested that children who
were depressed ag infants frequently manifested disturbances in
‘affectional relationships and conduct disorders at later
developmental stages (Bowlby, 1952; Goldfarb, 1955). Bowlby. (1965)
.despribed the typical features of such children és including:l

tsuperficial relationships;

no real feeling - no capacity to care for people or to make
friends;

an inaccessibility, exasperating to those trying to help;
no emotional response to situations where it is ncrmal -

2 curious lack of concern;

deceit and evasion, often pointless;

stealing; '

lack of concentration at school.!' (Bowlby, 1965, page 37)

Infant depression was not considered by these authors to be
continuous with depressions in later 1life,

Nissen (1973) performed a ten year follow-up study of 105
.depressed children, (See Section 4.2.1) Of the 105 subjects, 47
.'percent developed 'neurotic depressions', 7 percent developed
v;symptomatic depressions', and 5 percent developed 'psychopathic
depressions', The remaining 41 percent of the sample included one
case of endocrine disorder, two cases of seizures, two cases of
non-depressive neurosis, eight cases of self-neglect syndrome,
nine cases of schizophrenia and fifteen with no psychiatric
disorder. Nissen considered there to be no specific correlation
bgtween childhood depression and subsequent adult pathology.

However, he concluded that depressed children were at high risk
for developing a variety of psychiatric disorders.

Pritchard and Graham (1966) performed a survey of patients who
had attended both the child and adult departments of the same
psychiatxic hospital, Their investiigation failed to show a
significant relationship between depression in childhood and

1Cf. the case of Amenda in the Appenaix.
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~ depressions in later life,

A follow-up study of‘child psychiatric patients by Dahl (1972)
indicated lack of continuity between childhood symptoms and adult
depression. | ‘

Present information suggested that childhood depression is net
continuous with adult depression, Hb#ever,.definitional problems
and lack of diagnostic criteria for depression have not permitted
conclusive evaluations to be made. Furthermore, the majority of
mildly depressed childrern, probably forming the bulk of depressed
children, have possibly tended to bé regarded as 'gecd! children,

who have not required psychiatric attention,
| In contrast to depression in childhood, single case studies
of early onset bipolar depressions have suggested the condition
_ to be continuous with adult bipolar depfession (&nthony and Séott,
1960; d'Elia and Perris, 1972; Carlson, 1977; V“hite and O'Shamick,
1977). ' |

SeT«l Summary of Prognosis of Depression in Children

Information about the prognosis of childhood‘depression is
uncertain. Some clinicians consider the prognosis to be good
provided that it is treated, and others consider it to predispose
to a variety of psychiatric disorders, Significant indications of
continuity Eetween childhood depression and depression in adults
have not been found. befinitional problems and lack of diagnostic
criteria do not allow conclusive evaluations to be made, o _

. Isolated studies have suggested early onset bipolar depression

to be continuous with adult bipolar depression,

5.8 CONCLUSICKS CONCERNING THE TREATNEIT OF CHILDHCOD DEPRESSION

o

Treatment of the_depfessed child is related to the mature of
the signs and symptoms, the severitj.of the disorder, and physical,
psychological and envirommental factors that might have been
associéted with the aetiology of the depressive disorder. Kost

important is the child himself, his maturational level, his
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personality with its strengths and wezknesses, his place in the
family and his place in the greater comrunity.

Treatment of the depressed child commences with assessment,
optimally involving a psychiatric history taken from the parents,
a report from the school, a report from the family doctor, interview
with the child, psychological testing, medical examination, and a
family diagnostic interview. Treatment procedures are formulated
in accordance with information gained from assessment.

Treatment may involve any or several of the fellowing
procedures: individual psychotherapy with the child, group
psychotherapy, parental counselling, family therapy, remediation
of specific disorders that might be associated with depression,
treatment of possible associated organic pathology, and anti-
depressant medication., In cases of severe depression, particularly

where the child,presents a suicide risk, hospitalization may be

indicated. In the case of an inadequate or destructive home

-~

environment, removal of the child from the home might be advisable,

The aim 6f treatment is symptom removal, helping the child to
cope more adaptively with his needs and the demands of the
enviromment, and modifying the environment to accommodate the child
less stressfully and with more umderstanding.

Prognosis of chiidhood depression 1s umcertain, Although
gtudies have suggested lack of continuity between childhood
depression and depression in adults, definitional problems and
lack of diagnostic criteria do not allow conclusive evaluations
to be made. , '

There is at presenu uncertainty about the treatment of
depressed children and their prognosis. Isolated theorists, for
example Frommer (1968) and losse (1974) have written comprehensively
about the treatment of depressed children, but their work has not
been supported by controlled studies. Studies of pharmacological
treatment of depressed children have not yielded evidence as to
which children bernefit from medication and at what maturational
stages. To a great extent uncertainty about treatment relates to
uncertainty about the syndrome itself. It is not yet possible to

talk of treating depression in children: it is the child who is

depressed that is being treated,



CORCLUSICHS COICERNING DEPRESSION IN CHILDREN

A review of the literature of depression in children has
indicated childhood depression to be a vague, ill-defined area,
There is no cleer picture of symptomatology, no accepted criteria for
diagnosis, understanding of aetiology is speculatory, @nd knowledge
of course, treatment and prognosis is uncertain, is yet there has

been no agreement about the nature of depression in children:

‘whether it is anslogous to depression in adults, or different,

whether depressive affect is overtly manifested, or whether it is

v'masked' by somatic or behavioural equivalents.

To a certain extent this confusion may be attridbuted to
ambiguity of the terminology of depression, which has contributed
towards definitional difficulties, both of which have been

associated with methodological problems in studies of depression.

" fhese factors have inhibited assembling a common body of inforration

about depression that could be tested and validated.
There are difficulties inherent in the study of depression in
children, in that clinicians are largely dependent for information

on parents and teacheré, who might give selective attention to

.differing symptoms, describe what they observe in idiosyﬁbratic ways,

[N

and interpret it according to varying assumptions. Further
difficulties stem from depression being inferred from behaviours that
might reflect disturbances other than depression. Childrent's
behaviours change with development, and different behaviours might
represent different feelings at different ages. Stimuli too might
affect children in vérying ways at changing maturational levels,
Clinicians have recently proposed guidelines for diagnosing
depression in children, and so arriving at a common definition. Scme
clinicians, for example, Pearce 1977), have proposed
criteria for diagnosis of depression in terms of the.presence of
certain symptoms. Gittelman-Klein (1977), who considered anhedonia
to be the common feature of children suffering from depression,

Prorosed .that a large-scale analysis should be made of children withA



anhedonia as a starting point for the definition of depression

in children. The Committee of the Center for Studies of Child and
Family Health of the Hational Institute of iMental Health proposed
basic criteria of dysphoria with 'generalised impairment in response
to previously reinforcing experiences without concomitant introduct-
ion of new sources of reinforcement that is generalised across
settings, and of duration for at least four weeks,(DWeck‘et al.,
page 153). These proposals may be criticized in having been a priori
derived from children already considered to be depressed,

The author considers that it would be more substantive to
formulate ceriteria for diagnosis of depression in children from first
principles; that is, from a consideration of what is conceptually

meant by depression. Theorists of different theoretical orientations
have explicitly, or ihplicitly, conceptualised depression in terms

of cessétion of active coping with the environment, withdrawal of
emotional concern intd the self, and lowered mood, misery and
unhappiness. (See Chapter 2) This view of depression is consistent
with the medical model of depressive disorder. (See Chapter 3)
Furthermore, a review of studies of depression in childhood yielded

an analogous picture of depression in children. (See Chapter 3)

Based on the assumption that depression has conceptual
implicaticns of a specific nature, the perspective of diagnosis of
depression in children changes. Symptoms such as anhedonia. poor
concentration, school refusal, disturbed peer relationships, early
morning fatigue, loss of interest in play and bordom are no longer
random symptoms that have been associated with depression in children
by different clinicians, They become conceptually understandable as
a withdrawal of psychic- energy from the environment. Together with
lowered mood and sadness, they point to depression. When withdrawing
behaviour and depressive mood are generalised to many situations,
and represent a change from previous behaviour and mood, that is in
excess of, or of longer duration than could be Justified in terms of
environmental or physical events, a diagnosis of depression in
in children, as in adults, would be appropriate., With this perspective,
specific symptoms may be assembled as a second.step in the descript-

ion of“depression in children., (See Appendix).
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With this perspective, depression in children is ceonsidered
to be analogous to depression in adults, but consonant with +£h
maturational level of the child, coloured by the child's interests,
ard manifested in the activities with which the child is
involved,

Energetic behaviours demonstrating active environ-
mental involvement, such as defiance, angry disruptive behaviour,
and delinquency, are not considered to be consistent with what is
conventionally'denoted by depressive disorder. Such behaviou=—s are
not coasidered to be masks of depressicn, even when accompanied by
depressive feelings.

The éoncept of 'masked' depression is considered to be
irrélevant, in that diagnosis of depression is based on a pattern

of symptoms that essentually include lowered mood and misery. It is

)

accepted that the moods of depressed children may fluctua%e, in the
same way that mildly depressed adults may be distracted at times,
but the overwhelming affect is that of depression.

In the literature attention has not been given to ﬁossible
differences between mild depression and severe depression in chiidren,
such ag occurs in adults.}(See Section 3.3) This may représent an
- important avenue for future research.

Issues such as aefiology, course, treatment and prognosis of
depression in children. must awalt a clearer definition of the

syndrome . before clarification will be possible.



N
PIICT STUDY COF DEPRESSICH IN CHILIREN

Abstract: Kanifestations c¢f depression were investigated in
a sample of 18 children aged 3% - 16 yvears, referred to a
wiversity child guidance cliuwic. Aetiology, symptcmatology,
treatment and pregnosis were analysed. Incidence was discused.

" Guidelines for dizgnosis of depression in children were
tentatively advaenced. Sample size was considered too small
for generalization,

The manifestation of clinical depression in children is
controversial, In spite of & growing body of literature on the
subject, there is limited agreement between clinicians regarding
the nature of the syndrome. By some it is considered to he
analogous to depression in adults. By others it is comsidered to
be_qualitatively different. Certain clinicians, such-as Graham
(1974) and Werry (1976) have expressed doubt that depressive
disorder occurs in children in amy'but very rare instances. At
present there is no clear syndromal picture of depression in
children and no accepted criteria for its diagnosis, '

Associated with lack of definitional data on depression in
children is uncertainty regarding its aetiology, epidemiology, .
treatment and prognosis. Aetiology has been considered to involve
the interaction of genetic, biological, psychological and
environmental factors (Anthony, 1976)., Reported incidence has
ranged between 1,8 - 25 percent of child psychiatric referrals
(Annell, 1972). Treatment has included psychotherapy, family and
environmental management, symptomatic treatment and antidepressant
medication (Frommer, 1968). Prognosis has been considered good by
_some authors (Pearce, 1977), guarded by others (Nissen, 1973).

"AMm of Study

The aim of the study wvas to investigate the manifestation of
depression in children., Conventionally depression has been
described as a syndrome characterised by lowered, unhappy mood,

Y

cessation of active coping with the environment, and withdrawal of
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emotional concern into the self; with associated signs anrd
symptoms that cannot be related realistically to envircnmental or
physical events, in terms of intensity or duration. ''hile some
descripticns of depressed children have been consistent with this
picture (ég. Pearce, 1977), other descriptions have included

' disparate behavioufé such as anger, defiance, disruptiveness and
antisocial behaviour; in some cases, under the rubric of 'masked
depression!, depression has been diagnosed in the absence of |

‘ lowered mood (eg, Toolan, 1974), The intention here was to assess
whether there was justification for accepting in children a view
of depression that did not correspond with what traditionally was

meant by depressive disorder,

Subjects }

The subjects included 18 of 182 children who had éresented at the
‘University of Cape Town Child Guidance Clinic in 1977, and had

been allocated to the author in a random mammer. There were 9 boys

and 9 girls aged 3% - 16 years. Three of the children had been
referred for school readiness assessment, four for assessment for
 giftedness, four for scholastic problems, three for behavioural -
problems, two for emotional problems, one for stuttering, and one

.for bizarre behaviour, Five of the children had feelings of
unhéppiness, misery and depression. The ¢ linical histories of these

five children are summarised below.

"Climical Histories

Case l: Ruth, aged 3% was referred by her father because of
Tncreasing tearfulness, often for no apparent reason. Family
-and_persornal history: Ruth had been a planned baby, conceived
to replace a sister who had died of leuchaemia, She was
described as a happy Healthy baby with advanced milestones,
Vhen Ruth was 14 months old, mother was killed in a motor
accident., laternal aunt moved into the home to look after

Ruth and her sister Clo¥. An intimate relationship developed
between maternal aunt and father, and she moved away 10 months
later when the relationship ended. Father cared for the
children himself, until three months later he remarried a
divorcee with a daughter, Brigitta, Stepmother replaced

father as Ruth's main caretdker, and weaned and toilet-trained
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Ruth, then 21, Ruth became sickly, ran high temperatures, and
was subjected to siressful medical tests for several months,
She hed her tonsilg out immediately after the birth of a baby
brother, and a month later she was referred to the Child
Guidance Clinic, The family constellation at the time of
presentation consisted of father, aged 39, stepmother, aged

34, Clo&, 13, Brigitta, 11, Ruth, 24 and Justin, 6 weeks., At
clinic interview stepmother complained of Ruth lacking spirit,
withdrawing to her rocom, not enjoying playing, responding with
tears to instructions such as to have a bath, waking up crying,
ricking at her food, not being able to relate to other children
or stand up for her rights with them, and causing serious
marital disharmony in that father tended to protect Ruth
againgt stepmother. Ruth presented as a thin, frail child who
remained immobile, mute and withdrawn as stepmother openly
expressed hostility for her. Dynamics: Clearly Ruth was a child
who had sustained traumatic emoticnal losses, had received a
re jecting mother surrogate at a delicate maturational

stage, and probably competed with her for father. She had
experienced stressful medical attention, had lost her pcsition
as 'baby!, had an operation, and was exposed at home to
hostility from mother, amd mother's criticism of father when he
gave Ruth attention. Treatment : Ruth was given play therapy

and stepmother supportive therapy, with the aim of starting
family therapy once mother had attained insight into the r=eds
of children and her responses to Ruth, With play therapy Ruth
became animated, directing tremendous aggression against dolls
in a2 manner reminiscent of stepmother. At home she became less
tearful and more assertive, and mother found it easier to
respond positively to her.

Case 2: Amanda, aged 4% was referred to the Child Guidarce
Clinic with the following emotional ard behavioural problems:
l,mutism with her foster parents and other adults,
2.inability to laugh, 3.not eating unless fed, 4.enuresis,
5.messing and smearing faeces, 6.rejectirg cuddling and not
showing affection, 7.sleep disturbance, 8.,autoerotic behaviour .
and stuffing things up her nose, 9.smacking another child when
smacked herself, »,.staring vacently, and not answering when
spoken to. Full neurological and developmental examination
revealed developmental retardation; her intelligence was
estimated as low normal., Family and personal history: Amanda,
aged 2% and her sister, Carol,aged 3% had been placed in
Tenterden Place of Safety as 'children in need of care' when
their father was sent to an alcoholic rehabilitation centre.
Yother was of low intelligence, had never been employed, and
was inadequate. The family had no fixed abode. Amanda ard Carol
were Tfostered <¢o the same family, but Carol was returned after
two months because it was claimed that she engaged in bizarre
behavicur, Foster family had previously adopted a girl Kim,
aged 8 and a boy Harthinus, azged 4£; they had been eager to
adopt Amanda but adoption had been blocked by Amanda's Tather,
At clinic interview the foster parents presented as grossly
obese people, and in their presence Amanda was mute, withdrawn,
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and stared vacantly into space. However, in a subsequent
plaey situation with foster mother and foster siblings in the
clinic on the same day, Amanda plaved vigorously, and with the
children she was not mute. Dyn2mics: Amanda might have becone
anaclltlcally depressed (Spitz, 19 46) after placement in the
stitution; she might not have regained her trust in adults,
Treatmqgj; antidepressant medication was prescribed for Amanda,
but it was not adsinistered, With pWaJ therapy Amanda became
animated and talkative, playing out domestic activities such as:
naking coffee, telephonino, and "ossing' the therapist,
Conflicts emerged in connection with her foster sibs atterding
school and sihe being left at home, and she appeared to be
compating with foster mother for foster father., At home she
was reported to be chattering to her foster parents and her
symptoms were reported to have disappeared,

Case 3: Caroline, aged 7, was referred to the Child Guidance
Clinic by her mother because of misery, crying and mood swings.
For no apparent reason, anytime, anywhere, Caroline's mood
would change from equanimity to unhappiness and withdrawal,

She disliked school, complained of being bored, and was
isolated from her peers. She was fearful of going into crowded
places such as resturants, She had no real friends of her own,
but liked bteing with her sister and with adults. She also
enjoyed ballet and art. Family history: Father was a 3% year
0ld man who was suffering from Ankylosing Spondylitis that
affected his spine and eyes. About four years ago he had become
severely 1ill, lost an eye, and was in and out of hospital for
six months. Recently his other eye had bled, Illness had caused
father to give up driving, and he had retired from working in
the motor business to keeping an antique shop. His illness was
being held in check with high dosages of drugs with depressive
effects. llother was a 33 year 0ld university graduate, whose
work as a successful estate agent frequently took her from her
family at odd hours. Susan, aged 9% in Std,II, was a populan
competent, successful child. There was a history of depressive
illness in father's family. Personal history: Caroline had been
an adaptable, healthy, sociable child with normal milestones,
In her first year at nursery-school, aged 3%, she had been
involved, creative and well-adjusted, mixing with her peers.
Thereafter she became progressively less interested until in
her third nursery-school year she moved in the group without
participa;ing. In the teacher's words 'Caroline was almost a
non~child: irritating, not bothering and achieving poorly. She
was admitted to an intellectually undemanding primary school,
aged 6%, where her work was rated A+, but she was not able to
read. At clinic interview the family presented as concerned

but relaxed, with the parents being supportive of each other, -
and Susan tending to 'parent' Caroline, Caroline presented as
a coy, selfconscious child, unassertively permitting her sister
to speak for her and correct her, Her I.Q. was reflected as

142+ on the Techsler Intelligence Scales, placing her in the
'‘gifted child' range. Dynamics: Fear and inability to make sense
of her father's illness, and inability to fit in with the other




schoolgirls because of her extraordinarily high intelligsnce,
might hiave precipitated loss of seif-esteem and misery in a
child with high aspirations and a predisposition to mood
disorder. Iow mood might have been maintained by Susan's
contrasting success and parenting tendencies, Treatment: In
playtherapy Caroline expressed aggression, repeatedly eracting
a scene in which she first shot the therapist and then revived
her.. Arrangements were made for her to be moved to an
intellectually demanding school. In the home Caroline responded
by becoming more assertive, and mood swings disappeared. At
follow-up three months later she was reported to be making a
good adjustment at her new school.

Case 4: Shane, aged 121 was referred to the Chiild Guidzance
Clinic by his housemother at St.John's Hostel because of
recurrent t'black' moods with aggressive acting=-out behaviour,

of many years duration. Family and Personal Fistory: Father had
been jailed as an habituzl criminal and Shene had never known
him. lMother, who had been married three times, had five children,
all of whom had been declared in need of care., A.C.V.V.

records described her as teing 'irresponsible' and atblatant liar?,
Shane, and his younger brother Baudrie, had spent their infancy
in an environment of drunken debtauvchery and violence. After
complaints of neglect and child abuse, the toys had been placed
in fogter care, moved to Tenterden Place of Safety, transferred
to East London Children's Home, brought back to Cape Town to
St.iichael's Home, to be rearer mother, then moved to St.John's
Hostel, The boys seldom saw mother, and most of their week-ends
and holidays had been spent in the hostel, lother blatently
favoured Baudrie, and repeatedly let Shane down. For several
months Shane had refused to have contact with her. Shene's
relationship with Baudrie was ambivalent in that he was fond and
- protective of him and hostile and aggressive at times, Shane

mede friends easily but his friendships were transitory and peers
tended to tease him. Shane was a Special Class child with a
reading disorder, and he could not yet read. During his 'black!
moods Shane behaved badly at school as in the hostel, was
defiant, disruptive and resisted discipline., Shane was also afraid
of the dark, At clinic interview Shane presented as a likeable
child with insight into his problems, but lonely, unhappy and
angry. Treatrent included counselling St.John's Hostel staff end
Shane's teacher on managing his behaviour and helping him with
his problems, psychotherpay with Shane, and cojoint meetings with
Shane and Baudrie with the aim of improving sibling cormunicatiorn.
Shane responded positively for some time, Then mother promised to
méke arrangements for him to leave the hostel and live with her,
and let him down. Shane ran away from the hostel, and told the
therapist afterwards that he had iried to be knocked dowvn and
kKilled by a car on several occasions. He also tried to kxill him-
self by riding down a steep hill on a bicycle without brakes.

He began carrying a knife and would remark that if anyone made
him angry 'they would get it.' Dyramics: Shane may have inherited
a predisposition to psychiatric problems from his unstable parents,
and this is likely to nave been strengthened by early experiences
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of neglect, 2buse and parental violence, followed by a
succession of caretakers. Shane'!s learning difficulty may have

lowered his tolerance of frustration, Iifelong institutionalism,
even over holidays, evoked anger, depressive feelings, and
provably feelings of worthlessress, Such feelings are likely to
have been exacerbated by beirnz let down by his mother and

having his brother favoured, Shane is likely to have interacted
with and modelled the aggression of other hostel boys. Finally,
during the course of his life, Shane may have learmed that black
moods and tempers can be effective in manipulating the environ-
ment and in gaining recognition. Shanes parasuicides were viewed
as gestures of despair, but were considered to be angry punitive
acts directed against the adults in his 1ife rather than acts of
final withdrawal.

Cage 5: Chiare, aged 16%, was referred +to the Child Guidance
Clinic by nher mother for staying away from home without permission.
Family Eistory: Father was an advocate /part-time lecturer; a
cynical man of Afrikaans origin., Mother was a bank personnel
officer, of Italian descent and Romzn Catholic religion. After
divorcing father, she had remarried and divorced again. She had
emeshed relationshizs with the maternal grandparents who lived
close by, and with her children, Chiara, Tenya, aged 14%, and half
brother Jevon, aged 3%. Family interaction consisted largely of
tantrums, emotional blackmail, inconsictent discinline and

frequent comparisons between the girls, with Chiara being more
highly valued by her mother. Perscnal IHstory: Chiara had been

an vnplamed baby, demanding and wiliful, with advanced milestones;
she cried until she vomited. As a young child she resisted going
to bed,; was wakeful, had frequent nightmeres that resulted in her
going to her parent's bed. Frcm 2 years Chiara had tonsillitus an
sinusitis, and had continued to have trouble after ftonsillectomy
at 7 years ard antrostomy at 9 years. She had a history of freaguent
vague illnesses, colds that lasted too long, and attacks of
dizziness and billiousness in her early teens, which after organic
investigations were attributed to emotional problems. She had

many headaches, and had to be stopped from taldng aspirins, As a
child she was afraid of magy things; temperamentally she was
volatile, throwing tantrums and banging doors. Chiara had enjoyed
Primary school at Springfield Convent, but disliked thetregimernt-
ation and conformity' of Rustenberg, found classes boring, and
frequently *'bunked'!, Chiara was socially skilled, but she had no
long~-stonding friendships. Her friends fell into different sub-
cultures, and she found coping with their different expectations
of her taxing. Her boyfriend was a married pop star band muszician,
and she was under considerable pressure to give him up. She had
tried alcohol and drugs, but did not use them regularly, Before
Chiara presented, she had run away from her mother's home, had
changed schools and had been given into her father's custody. At
clinic interview Chiara presented as an attractive, plump girl,
intelligent but emotionally immature, who enjoyed generating a
reaction of 'what are we going to do about Chiara', but felt lost
and uncertain of what to do about her life. Projective tesiing
revealed themes of ambivalence, inadequacy, alienation, depression,




violence, death and guicidal ideaticn, with a rigidly
cortrolling superego, suggesiing that she could tecome a

suicide risk, Dvnamicg: Chiara might have been temperamentally
vulnerable as a baby (Rutter et al., 1964), grew up in an
unstable home with an inconsistent, emotionally intrusive mother.
Chiara's dizziness /nausea syndrome might have been related to
insecurity engendered by domestic unpredictability. It is
probable that she never learned to control impulses or to
resolve problems constructively. Acting-out and rurning away
from home might have been related to a 'need' to break away from
an emeshed farmily and find her own identity (Erikson, 1954).
Treatment s with individual psychotherapy Chiara became emotionally
congruent, resolved conflicts relating to her relationships with
“her parents and peers, and assumed responsibility for her life,

Discussion

_ The five children whose case histories have been summarised
above were all unhappy, and could have been inferred to have had o
~ depressive feelingé. However, only two of the children were considered
to have been suffering from depressive disorder, and a third was
considered to have manifested the stigmata of a previous serious
depressive condition (Spitz, 1946; Bowlby, 1965). The remaining
children were considered to have been suffering from a conduct
disorder and an &d justment disturbance, respectively. (See Table 9) -

Rufﬁ, aged 3%, was diagnosed to be suffering from mild depressive

disorder (Kendell, 1976), in that she was excessively tearful, with-
drawn, anorexic, anhedonic, unable to express aggression, in that
symptoms affected her play and peer relationships, and represented
change from how she had been at an earler age. Although Ruth's
unhappiness might have been proportionate to her home situation, her
constellation of symptoms suggested her manner of handling her
- unhappiness to constitute cessation of active coping with the
environment and withdrawal of emotional concern into herself. For
th%a'reaﬁon she was considered to be depressed rather than just unhapypy.
Furthermore, with therapy, Ruth was able %to reverse the process, in
spite of her home circumstances remaining fairly unchanged,

Amenda, aged 4%, was considered to manifest, in certain situei-
ions the signs of 2n earlier anaclitic depression (Spitz, 1946),

probably associated with severe deprivation, Why she related to

children and not adults was uncertain, but one might speculate that



Subject

Diagnosis

Classification

Ruth

‘Depression

ICD»9:

Tri-axial,

Disturbance of emoticons in childhood

with misery.

Axis I: Meurotic disorder, depressive

Axds IT: Normal intelligence

Axis III: lajor environmental factor of
emotional or attitudinal nature.

Amanda

Depression

I®=-9:
Tri-axial,

Psychosis, origin specific to childhood,

other (epsychotic).

Axis I: Psychosis, other

Axis IT: Normal intelligence

Axis III: Major envirommental factor of
gocial or material n=ature.

Caroline

Depressidn

ICD-9:

Tri-axial,

Disturbance of emotions in childhood

with misery

Axis I: Neurotic disorder, depressive

Axis II: Normal intelligence

Axis III: No known associated or
clinical factors.

Shane

1. Conduct
disorder
with
misery.

2¢ Learning
disorder

ICD=-9

Tri-axial,
Tri-axial,

Disturbance of conduct, mixed disturb-
ance of conduct and emotions.

Reading retardation.

Axis I: Conduct disorder.

Other specific learning disorxrder.
iAxis II:Normal intelligence.

Axis III: Any major environmental factior
of social or material nature.
Ay major environmental factor of
emotional or attitudinal nature,
Developmental disorder.

Chiara

Ad justment -

S

ICD-9

Tri-axial,

Ad justment reactions with mixed disturb-
ance of emotions and conduct.

Axis I: Adaptation reaction.

Axis II: Normal intelligence

Axis TIII: llo known associated or
clinical factor.

Table 9: Sumary of diagnoses and classifications of cases with
depressive features., :




as a young infant she had learned to be wary of adults and that her
foster parents might not have been sufficiently skilled to break
through her defences and make emotional contact, and because of
this she had retained marny regressive behaviours. Certainly Amenda
formed a therapeutic relationship quickly and easily, and from that
point she advanced fto responding to her feoster parents, with
acéompanying remission of other referral symptoms. Amanda was
considered to te either recovering from,or to bear residual stigmata
of depression, in that, in spite of initial mute, non-responding -
behaviour with adults, she had played in an assertive and involved
mamer with her foster siblings, manifesting active coping and
emotional involvement with the children.

o Caroline, aged 7, was considered to have been suffering from‘nild
depression (Kendell, 1976), because although there were times when she
was reasonably happy, her prevailing mood wag one of unhappiness;

‘her mood would abruptly change to one of unhappiness with weeping and
withdrawal in any situation, at any time, and for no apparent reason.
She was maladjusted at school, isolated from her peers, and had no

" friends of her own. She was unassertive and unable to show aggression,
Her misery could not be related to circumstances in her home realistic~
' ally, and represented a change from previous behaviour, The family
history of depression anmd Carolin's mood swings suggested that she

wi ght have been manifesting early bi-polar depression (Vhite and
0tshanick, 1977).

Shane, aged 12%, wag not considered to be suffering from depressive
disdrder. Although he was frequently miserable and had feelings of '
) worthlessﬁess, the feelings were of long-standing, and could be related
td his upbringing, his relationship with his mother, &nd his -inability
to achieve at school. Purthermore, he responded to these feelings with
aggressive béhaviour towards objects and people. Shane's parasuicides
apbeared to be angry sctions aimed at punishing the people who were in
- control of him rather than gestures of withdrawal from life. Shane's
interactions manifested intense involvement with events and people, as
:Opposed to cessation of active coping and withdrawal of emotional

concern, It was considered that to describe Shane t's symptomatology as

'mas}ed depfession' would have extended the meaning of depression



beyond that which is useful.

117,

Chiara, aged 167, was not considered to be depressed., Her

feelings of depression, isolation, alienation and ambivalence could

be related understandably to the emotional stress of breaking away

from her mother, and the conflicts generated by contravening social

norms. Her ajustment reaction with disturbance of emotions and conduct

could possibly be understood in terms of adolescent 'inner turmoil!

(Rutter, Chadwick and Yule, 1976).

Subject

Referring Complaint

Symptom

Ruth

increasing tearfulness

Iack of spirit, withdrawing, not
enjoying play, tearfulness on waldng,
disturbed peer relationships, inability
to show aggression, feeding probleus.

Amanda

multiple emotional and
behavioural problems

staring vacantly, selective mutism with
adults, inability to laugh, rejecting
cuddling, smacking other children when
smacked, feeding problems, enuresis,
disturbed sleep, autoerotic behaviour,
stuffing things up her nose, messing
and smearing faeces.

Caroline

misery, crying and
mood swings.

misery, crying, mod swings, disturbed
peer relations, maladjustment at
school, boredom, fear of crowded places

Table 10: Summary of symptoms of depressed children.

Clearly.symptomatology of the depressed children was not identical

(See Table 10). However, symptomatology had been reported by the

children's caretakers. In the clinic, Ruth and Caroline presented in

a gsimdilar manner. Could 'tearfulness for no apparent reason' be equated

with 'mood swings'? Could different perents attach significance to

different behaviours? Such factors could account for the diversity of

symptoms associated with depression in children. Amanda presented a

qualitatively different picture from Ruth and Caroline. She was

considered to have experienced a serious anaclitic depression, and i%

‘was possible thather regressive symptoms, such as faeces smearing might



have been associated with developmental retardation found in
anaclitic depression (Spitz, 1946), None of these children presented
with aches and pains associated with depression in children by some
clinicians, for example, Frommer (1968) and Fissen (1973).
reatment was restricted to psychetherapy, &nd response in each

case was rapid in terms of remission of symptoms. Estimated longterm
prognosis of these children was guarded. Unless Ruth's family should
enfer family therapy, it was considered that she would continue to
be exposed to stressful family interactions. Amanda was considered
‘40 be at high risk for developing the affectionless, antisocial
personality associated with infantile deprivation and depression by
Powlby (1965). Caroline was considered to be likely to respond to
stiess at a future date with misery, mood swings and withdrawal,
Prognosis might have been more optimistic were these children to have
received extended intensive psychotherapy,

The incidence of depression in the sample of 18 children
seen by the author was 17 percent. This was & conservative estimate,
in that 40 percent of the sample had been referred for assessment of
-school readiness or giftedness, and 60 percent had been referred with
| emotional, behaviocural of scholastic problems, Of the children referred.
.with prbblems,-27 percent were diagnosed to be suffering from
depressive disorder. (cf. incidence of depression found by participants
of the Fourth Congress of European Pedopsychiatrists varying between
1,8 - 25 percent, Annell, 1972),

The children were considered to be suffering from overtly
manifested depressive disorder, analogous to adult depression, but

consonent with younger, less mature personalities,

Conclusion

&

In a sample of 18 children referred to the University of Cape
"Town Child Guidance Clinié, three cases of depressive disorder were
diagnosed. The children manifested lowered mood, withdrawal, anhedonia,
appeared to be unable to cope with their environmenté, and had
associated sympioms that could not be realistically related to

environmental or phyéical events, in terms of intensity or duration.
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‘Conceptually their conditions were consistent with the view of
'depression being characterised by lowered, unhappy mood, cessation
of active coping with the environment and withdrawal of emotional
concern into the self., The disorders of the children were considered
to be analogous with aepression in adults, but differed in being
-consonent with the developmental levels of the children.
Depressive feelings were found in association with other.
- primary child psychiatric disorders. Thege disorders were not con-
sidered to be 'masked! depressions. (cf, Rutter and Graham, 1968)
Pafents used differing temms to describe what were considered
to be similar symptoms. Because of such factors, it was considered
that zymptoms suggesting generalised withdrawal of energy from the
" environment (including symptoms such as social withdrawal, poor
coping, problems with schoolwork, inhibition of play), Tepresenting
change‘from previous behaviour, might provide a2 more reliable suide
to the diagnosis of depression, than specific symptoms.

Size of sample was considered to be too small for generalization.
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