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I:~ mother groand ! my father wept. 

Into the dangerous world I leapt: 

Helpless, naked, piping loud: 

like a fiend hid in a cloud. 

Struggling in my father's hands: 

Striving egainst my swaddling bands: 

Bound and weary I thought best 

To sulk upon rrry mother's breast. 

Blake, 'Infant Sorrow' 
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DEPRESSI Ol'I IN CHILDHOOD : 

ISSUES IU DEFillITION, DIAmmsrs AND TREATL'JU11' 

Gillian Mudie 

'Defiri.i t:ton, diagnosis and treatment of childhood 
depression is confused and controversial. Confusion relates 
to semantic ambiguity, definitional problems,rrethodologic~l 
issues ,a~d difficulties inherent in the stud;.r of depression 
in children. 

To gain clarity on the meaning of depression, theoretical 
concepts were reviewedo 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 
formulated. 

A pilot study of depression in children, illustrating 
issues discussed, was appended. 

.,, / ............. . 

J. 

1For 'depression' read 'depressive disorder' or 'depressive 
syndrome', unless otherwise stated. 

" 
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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 in the psychopathology of children, 

which may. marri.fe.st differently at different maturational stages. 

Clinicians are div~d over whether depression in children is 

relatively common or extremely rare; whether it is conparable to 

depression in adults, or whether it is qualitatively different; 

whether it is manifest or masked. The defim.tion of depression is 

uncertain and criteria for diagnosis of depression in children are 

vague and controversial. Indications for different types of 

treatments ar$· uncertain, and prognosis is unclear. 

The general aim of t'b..is dissertation was to clarify the nat-:rre 

of depression in children; aetiological factors, clinical picture, 

criteria for diagnosis, course, treatment and prognosis. 

Theoretical Concepts of Depression 

Theoretical concepts of dep~ession 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 associated with introjected anger following the loss of an 

ambivalently loved object; mor~ recent ego-analytic approaches 

focussed on loss of self-esteem associated with the inability of 

the ego to achieve narcissistically significant goals; object 

relations theory stressed depressive vulnerability in relation to 

feelings of ambivalence associated with lack of an internalised 

•goodt object. The cognitive frame of reference associated depression 

with feelings of hopelessness due to negative views of the self, 

world and future. I.earning theory approaches associated depression 

with reduction of response-contingent reinf'orcement. Learned help­

lessness equated depression with the expectation that desired out­

comes were of l'bw probability, and their occurrence independent of 
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responding. Adaptatio~al approaches viewed depression as a 

biologically-rooted ·::i thdrawal response to stress. Biological 

theories associated depression riith deficiency of functional 

norepine,phrine and serotonin at central brain synapses. 

Apare:nt differences between psychological concepts of depress­

ion elaborated from particular theoretical frameworks, might be 

related largely to points of focus, such as emotions or cognitions 

or behaviours, and to interpretations imposed on what had been 

vi 

observed. There was consensus between theories in viewing depression 

as being characterised by lowered mood and raisery, cessation of 

active coping with the environment, withdrawal of emotional concern 

into the self, associated with themes of loss. 

The majority of theories were not directed ~pecifically 

towards depression in children. Classical psychoanalytic theory did 

not consider children to become depressed for theoretical reasons. 

However Klein (1935), Bowlby (1952) ar.d 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 louered mood, and attitudinal, 

motivational, behavioural and vegetative changes (Beck, 1967). 

Symptomatology included depressive feelings or apathy, feelings of 

incompetence, worthlessness, guilt, hopelessness, an:dety, crying, 

suicidal tendencies, loss of interest in work and other activities, 

impaired capacity to function socially, appetite and weight loss, .. 
sleep disturbance, constipation, psychomotor retardation or agitat-

ion and physical complaints. Not all patients have all symptoms, 

and there is much individual variability. 

Depression might occur in a severe form or a mild form with 

qualitatively and quantitatively different symptoms. It might 

present as a p!-imary disorder, or secondary to another condition. 
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It might be unipolar with only depressive episodes, or bipolar with 

depressive and manic episodes. 

Onset of depression was considered to be multifactorially 

determined by an interaction of biological, psychological, genetic 

and environmental factors. 

vii 

Treatment ~ight be in the form of medication, physical treatment~ 

and/or psychotherapy, depending on the nature and severity of the 

disorder. Response of depressive episodes to treatment was usually 

good, but the condition tended to recur. 

Depression as a clinical syndrome 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 \tith the picture of depression delineated from 

psychological concepts. 

Depression 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 

symptoms were associated with childhood depression in particular 

studies, and this led to equivocal findings. Conclusions were 

based on trends rather than substantiated data. 

Depression in inf'ancy was described as manifesting with 

depressive appearance, apathy, vr.ithdravral, feeding and sleeping 

dist~bances, weight loss and developmental retardation. In latency­

age children depression was associated with depressive mood change, 
..... ---·--- &--·~~-·--~··-- -q···-·-----····--~ ..... -...--.........._ .. _._ ... , .... _. ,,·-··----·~---·--·-..--·_.-,.., ......... ~ ........ -~---.. ~--·-· 

somatic complaints, social withdrawal, relationship problems, sleep' 

difficulties, weight and appetite change, self-depreciation, school 

problems including school refusal and problems with schoolwork, 
,. 

tiredness, lack of energy, apathy and rmining away from home. The~e 

was considered .to be a progressive shift towards adult depressive 

sympto~atology with adolescence, vr.ith 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 belonged. 
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Depressive disorder in children, as in adults, was considered 

to be characterised by a cessation of active coping with the 

environment, wi thdra.wal of emotional concern into the self, with 

misery and lowered mood, frequently accompanied by feelings of low 

self-esteem. Differences between depression in children and in 

viij. 

adults appeared to lie in childhood depression being more tr,ansient, 

and more tied to specific situations, with greater somatic involve­

ment and less evidence of cognitive factors, the younger the child. 

There did not appear to be evidence for associating angr.f, disruptive, 

antisocial behaviour with depressive disorder in children. Nor was 

the concept of 'masked' depression, in which it vms i:ni'erred that 

depressive feelings were being defended against with behavioural or 

somatic symptoms,considered compatible with a depressiv'e syndro1:ie. 

Criteria for the diagnosis of depression in children have not 

been established. Diagnosis was based most frequently on criteria 

used for dia6nosing depression in adults. 

Aetiology 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, remediatio11 of specific disorders associated with depression_, 

treatment of posslble 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. ,. 

Prognosis of childhood depression was uncertain. Studies 

Suggested lack of continuity between childhood depression and 

depression in adults, however, definitional problems and lack of 

diagnostic criteria did not allow conclusive evaluations to be rnade. 

Schemes for diagnosing depression in children in terms of 
~._ . r. 

symptoms associated with depression in children were advanced. 
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Discussion and Conclusions 

A review of the Jiterature 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 agreement 

about the nature of depression in children, whether it was analogous 

to depression in adults, or different, whether depressive affect was 

overtly manifested or whether it was 1masked'by somatic or 

behavioural equivalents. 

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 

accepted definition of depression in children was necessary, with 

clear criteria for diagnosis. 

ix 

Schemes for diagnosing depression in terms of symptoms associated 

with depression in children have been advanced. Hovtever, it wa.s 

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, withdrawal of emotional conce~n 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. 

Addend.um 

A study of depression in a sample of children referred to the 

University of Cape Town Child Guida.-rice Clinic was appended :for the 
" purpose of illustrating the practical application of issues the..t 

had been discussed. 
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l 

AIW~ OF DISSERTATION 

The current status of '.Lepression' as a nosolog:ical 

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 in the psycho­

pathology of children, which may manifest differently at different 

maturational stages. Clinicians are divided over whether 

depression in children 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 p~ognosis is 

unclear. 

The general aim of this dissertation is to clarify the 

nature of depression in children: aetiological factors, clinical 

picture, criteria for diagnosis, course, treatment and prognosis• 

As a first step towards clarification, theoretical 

concepts of depression are reviewed for the purpose of reaching an 

'l.mderstanding 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 mean. 

Secondly, depression as a clinical syndrome is surveyed 

for th.e purpose of delineating the implications of depressive 

disorder in terms of symptomatology, course, treatment 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 

treatmen~of depressed children. P.i.ndings are evaluated in terms 
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of established theoretical 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 a.re discussed in the body of the dissertation. 

2. 
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CONCEPTS OF DEPRESSI0!1 

Depression and emotional states allied to it have a 

1.iterary heritage going back to the Old Testament. Job, in his 

despair, was chronicled as saying: 

Oh that my grief were throughly weighed, and m:f 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-J) 

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 • 

J. 

.Aretaeus of Cappadocia, a physician living in the first 

century A.D., described the melancholic patient as 'sad; dismayed, 

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: 

Re 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. "I.eave 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 him­
self, naked, in the dirt confessing about tbis 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 
fill him rather with fear and affright. (In Zilboorg, 1941,page 67) 

pi_nel (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 than the f'igure of a melancholic, 
br~oding over bis imaginary misfortunes. (Ibid. page 1J6) 
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These accounts of melancholia resemble closely modern 

descriptions of depression, in which depression contL~ues to be 

elaborated in terms of sad mood, feelings of futility, the wish 

to die, self denunciations, self-a.basement, vegetative gymptoms 

such as loss of appetite, weight and sleeplessness, feelings of 

guilt and expectations of punishreent. 

In spite of 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 f'rames of 

reference depression has been conceptualised as a disorder of 

mood, disorder of cognitions, disorder of behaviour and disorder 

of neuropbysiological ftmction, respectively. 

From among the many existing theories cf depression, 

selected psychoanalytic, adaptational, cogr>...itive, learning theory, 

learned helplessness and biological concepts of depression are 

reviewed below. 

2 .1 PSYCHOANALYTIC 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 position,,_.., 

emphasising object loss, the ego-analytic position emphasising 
·-.~·~":::!:...-ra -~·--~- -· 

loss of self esteem, and the object relations theory of Melanie 
~_.......,,.,_..._,:~::;;..;~ 

Klein. 

2~1.1 Plassical Psychoanalytic Position 

Central to the classical psychoanalytic view o!~e-~r~ssi_o~n _is 

the analogy of depression to grief and motirning, following the 
---~- ... _ -·,~~ -·- W -~· •<" 'A>,:.· .. ~ ' ·-·-·-· ,•• -- •-<" 

loss of a loved person due to death'or to the breald..ng of a rel-- ··- - .__. - ----- ··------ --·- ,..., ·--··-~-·- ·~·-------·- ·-· - ·--..... -·-~-· --- ~-... ..._. 

ati.onship. However, whereas mourning is considered to be essentialq .......... ~ . .,.,_ ........... 

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

reaction' to the loss of the love object is charged With anger 
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(rage, unconscious hostility), the individual is'likely to pass 

beyond the botmds of normal mourning (grief) into abnormal 

melan~holia (depression) (Abraham, 1911). 

5. 

Abraham (1911) considered ambivalence in relationships to 

derive from 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 maternal relationship were ·considered to lead to 

fixation at the oral-biting stage of psycho-sexual development. 

Abraham termed first disappointment in 'object-love' the primal ~ 
parathymia', and theorised that its repetition in some form later 

in life might precipitate depression. 

Freud (1917) elaborated Abraham's theory of depression. He 

proposed preconditions for melancholia to be object loss, 

ambivalence and regression of libido into the ego. Like mourning, 

it involved 'painful dejection' , vrit.hdrmval of interest from the 

world, inhibition 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 ob.ject loss. 

Freud accounted for the symptoms of melancholia in terms of 

loss of love-object being followed by withdrawal of the libido into 

the ego, leading to identification of the ego with the aba.~domed 

object (introjection). Rage and hostility of the ambivalent rel­

ationship would then be turned in on the self (to punish the 

abandoning love object), leading to loss of self-esteem and self­

accusations. 

The classical position was fl.ll'ther elaborated by Rado (1928). 

Rado considered the predisposition to depression to be an intense 

craving for narcisistic gratification, an intense need for love 

'and approval, and a dependency on other people for self-esteem. 

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 dynamic in depression. 
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The Abraham - Freud - Rado formulation of depression en:phas­

ised oral fixation, narcissism, ambivalence, anger turned inwa:rds, 

and object loss, real, fantasized or symbolic. Depression was 

considered to be due to loss of ambivalently lov~-objecf.;wfth 
---~.J:"-.-."""":""-- ·--- ~ -~ - '" -- "• - •~ .. ..._ • _... -· __ ,. __ 1 • _ _..,...,.n~- ___ -• + -- --

consequent loss of self-esteem, and anger turned against the self. 

This formulation is of dubious value in accounting for all 

depression, in that some depression does not seem to be associated 

with object less. Furthermore, it is doubtful whether depression 

always involves anger turned inwards; mildly dep:.'essed individual~ 

for example, nay 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-Analytical Theories of Denression 

Classical psychoanalytic theories of depression had in 

common the central analogy of grief due to real, irr.agined or 

symbolic object loss, with secondarily derived loss of self­

esteem. With ego-analytic theories, inability to cope with 

associated loss of self-esteem became central. 

Bi.bring (1953) proposed the basis of depression to be the --j 'ego's shocking awareness' of its helplessness to realise its 

aspirations. He defined depression as 'the e!IX)tional expression 
- --~ - "' . - - '"'" ....._ __ .. - -

(indication) _of the state of helplessness and powerlessness of the - ---- - . ···-- ~-

ego, irrespective of what may have caused the breakdown of the ... __,.__ ~ 

~nism_which .. established the self-esteem. '(page 163) 

Bibring considered a characteristic of depression to be rigid 

adherence to certain 'narcissistically signi:ficant'(pertinent for 

self-esteem) goals including: the ~s!1 _t_o __ be _wort_~ ai:d_~~ved_; the 

wish _to ... be".'_str.ong __ a:r:id superior; the wish to be good and loving. 
,,,,,_...-- --.....____ - - -~ - ----- "' ..... - -- ---- -

The ego's perception of its inability to reach these goals would 

precipitate depression. For example, depression might occur 

whenever an individual•s 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 

accompany a feeling of being doomed never to succeed in terms of 
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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 aspi~at-io~ it. strongly maintained. In contrast to a..'1Xiety, 

which was considered to be a reaction to danger that prepared for 

fight or flig..ht, depression was considered to r~flect a state of 

paralysis due to the ego's incapacity for meeting dangero 

Depression was an affect associated with ego helplessness and 

inhibition of functioning • 

7. 

.)6Bibring 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 

consider aggression against the self to be a prima...-y 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. 

GayJin (1968) amended Bibring•s formulation of depression in 

terms of a crisis in self-esteem to a •crisis in self-confidence'. 

GayJin proposed that depression might be precipitated by. loss of 

anything that was overvalued in terms of existential security. 

The state of 'giving up' and 'paralysis of the will' was consider­

ed to give depression its unique quality, and to provide the 

iµdividual with a 'fundamental defence', in the form of 'a plea 

for a solution to the problem of survival via dependenc~' (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 severing of a relationship, those 

following a failure in business, and those appearing for no 

apparent reason. The delineation of idiosyncratic areas of 

vulnerabiJi ty offers the possibility of predicting future 

depressions.in specific individuals. 
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2 .1. 3 Object Relations Theqrv of DQ'O""ession. 

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

depression with orality, ambivalence and regression to an earlier 

8., 

-r--- --
psycho-sexual stage. She deviated from the classical position in 

postulating a 'depressive position' as a normal stage of psycho­

sexual 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 wea:iri.ng. During this stage the infant 'experiences 

some of the feelings of gt.lllt 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 i~ to say, in a 

lesser and milder degree the sufferings and feelings which we find 

fully developed in the melancholic.' (pages 219-220) If the infant 

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

( ion of the 1 loss of the loved object• would aris~ 'in the same 

· \. sense as is found in the adult melancholic•. Furthermore 'this 

')first and fundamental external loss of a real loved object, which 

.1 is .experienced through the loss of the breast before and during 
\ 

\ weaning, will only reSU.lt in later life in a depressive state if 

at this early period of development the infant has failed to 

establish its loved object within its ego. '(ibid) 

Klei·n suggested that •manic phantasies' of controlling first 

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

oe 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 1bad' and 'good' objects (breasts) come clo·ser together, 
. . 

am bi val; nee occurs, leading to the mechanism of splitting of 

I 
~ 

• 
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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 trust 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, inhaving conceptualised the growth of 

object relations to occur in an ambivalent setting, with the 

struggle between 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 J?osi tion 

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 a loved object in 

preparation for making a relationship with a new object. He 

. proposed anger and grief to be emotional means of holding and 
~--------··----. -------· ··-· --- - --- -·- - ·-------
recoveri:gg~lov:e_o.bj ects (Bowlby, 196~). Bowlby considered pathol-______ _____. .-.. ·--..... ... _ - _, ____ ..... ··---- - ------ - ......._. - - ----
ogical mourning (depression) to occur when defensive processes 

- ~__.,,,,,_- ---.. .... - ~ ..,.._,__ •>• .... _ • r • - -T'" - - .., _ _,_ ~ 

partially interfered with th.e mourning _pr_os:_ess,. possibly _::i;es_l;(Lj;,iD:g 

fn fixatio.n at th(3 phase of striving to rec.o~~r 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 life (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,J_he~e...~:r:ly_:y_e_~s of 

life to 'be unfavourable to later personality d.~v~lo_P.m~,mt. He 

• 
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considered it to predispose to psychiatric disorder, but he did 

not associate early mourning experiences with adult depression. 

10 .. 

Bowlby 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, 1960). 

v.hile it was accepted that young children might grieve, that they 

motn'll was considered doubtful in that mourning presupposed more 

elaborate psychological processes. Bereavement reactions of you."lg 

children were considered,on the basis of psychoanalytic theory, to 

be governed 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 

/" Sandler and Joffe (1965) considered depression to be a basic 

psychobiological affective response occurring in children where 
/ 

there had been a specific type of threat to the child's well-being: v 

~he 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• 

(page .91). Sandler and Joffe proposed that when a love object was 
... .._ -.--- - ---~ 

lost, what had really beenl'Os_t_-;;~ 'th~-~t~te of well-~g iraplicit 
........... - -- - - --- ~- ~ _ .......... --=--------- ~ - - ·"': £. -~- ·.~ •• '!"· ...... - ----~--~ .... - - - ~~ •.. - ,. __,.... 

both psychologically and biologically, in the relationship with the 

object' (ibid·). 

Sandler and Joffe believed that for a depressive reaction to 

occur, there should be an ideal state aspired to by the child, 

which h.e 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 

I 
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disposal further defensive and restitutional processes, such as 

identification and introjection, that were not co~sidered to be 

available to children. 

Sandler and Joffeis conceptualisation of the child grieving 

11 .. 

the loss of a state o:f well-being rather than the love object, 

appears to have been supported pragmaticallyo 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). On the other hand, children who have lost a parent but 

have remained in their homes, have not apneared 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 psychoa~alytical theorists have questioned the 

, . existence of' depression in 9hildren. Partly this has been due to 

adult manifestations of depression not generally appearing in 

children, and partly because children h:we not 'teal ccnsi.dered to rave 
the personality structure ~ecessary for the developm~nt 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 appearedto 

have been of interest mainly in relation to psycho-sexual develop­

mental experiences leading to depressive vulnerability in adults. 

2.1.7 Sul!!Inarv of Psychoanalytic Concepts of Depression 

Psychoanalytic concepts of depression fall broadly into cate­

gories of c~~~.o~~l;rtic.~ZU3J1J:~}·~~e~t_by_4llr..~am, 

Freud and Rado, ego-analytic theory, represented here by Bibring ·------.....__._..t 

and Gaylin, and pb_~~~~~~ 

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. 
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Ego-analytic theory explained depression in terms of loss of self­

esteem associated with the ego's inability to cope with its aspir­

ations, leading to regression to a state of helplessness with con­

sequent feelings of guilt. ~ject re3:_ations theory expl~~e..~.-
& ·- ~- ··••& ........ ~-.....-~"'--"'•' 

depression in terms of vulnerability due to lack of an internalised 

~~o<li"-ob-j-~:t·, .leading.to regres~ion.-aft~r -;_~;s of· loved object:--· -o--------- --~ -....,.--~---_,,- _,.. , . . - ... .. -.. _,_,.,. . ..._,.__.._ ................ -- ~ -.... -. 
Psychoanalytic theories of depression share the viewpoint 

that depression is preceded by 'loss' of something of intrinsic 

importance to the individual, leading to cessation of active coping 

with the envirornnent, passivity, and withdrawal of emotion.al 

concern into the self. 

In general, psychoanalytic theory has not concerned itself 

with depressive states in childreno Klein, however, considered 

infants and children who had not established a •g·ocd' internal object 

to be vulnerable to depression in the same sense as adults. Bowlby 

considered separated infants to mourn the mother figure in essent­

ially the same way that an adult mourns the loss 0£ a loved person. 

And Sandler ~~_cIQ!_fe . considered separated infants to grieve the ? 
los.~-~f-,a.-s±a:t.e-of_e~~~d physi~~cal ~;el-1-bei~-~:;th~-;--~;;-. • 

~-----.... ~ ... ---.....-- ... ,..-.~- -..... ... - ""' _ _..,...;----~··----·---· ~-~"! 

than the absent love-object. ~· 
·~"' -'-~·-~- . .....- .. -- ---- - ~ .... ~ ... -_ .... 

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 prorroted the survival of the species, and to be adaptive 

from an ontogenetic point of view if it promoted the growth and 

survival of individual members of the species. For an affect to be 

adaptive it should be associated with physiological adaptation and/ 

or com:nunication 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 

emotional expression bet\7een species, and in adult expressions 

such as sadness, observed the vestiges of crying manifested by 

cbildren,in terms of muscle contractions. Crying was interpreted 
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as an adaptive response for eliciting adult support. 

studies of inf'ants, human and animal, that han been separated 

from their mothers, <§e -ii~i_d~~~c~~v_:_~~~~t--f~~(Spi tz, 1945, ~ 
1946; Bowlby, 1952, 1965, 1968; L'.cKinney, 1976, 1977; Kaufman, 1974): 

vlb.en the mernmalian mother-infant bond is broken, a typical pattern 

of anxiety, agitation and protest, followed by withdrawal, decreased 

activity and depressive affect emerges. The depression was considered 

to alert the mother and /or other members o:f the social group, that 

the infant being in potential danger (Klcrman, 1974). Alerted 

protectors could rally resources for nurturance, support and 

protection of the infant, thus promoting survival of the species 

and of the individualo 

About fifty years ago, the biologist Hoagland observed that 

animals react in one of two ways to stimuli that tend to influence 

their behaviour: positively, by mating appropriate adjustments such 

as attacldng, manipulating or retreating, and negatively by ceasing 

all movement (Hoagland, 1928). 

Hoagland's views were extended by Engel and Reicbsman (1956). 

Their observations of an infant (r~!onica) 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 commented that: 

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

~~~_!~u~ proposed the presence of two bl,q:J;P.~<~-~fY.._-;:ooted • _......, 0 ....... _ ..... -- .. ~-.._ ·- •••-..........._ •~wC.0."_....., ____ _r;,-M---~--- ..,._-.. _....,...,_. ~....-. • ---'·~ 
responses to st.ress:,a state of mobilization for action and a 

"''· - . . .. .. '... . :-.,,. . 

conservation-withdrawal reaction.l The former was considered to be 

the anlage of anxiety, 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 stress-
ful or too depriving for. the organism. It is considered to be a 
basic biological process seen along th~ evolutionary ladder from 
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Engel and Scbrnale (1972) the eris ed that some infants, frot:I 

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 trar$formed 

during development into psychobiological (depressive) equivalents, 

and finally into a depressive response, all expressing the basic 

tendency to withdrawo 

It has been suggested that during periods of life change, 

such as following 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 accomplished 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) considers 

depressive disorder to be associated with inability to bear feelings 

of depression. 

Klerman (1974) proposed that depressive affect might have 

adaptive value in performing the following signalling functions: 

1. Social communication of a need for help and support; 

2·. Physiological adjustment towards reduced psychomotor activity; 

J. Subjective awareness, in terms of the James-Lange thesis of 

conscious awareness following physiological reaction; 

~· Psychodynamic arousal of defences for maintaining psychic balance. 

paramecium to more complicated biological 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 psychornotor activity, lowered metabolism and 
increase,d parasympathetic activity. Such states are typically time­
limi ted. ·(Schmale, 1974) 
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In situations where active responding would not be adaptive, 

conservation-withdrawal or 'depression' might be indicated. 

However in many insta:rices depression is too extreme in relation 

to environmental circumstances for it to be adaptive. For example, 

many of the hospitalised infants whom Spitz (1945) observed :failed.· 

to thrive, and many of them died (See Section 4.1 .. 1 ). Mothers who 

become depressed frequently neglect their children (Weissman and 

Paykel, 1974). People in happy circumstances may become severely 

depressed and commit suicide. In such circumstances depression is 

clearly maladaptive. Whether such depression ban be vieved on a 

continuum with the depression discussed above is uncertain, and 

will be discussed in Section 3.2. 

2•2.1 Surrmary of Depression as an Adaptive Response 

It has been suggested that in situations where active coping 

is unlikely to succeed, conservation-withdrawal on a biological 

level and depression on a psychological level, might be an 

appropriate response. vn1ether such a depressive response can be 

viewed on a continuum with maladaptive depressive responses that are 

extreme in relation to environmental circums,tances, is uncertain. 

2. 3 COG~ITIVE CONCEPTS OF DEPRESSION 

Beck (1967, 1974) formulated.a theory of depression that 

derived depressive mood from cognitive factors. 

Depressed individuals were.considered to have pervasively 

negative attitudes towards themselves, their world and their 

future, - what Beck termed the •cognitive triad' of depression: 

li The depressed person typically viewed himself as deficient, 

or unwort.hy,,wbich he attributed to presiuned physical, moral or 

mental defects withii:t himself. 

2. The depressed person typically sa\V his world as making tremen­

dous demands on him, and he viewed his interactions with the 

environment in tenns of failure or inadequacy. 
~ 

J. The depressed person typically viewed the future as being a 

: 
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continuation of the present ~~th unchanging hardship, deprivation 

and frustration, because of wb;ch he felt hopeless. 

Associated with d~pressive cognitions were illogical ways of 

thinking. For example, events might be exaggerated or Inisinter­

preted; extreme judgements might be made in certain situations; 

overgeneralization from a single incident might occur; details ·-might be focussed on selectively and out of context; inferences 

might be drawn in the absence of evidence or contrary to 

evidence; and personally relevent meanings might be drav;n from 

unpleasant situations. Thought co~tent would tend to revolve 

around themes of loss and deprivation. Sustained loss might be 

exaggerated, misinterpreted, overvalued and overgeneralised 

meaning attached to it. Hypothetical and •pseudo' losses might be 

dwelled on. 

Depressive E>J1llptoms, such as motivational, behavioural and 

mood changes.were considered to stem from negative cognitions: 

indecisiveness, paralysis of the will, increased dependency, 

avoidance behaviour and suicidal ideation could understandably be 

related to the depressed persons view of himself, his world and 

his future. 

The predisposition to experience negative, distorted 

cognitions centering around themes of loss and being a loser was 

tentatively related to particular kinds of unfavourable childhood 

experiences; for example, loss of a parent, chronic rejection by 

peers, the setti~.g of rigid, perfectionistic 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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2. J. l Sun:m:;arv of Cof!'!'j, tive 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 thinking. Depression was associated with a withdrawal 

from active coping with the environment, a tendency to dwell 

on real or imagined losses, and feelings of hopelessness. 

2 .4 LEARNING THEORY CONCEPTS OF DEPRESSION 

The central thesis of learning, or behaviourally orientated 

theories of depression, is loss of, or reduction in, positive 

reinforcement. This might be a function of the loss of a signifi­

cant provider of positive reinforcement (Lazarus, 1968), reduced 

frequency of emission of positively reinforced behaviours 
I 

(Ferster, 1965, 197J; Lazarus, 1968; Lewinsohn, 1974, 1975), or 

decline in reinforcer effectiveness (Costello, 1972). Furthermore 

the lower level of activity with 'depressi~e behaviours• might be 

reinforced by sympathy or special dispensations from people who 

expected less from the depressed individual than before (Lewinsohn, 

1974, 1975; 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 the 
' 

prompts of others rather than spo~taneously emitting activities 

themselves, with the result that reinforcers in their interactions 

were likely to be more appropriate to the rep:.!["toire of other people 

than to the reperlnire of the depressed person. Ferster considered 

depressed individuals to have a 'limited' view of the world, a 

•lousy' view of the world in that they suf'fered the aversive con­

sequences of not dealing with, avoiding or escaping from aversive 

situations, and an •unchanging' view of the world in that they 

tended to have a developmental history of not expanding or altering 
" their world by exploring new avenues. 
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Iewinsohn (1974, 1975) proposed that people became depressed 

when their behaviour received little response-contingent rein­

forcement. The thin schedule of positive reinforcement would 

18. 

reduce activi "bJ further, with consequent :further reduction of 

reinforcement. LBwinsohn considered the amount of reinforcement 

received by an individual to be related to the number of potential 

reinforcers available as a ftmction of (a) personal characteristics, 

such as age, sex and attractiveness to others, (b) the environment, 

such as home as opposed to work, (c) repertoire of' behaviours that 

could ga:in reinforcement, such as vocation and social skills e 

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 environment in 

maintaining depressive behaviours and to the relation between 

deficits in social skills and low rate of positive reinforcement. 

J 
He considered negative attitudes, low self-esteem and hostility 

i to be secondary to feelings of dysphoria,related to low rate of 

response-contingent positive reinforcement. 

!earning theories of depression have contributed towards an 

awareness of behaviours associated with depression, 'in terms of 

repertoire of behaviours, lifestyle, interaction with the environ­

men-t; and the potential of the environment for providing positive 

reinf'orcement: They have furthered understanding of the maintenance 

of depression and have drawn attention to behavioural deficits 

that could contribute towards depressive breakdown in pre.disposed 

individuals. 

2'~4.1 Sey.mary of !earning Concepts of Depression 

It has been proposed that depression might be associated with 

reduction of response-contingent positive reinforcement. This has 

been associated with the loss .of a significant provider of positive 

reinf'orcement, deficits in social skills, passivity, lack of 

opportunity for reinforcement in the environment, and the reinforce­

ment of 'depressive• behaviours by other people. 
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2~5 LEARNED HELPLESSNESS COHCEPTS OF DEPRESSION 

/ 

Seligman (1974, 1975) advanced a theory of depression based 

on the assumption that the passive experience of uncontrollable 

trauma could interfere with later adaptive respondL~g. 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 unavoidable 

shock, they became passive ain helpless when they were exposed to 

shock again, and made no attempt to escape when given the opportun­

ity to do so. Furthermore, the dogs were slow in learning that 

their responses could bring relief, they lacked aggressiveness and 

competitiveness, showed weight and appetite loss, and these 

phenomena diminished with time. Seligman theorised that animals 

developed learned helplessness when they were placed in a situation 

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 analogous to the 

condition of clinical depression in man, 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 man,was the expectation that highly desirable outcomes 

v.ere of low probability and their occurrence was independent of the 

individual's actions. This expectation was considered to produce 

deficits in motivation, self-esteem, cognition and affect. 

•Generality of depressive deficits•, 'chronicity of depressive 

deficits• and •lowering of self-esteem• were considered to depend 
' 

on •globality of attribution for helplessness', •stability of 

attribution for helplessness' and •whether attributi.on for help­

lessness (was) internal•, respectively. Intensity of deficits was 

considered to depend on the •extent of expectation of uncontrollab-
' . 

ility•, and affective and self-esteem deficits were considered to 
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depend on the 'importance of outcome~ 

Based on laboratory observations that street mongrels were 

less prone to learned helplessness than sheltered laboratory­

bred dogs, and that by physically forcing helpless dogs to respond, 

recover--J might be initiated, Seligman (1974) hypothesised that an 

important aspect of the theory could involve the prevention ani 

cure of depression. He proposed that teaching children to connect 

responding with reini'orcement might 'inoculate' against depression 

in later life, and that coercing depressed people to behave might 

in.i tiate cure. 

Theoretically the leRrned helplessness model of depression 

has inconsistencies. For example, one questions whether Seligman 

generalised from the concept of a conditioned response in dogs to 

the concept 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. 

Clinically, the validity of learned helplessness as a model 

of depression in man has yet to be confirmed (Depue and Monroe, 

1978; Buchwald, Coyne and Cole, 1978). \'r'hat is probable is that 

the tend.ency to r~act to adversity with attributions of helpless­

ness might be a contributory factor in certain types of depression 

(D\1eck, 1977; Depue and Monroe, 1978). 

2.5.1 Stunmary of Learned Helplessness Concents 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 

demonstrated. 
" 
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2-.6 BIOLOGICAL CONCEPTS OF DEPRESSION 

Modern biological theories of depression are viewed as 

functioning on different levels of biological focus: 

21. 

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 stress, 

drugs or other factors. 

Thirdly there is the biology concommitant with the depressive 

state. 

Fourthly, there are the biological changes that accompany (and 

may account for) reversal of the depressive process, by dru.g or 

behavioural intervention, or by 'spontaneous remission'. 

(Good rdn , 197 4) 

2.6ol Genetic Information 

Recent advances in genetic information ha~..e come from family 

studies extending over several years. These studies have different­

iated between two types of primary affective disorders : unipolar 

depression (depression with depressive episodes only) and bipolar 

depression (depression with manic and depressive episodes, or a 

family history of mania)(Ieona.rd, 1962; Angst, 1966; Perris, 1966; 

Winokur et al., 1969) .rt was observed that families with mania had 

high genetic loading for depressive illness in two consecutive 

generations, while families without mania had. low genetic loading 

for depression with negligible incidence of two-generation positive 

history. This suggested that the former, bipolar depression, 

was a dominant trait., while the latter, tmipolar depression, could 

not be so characterised. 

Current genetic studies suggest that bipolar depression can 

be transrni tted as either an X-linked dominant (V/inokur et al. ,1969; 

Mendlevr.i.cz et al.,1972), or as an autosomal dominant (Green et al., 
1973). There is less uniformity of' opinion on unipolar depression, 
altho~h some studies favour polygenic inheritance (Gershon et al., 
1971; Baker et al., 1972). 
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Angst (1974) argues that 'in every case of depressive 

disease a role is played by the patient'g'ccnstitution itself as 

well as by environmental factors of varying specificity ••• ·;11th 

regard to their specificity, constitutional and environmental 

factors seem to be mutually complementa..ry' (page J). Al though 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 

environ.mental precipitants will depend on the extent to which he 

is genetically predisposedo(ibidJ 

2.6.2 Electrolyte Changes 

22. 

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 relative deficiency of 

·intracellular potassium (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.J Adrenocortical Activity 

The diurnal curve of corticosteroid production in depression 

shows more peaks during the 24-hour cycle 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 mere secretory episodes and more minutes of 

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

Changes in adrenocorticai activity reflect increased hypo­

thalamic activity, and may be associated with apparent limbic 

system dysfunction • 

Cortisol, and other corticosteroids, are important regulators 

of electrolyte metabolism, and most probably have a role in the 

electrolyte changes that accompany depressive disorder (ibidJ. 

2.6.4 ~ogenic Amines 

The major hypotheses relating to depression are considered to 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

be those involving the biogenic amines, norepinephrine and 

serotonin, which act as neurotransmitters. 

23. 

Behavioural studies in animals and clinical evidence support 

the thesis of norepinepbrine pathways being involved in mood, with 

deficiency in norepbinephrine producing depression and overactivity 

resulting in euphoria, hypopomania or mania (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 be associated 

with mood (Coppen, 1974). 

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, manic or in remiss­

ion. Serotonin 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 norepinepbrine synaptic activity, and 

the predisposition to them or the extent to which those changes 

overrun their adaptive bounds would depend on a constitutional 

deficit in serotonin activity (Prange et al.,1974). 

This theory has relevance for drug therapy, in that monoanrl.ne 

' oxidase inhibiors (MAO inhibitors) appear to diminish presynaptic 

inactivation of norepinephrine and serotonin, and tricyclic anti­

depressants appear to block the,ir re-uptake by presynaptic endings, 

thereby potentiating the effective a.mounts of norepinephrine and 

serotonin for synaptic activity in the brain. Electroconvulsive 

• shock is also considered to increase levels of norepineph:rine and 

serotonin in the brain. (Coppen, 1974). 

2 .6.5 ~.ssion of Biologi.cal Concepts of Depression 

Recent genetic evidence strongly suggests thatbiochemical 

disturbance may play an important pa:rt 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 biochemistrJ and pharmacology of 

biogenic amines; their localization.a:rxl distribution in the brain, 

an:I 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 some people become depressed, yet other people 

in similar situations do not become depressed. Furthermore, they 

contribute towards an understanding of pharmac~logical treatment, 

which is frequently effective in relieving depression. However, 

while an understanding of the biology of depression may ~ast light 

on defective neuronal structure and biochemi.cal 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 neurobiology (Ald.skal and McKinney, 1975). 
( . 

Investigations have not been made of possible biological 

conco1I4tants of depression in children. Positive response to 

antidepressant medication by depressed children has been reported 

by some clinicians (Frommer, 1968), but this cannot be interpreted 

as conclusive evidence of biological correlates of depression. 

2.6.6 Summary of Biological Concepts of Depression. 

Recent genetic studies have differentiated between unipolar 

depression and bipolar depressiono There is eYidence that bipolar 

depression has a stronger genetic loading than unipolar depression, 

and is a dominant trait. 

Alterations in electrolyte balance, corticosteroid secretion 

and b~ogenic a.mine activity have been associated with depression. 

Antidepressant medication has been impitcated in potentiating 

effective levels of norepinephrine and serotonin at central brain 
synapses. 

Biological concomitants of depression have not been found in 

children. 
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2'~7 CONCLUSIONS CONCEffiHNG CONCEPTS OF DE:PRESSION 

Depression has been conceptualised from different frames of 

reference. Eight different ways of conceptualising depression have 

been summarised in Table l • 

Framework !Model Mechanism 

Psychoanalytic Object loss Aggression turned inwards 

' Self-esteem Helplessness in attaining 
loss goals 

Depressive Remorse and guilt at loss of 
position 'good' object 

Cogritive Uegative Hopelessness 
/ cognitive sat 

Learning Reinforcement Decrease of positively rein-
The on loss forced behaviours 

Learned Uncontrollable Reinforcement viewed as 
Help1.essness trauma independent of responding 

.Adaptation Conservation- Depressive withdrawal in 
withdrawal response to stress 

Biological Biogenic amines Serotonin and norepinephrine 
deficiency 

Table l: Summary of ways of conceptualising depression. 

From the psychoanalytic frame of reference, depression has 

been associated with introjected anger following the loss of an 
,__.,...~-- - ·--- -~ ........ ..._ ... ,_ - -- - - ~· ,. . --·. _,.__ ............ - ..... ~( 

aml)ivalently }-oved object; more recent ego-analytical app:;-:051ches 
. ..., __ .,..,- ....,,,.,,.., ~--- ,. ~• •.. --=-...-__ -._ ... ··,;ii ~ ., ---~ ,.r. ' 

I 

I 

have focusse.d_Qn_lo_ss_Qf _ _§_elf-esteem associated with the inabili,ty._ 
--- _____... .... -- -- -.- ·--·'- •p .. -

of the egp to achieve narcissistical1Y. significant goals; object 
'------~~ - ~-a..-·'-.•.,, .... __ -·- ----- ._ ...... ........,, .•. ....,.,,...__ .......... -----C..r"'\ 

relations theory has stressed depressive vulnerability in relation 

to feelings of ambivalence before a 'good' internalised obj13ct 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. I.earning theory has associated 

depression with reduction of response~ontingent positive rein­

force'ment. I.earned helplessness has equated depression with the 
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expectations that desired outcomes are of low probability and 

·their occurrer~ce _independent of responding. Adaptational 

approaches have viewed depression as a biologically-rooted 

withdrawal respo!"..se to stress. Biological theories have associated 

depression vrith deficiency of functional 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 peysi.ological and emotional well-being, rather than in 

response to loss of the loved object (Sandler and Joffe, 1965). 

The majority of theories reviewed above have not been directed 

specifically towards depression in children. 

Theori'es fall into psychological concepts of depression and 

biological concepts of depression. Psychological and biological 

concepts may be complem~ntary, in that constitutional factors, 

·early learl"..ing and life stresses may contribute towards the 

development of depressf on (Akiskal and I~IcY.i.nney, 1975). · 

~pparent differen~es between psychological concepts of 

depression elaborated from particular theoretical frameworks, may 

be related.largely to points of focus, such as emotions or 

cognitions or behaviours, and to the interpretations imposed on 

what has been observed. There is general consensus between 

psychological theories of depression in having vie\~ed depression 

as a peculiarly joyless condition, characterised by cessation of 

active coping w.i.th the environment, withdrawal of emotional 

concern into the self, associated with themes of loss. 

I Ill 
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DEPRESSION AS A CLINICAL DISORDER 

The ·concept that mental disorders vrere illnesses dated from 

Hippocrates, often regarded as the father of modern 

medicine. Eippccrates considered the brain to be the organ of the 

intellect, and if tbinld.ng and behaviour were deviant, brain 

pathology were inferred. Physical disturbance r::ii~ht 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 clinical syndror.ie. 

J.l SEr.~dTICCi OF DEPRESSION 

It is important for the term •depression' to be clarified. 

Depression may have at lea~t three clinical meanings that overlap, 

but do not necessarily coincide. 

3.1.1 ~ssion as an Ai'fect;ve Stat~ 

27 

Depression may denote an affective state, characterised by 

feelings of dejection, dysphoria or melancholy, that may. be of low 

or high intensity, short or long duration. It may be an appropriate 

response to life events or it may occur for no apparent reason. It 

may be a trait giving depressive colouring to an individual's 

personality. It 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. 

J.1.2 ~ession as a Clinical Syndrome 

Depression may denote a clinical syndrome, consisting of a 

characteristic cluster of signs and symptoms. The syndrome pred­

ictably,, implies a reduction in abili fy to experience pleasure, 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

t' 

'. 

) 

! .· 

28. 

loss of interest ar.d diminution of a sense of competence, in 

the context of dysphoria or psychic pain. These psychic events 

cannot be related realistically, in terms of intensity or duration, 

to environmental events or pl1ysical changes in the i:ndi vi dual. 

Beck (1967) elaborated five affective, cognitive, motivat­

ional, veg~tative and motor disturbances that are usually 

associated with depression. These were: 

·· 1. Mood change, with sadness, apathy and loneliness; 

2. Negative self-concept, with self-reproach and self-blame; 

3. Regressive and self-punitive wishes with the desire to escape, 

hide or die; 

4. Vegetative changes with anorexia, insomnia arid loss of libido; 

5. Ac ti vi ty 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 depreIIion 1· 

None Mild Afoderc.le Sei::re 
C/i::ical f ea111re (%) (%) (%) (%) 

Sad facies 18 72 94 98 
St·~::iped po.sture 6 32 70 S7 
Cr~·ing in interview 3 11 29 28 
Spt>ech: slow, etc. 25 53 72 75. 
tow mood 16 72 9·i 94 
Diurnal yariation of mood 6 13 37 37 
Sui::;•lal wishes 13 47 73 94 
!ndc.:1.:isiveness 18 42 68 83 
Ho;>ekssness 14 58 85 86 
feeling in.1dequate 25 56 75 90 
Conscious guilt 27 46 64 60 
Loss of interest M 56 83 92 
Loss of motivation 23 )4 88 88 
Fatigability 39 62 89 84 
Sl::ep ciisturbance 31 55 73 SB 
Luss of appetite 17 33 61 88 
Constipation 19 26 38 52 

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

Depressive disorders are considered to have usually a well­

defined onset, a progression in symptom severity until a bottom 

level has been reached, and then a steady improvement until the 

episode is over; remissions are typically sponta_neous and free of 
' 

depressive symptoms; and there is a tendency for the disorder to 
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recur (Beck,· 1967). 

Depression ~ay occur as a prima.."'"'Y disorder in a healthy 

ir..d.ividu.al, or in one whose previous episodes of psychiatric ill­

ness have been depression or mania, irrespective of the presence 

2 9. 

or apparent absence of life stress. Depression may occur secondarily 

to other psychiatric disorders such as schizophrenia, neurosis and 

personality disorder, ar.Ji to a wide range of non-psyc:b.iatric 

illnesses such as viral infections, nutritional deficiencies, 

endocrine disorders, anaemias, central nervous disorders such a8 

multiple sclerosis, tumours and cerebral vascul8-r disease. 

Depression mczy in addition be secondarily induced by drugs such as 

reserpine (See Table 3) ~ 

I 

I 

I 

I 

Clinical Depressed State 

--~ ·---------~----------- ------Prim a.ry A:ffecfive Disorders Secondary AffecJive Disorders 

I /'~ . /~ 
I Unipolar Bipolar Other Psvchiat- Sys'fe:mic 

;ric Disorders Disorders 

C .N .S.Disorders Schizophrenia 
Alcoholism 
Etc. 

I 
Drugs ·1 

Endocrine Disorders 
Viral Diseases · 1 

Table 3: rrosology of' Depression (Fro·m Robins and Guze, 1972) 

J.l. 3 Depression as a Disease Entity 
•I 

Depression may be a discrete nosological entity, which, in 

addition to having a characteristic clus.ter of' signs and symptoms, 

has a specifiable type of onset, course and prognosis. Whether 

depressive disorder may be a disease entity is controversial. At 

present, depression tends to be viewed as a heterogenous group of 

symptom complexes that are classified as syndromes, rather than as 

a single disease entity (Freedman, Kaplan.and Sadock, 1976). 

J.1.4 Summary of Semantics of Depression 

~e term 'depression may have at least three different but 

overlapping clinical meanings: 
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1. Depression may denote an affective state characterised by 

feelings of unhappiness, dejection or dysphoria. 

2. Depression may denote a syndrome, consisting of a. character­

istic cluster of signs and symptoms, that eY..ists as a primary 

disorder; or is secondary to another psychiatric or pbysical 

disorder. 

3. Depression may denote a discrete nosological entity which, in 

addition to consisting of a characteristic 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 classify it as a syndrome. 

3.2 n"ORMAL DEPRESSION VERSUS DEPRESSIVE ILLNESS 

30 .. 

Although there is reasonable agreement about what constitutes 

depressive disorder, there is no clear dividing line between so­

called normal depression and pathological depression. Because of 

this phenomenon, different 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 rrnod. This view, favoured by the 

psychobiological school of Adolph I1ieyer, was based on the observ­

ation that clinically depressed individuals resembled norrr.al ~eople 

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 cJinical depression (Wessman and Rick, 1966). 

In contrast to the concept of continuity between normal mood 

and depressive disorder, Y-raepelin and his followers proposed 

clinic~~ depression to be a disease that was distinct from normal 

mood. It was argued that although depressive disorder might appear 
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to be on a continuum withnormal depressive mood, deviations in 

mood were produced by tmderlying disease processes in a manner 

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 normal health). Associated with 

the concept of depressive disorder being a disease was the 

assumption of associated biochemical pathology • 

Jl. 

.. ~lthough there is considerable evidence that biochemical 

changes a.re associated with depressive disorder (see Section 2.6), 

there is as yet no conclusive evidence relating such changes to 

clinical depression. The relationship between so-called normal 

depression and depressive disorder remains unresolved. 

3.2.1 Summary of Normal Depression versus Depressive Illness 

There is uncertainty as to whether depressive disorder is an 

exaggeration of so-called normal depression or whether it is 

qualitatively different. Similarities between people who a.re 

grieving and people who are clinically depressed support the 

former view. Wore intensive investigations have suggested 

depressive mood to be qualitatively different from depressive 

disorder • 

J. 3 DI!.IBNS~ONS OF DEPRESSION 

The manifestation of depressive disorder in several 

reasonably distinctive patterns has led clinicians to attempt to 

sub-classify it in different ways. Manic depr~ssive - Psychogenic, 

Neurotic - Psychotic, Endogenous - Reactive and Unipolar - Bipolar 

dichotomies of depression have been proposed. 

3. 3.1 Manic Depressive Depression - Psychogenic Depression 

The Kraepelinian formulation stipulated two types of 

depression: manic-depressive depression and psychogenic depression. 

The f'o:rmer assumed psychotic proportions, seemed to be unrelated to 

environment, and was thought to be rooted in heredity, constitution 
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or metabolism. Psychogenic depression was an extreme reaction, in 

terms of intensity and duration, to events in the patient's life, 

and usually remained on a neurotic level. The current trend is 

towards relabelling manic-depressive depression, that has been 

associated ':ti.th manic episodes, bipolar depression. 

3.3.2 Psychotic Depression - Neurotic Depression 

The psychotic - neurotic dichoto:rcy of depression, for Qan;y 

years a major issue, has recently lost its importance since 

Kendell (1968), in a carefully controlled study, failed to 

separate the psychotic group of dep~essed 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 

J2. 

and neurotic depressions. Foulds (1973) proposed the relationship 

bet\veen psychotic depression and neurotic depression to be 

hieraxchical, with psychotic depression including neurotic 

depressive symptoms, and neurotic depression diagnosed by exclusion 

of psychotic depressive symptoms. The designations 'psychotic 

depression' and 'neurotic depression' continue to be used in a 

descriptive capacity, and are generally synonymous with the 

designations of 'severe depression' and 'mild depression' 

(Kendell, 1976). 

3.3.3 Endogenous J)eprP-ssion - Reactive Depression 

The endogenous - reactive dichotoiey" of depression, originally 

considered to represent distinct groups of constitutionally and 

environmentally caused depression, has _become blurred. The 

majority of depressive illnesses have been preceded by stressful 

events of some kind, with little relationship between the kind or 

severity of preceding stresses and the symptomatology of the ill­

ness. The aetiological role of stressful events seems 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 

dichotonzy' dividing patients into relatively clear-cut groups, with 
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most patients near the middle of the continuum and. few at the 

extremes. 

J.J.4 Uninolar Depression - Bipolar Depression 

The u.rripolar - bipolar dimension of depression, proposed by 

Leonard (1962) and supported by the research of Ferris (1966), 

JJo 

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 u.'lipola:r­

bipolar dimension has been supported by genetic studies and 

pharmocologi.cal 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 unipolar depressions (Kendell, 1976). 

J.J.5 Current Status of Depression 

Depression is generally regarded as being a heterogenous group 

- of syndromes resulting from interaction of biological, genetic, 

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

d•Elia and Perris, 1972; Angst, 1974; AJd.skal and McKinney, 1975; 

Kendell, 1976; Depue and Monroe, 1978). The multifactorial caus­

ation is considered to have implications for symptomatology, in 

that some depressions may present with predominantly depressed 

mood, or a high level of anxiP.ty, 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, 

' retardation or agitation, suicidal ideation, insomnia, loss of 

weight and possibly loss of contact with reality, whereas mild 

mild depressions are prone to fluctuate from day to day and lack 

the characteristic features of severe depressions (Kendell, 1976; 

see Table 4). rllrlle severity of depression has implications for 

treatment, suicide risk and possibly prognosis, the'distinction 

between mild, moderate and severe depressions remain far from 
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clear-cut. In general severe depressions include those depreGsions 

previously designated 'endogenous', 'psychotic' and •ma..1ic­

depressive, regardless of whether there is a precipitating factor, 

whereas mild depressions are associated with depressions previously 

designated 'reactive', 'neurotic' and 'psychogenic'. 

~- ·--··r--·· ___ ..____ ~ 
I I I 

!severe Depression 
I 

I S:Vnmtom !Mild Depression 
I 

I I Mood Shift to depression is \~ood is less severely i marked, usually worse !depressed, fluctuates, 
I in the morning. ~rsens, if at all,in 

e evenings and when 
one. 

I 
I 

marked at all. Psychomotor Marked; expresses it- !Not 
Retardation self by general slowing ! 1 

of thinld.ng and activityJ t 
- I . i 

Agitation, Agitation is usually iAnxiety and irritabili tyl 
Anxiety, present. are often present. 
Irritation. . Fears are common. 

Feelings of Markedly present but Not so pronounced but 
Inferiority,. disappear with lifting of~en other variations I 
Uselessness, of depression. in the personality after1 

Hopelessness. recovery. 

Delusions of r.1ay be marked. Usually not present. 
Self-reproach 1May blame other people • 
and Guilt. I 

I 
Insomnia Marked, characterised !Marked, characterised 

by early morning !by difficulty falling I 
awakening. 

- •" ___ asleep and disturbances. 

Appetite and Severely affected. Usually little change. 
Weight 

Libido Can be lost completely Usually little affected. 
or partially. 

Energy Markedly reduced. 
1

variably reduced • 

Bodily pain Present - clears up with!Present - may clear up 
lifting of depression. j Or persist. 

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

'•_ 
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J. J. 6 :umnary of Dimensions of Denressio:n.. 

Based on the clinical observation of patients, clinicians 

have attempted to sub-classify depression into dichotomies of: 

i·. Manic-depressive depression - psychogenic depression; 

2. Psychotic depression - neurotic depression; 

J. 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. 

35. 

Depressions designated mild, severe and depressed, tend to 

manifest qualitative in addition to quantitative differences. 

Whether mild and severe depressions may most approriately be 

conceptualised as· forming a continuum (Kendell, 1976), or whether 

they are more approriatel.y conceptualised in a hierarchical fashion 

\ti.th ·severe depression including the features of mild depression 

(Foulds, 197J), is uncertain. In general severe depressions 

include depressions prev?-ously designated manic depressive, 

psychotic or endogenous, and mild depressions includ3depressions 

previously designated.psychogenic, neourotic or reactive. 

J.4 CLASSIFICATION OF DEPRESSION 

Classification of depres8ive disorder is probiem'3.tic in that 

the major classificatory systems do not provide categories that 

correspond with the findings of recent research. 

Diagnostic and Statistical r1ianual (DSM-2) of the American 

Psychiatric Association (1968), provided the following categories 

for classification of depression: Involutional Melancholia1 P.:anic­

depressive illness, depressed; Manic-depressive illness, circular; 

J.:anic-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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36. 

International Classification of Diseases (ICD-9) of the 

'.'.'orld Heal th Organization (1975) provided for the clasiffication 

of depression in the following categories: Depressive-type 

affective disorder; Cyclical depressive affective disorder; 

cyclical ~ixed affective disorder; Depressive type non-organic 

reactioP; Neurotic depression; Affective (cyclothymic) personality 

disorder; Acute depressive reaction (grief); Prolonged depressive 

reaction; Depressive disorder unspecified; and Disturbance of 

emotions in childhood fe.do lescence vr.i th misery. 

Tri-axial Classification of .Mental Disorders in Childhood 

(Rutter et al., 1969), provided for depressive disorder to be 

classified under Neurotic disorder, depressive states. 

Clearly the listed categories do not correspond with 

research findings. The fir.dings of recent research indicated 

tentative validity for the unipolar - bipolar depressive distinction, 

but failed to differentiate significantly between psychotic -

neurotic and endogenous - reactive depressive dichotomies. 

J.4.1 Summary of Classification of Depression 

Research has cast doubt on the validity of categories for the 

classification of depressive disorders offered by the DSM-2, ICD-9 

and Tri-axial classificatory systems. 

J.5 EPIDEMIOJ_,OGY OF DEPRESSION 

Epidemiology of depression is confusing in that 

surveys of depression have not studied the same thing in the same 

vrny: some surveys have included mixed anxiety-depression: states, 

some have not; some have used clinical diagnoses, some have used. 

rating scales; some have surveyed only patients in treatment, some 

have been community 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-ranler, 1961; Hagnell, 1966) estimated an incidence of 

depressive disorder in 1 percent of men and 3 percent of women. 
' 

Translated into individual risk, the probability for a person to 

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 the 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 di~gnosed to be suffering from depressive 

disorder (Rednick, 1974). 

3.6 AETIOLOGY OF DEPRESSION 

Al~hough there is uncertainty regarding the causation of 

depression, depression is generally considered to result from an 

interaction of predisposing and precipitating factors: 

1. c~netic factors may predispose an individual to depression. 

Genetic vulnerability has been associated strongly vii.th bipolar 

depression, and to a lesser extent with unipolar depression. 

(See Section 2.6.1) 

2. Biological factors may predispose an i~dividual to depression. 

(See Sections 2.2 and 2.6) Such factors may or may not be 
asspciated with genetic factors .. 

,_ 
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J. Developmental 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, although not strongly associated 

with contingent depression, has been associated significantly 

with depression in later life (Brown, .1966; Beck, 1967). 

4. Physiological stressors, such as viral infections, childbirth, 

reserpine and hypothyroidism may contribute to the precipitation 

of depressive disorder (Slater and Roth, 1969). 

5. Psychosocial events, such as ~~re_:.v~r::i~:Z:.~.! economic upheavals 

and life changes that overwhelm the coping P.lechanisms of the 
.,_ -("" ___ ---·----------------~-·~---=------=--90-~'-"'='-'··--=---~ .... ~-·"-. ,..., ... ~--- ...... ~-~"~ --..,,,,_...__-=o.?~-:-r,,,...,..__..,,.,.,...,.. 

individual, may precipitate d~p!,~§sJv~ disorder in predisposed ''---------- -----·-----~~,,,..~"·~ ----- .. '.. . . - " 

individuals. (Schmale, 1974; See Chapter 2) 

6. Personality traits may determine or modify the reactivity of 

the organism t9 stress, including the stress of being depressed 

(Akiskal and f,'[cKinney, 1975). 

Ald.skal and Mc:V,inney (1975) have proposed that 'depressive 

illness, 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. 

J. 6 .1 Summary of Aetiology of Depression, 

The aetiology of depression is uncertain. However, it is 

considered to result from an interaction of genetic, biological, 
' 

developmental physiological, psychosocial and personality factors. 

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 DIAGNOSIS OP DEPRESSION • 

There are no clear criteria for differentiating between 

normal mood and abnormal depression; the boundary between the two 

states is undefined.(See Section J.2) 

39. 

In clinical practice criteria of intensity, duration, precip­

it~ting event, previous episodes of depression, and the quality of 

psychopathological features are used in the diagnosis of depression. 

Symptorrs 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 capacity to function socially, appetite 

and weight loss, sleep disturbance, constipation, psychomotor 

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 suicidal 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 rti.th mild 

depression. (See Table 4, page J4) 

Rating scales, such as the Hamilton Rating Scale and the Zung 
' Self-Rating Depression Scale, have been designed for evaluating 

depression more precisely. The Beck Depressive Inventory (Beck, 

1967) employs twenty-one categories of symptoms and attitudes for 

assessing severity o:f depression. The categories are li!ood, 

Pessimism, Sense of failure, Lack of satisfaction, Guilty feeling, 

Sense of yunisbment, Self-dislike, Self-accusations, Suicidal 

wi~hes, Crying spells, Irritability, Social withdrawal, Indecisive­

ness, Distortion of body image, \7ork inhibition, Sleep disturbance, 

Fatigability, Loss of appetite, Weight loss, Somatic preoccupation, 

and Loss of libido. 

Feighner and associates (1972) proposed the :fol.lo~1ng criteria 

for diagnosing depression, all of which should be fulfj_lled for a 
·, 

diagnosis of depression to be made (page 58): 
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40. 

"A~ Dysphoric mood characterised by sympto~~ such as the following: 
depressed, sad, blue, despondent, ho~eless, 'down in the dumpsv, 
irritable, fearful, worried or disccuru.ged. 

B. At least five of the following criteria are required for 
'definite' denression; four are required for 'probable 1 depression. 
(1) Poor app~tite or weight loss (positive if 2 lb a week or 10 

lb or more a yea:r when not dieting). 
· (2) Sleep difficul t;y (including insomnia or llypersornnia). 
(J) Loss of energy, eg, fatigability, tiredness. 
(4) Agitation or retardation. 
(5) Loss of interest in usual activities, or decrease in sexual 

drive. 
(6) Feelings of self~reproach or guilt (either may be delusional). 
(7) Complaints of or actual diminished ability to thin.~ or con­

centrate, such as slow thinking or mixed up thoughts. 
(8) Recurrent thoughts of death or suicide, L'1cluding thoughts of 

Wishing to be dead. 

C• 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, alcohol­
ism, drug dependency, anti-social personality, homosex-uality ar.d 
other sexual deviations, mental retardation, or organic brain 
syndrome. (Patients with life-threatening or incapacitating 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 ~ay as primary depression, except that it occurs with one of 
the· following: 

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

(2) A life-long threatening or incapacitating medical illness which 
precedes and parallels the symptoms of' depr.ession." 

While Feighner and associate'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 scheme; this has not as yet taken place. (cf. Research 

Diagnostic Criteria of Spitzer, Endicott and Robins, 197~) 

3. 7 .1 Sumnary of Diae;nosis of Depressiq_n. 

There are at present no defining criteria for the diagnosis of 

depression. In clinical practice, diagnosis of depression is usually 

based on the presence of characteristic symptom patterns and the 

history of the patient. Rating Scales have been designed for more 
' precise diagnosis of depression and assessment of severity of 

" 
.... ·.· .. ·.·: . . ,. 

)j 

..;.· .~· t ~·-:-: i ', ~-

r 
-~ 
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depression. Schemes listing criteria for diagnosis of depression 

have been formulated. 

J. 8 JM.SKED DEPRKiSION 

41. 

Depression ":"ay present first at a surgeon's o:r;- internist's 

office for 'the relief of bodily ailments'(Ziegler, 1939). Slater 

and Roth (1969) advised that if somatic ailments 'occur periodic­

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 219). 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 re la ti vely lmimportant, in morbid emotional states bodily 

feelings may so predominate t·hat they become the sole manifestation 

of mood change (Tyrer, 1973). 

In addition to underlying hypochondriacal and psychosomatic 

disorders, it has been proposed that depression may underly various 

behaviour patterns such as alcoholism, drug addiction, learning 

disord.ers, bulimia, accident-pronenessm, sexual problems and rage 

responses (1€sse, 1974). 

Atypical depressions, in which depressive affect is not immed­

iately apparent have been termed 'masked depression', 'hidden 

depression', 'missed depression', 'depression sine depressione ', 

•latent depression', 'underground depression', 1depressi ve equivalent' 

.and •affective equivalent', by various writers (L6pez Ibor, 1972) • 

. The depressive or affective 'mask' usually refers to the predomin­

and symptom that precipitated referral. While certain clinicians 

have,. considered such depressive states to constitute qualitatively 

different entities from more overtly depressive states (Kielholtz, 

.1973; Lesse, 1974), other clinicians have argued that the concept 

of 'masked depression' as a depressive entity has little validity 

(Werry, 1976; Kovacs and Beck, 1977); Pearce (1977) pointed out 

that the term,is confusing in that it implies depressive.symptomat­

ology :ln the absence of depressive affect, whereas evidence of 
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lowered mood may invariably be elicited. 

It has been proposed that defence mechanisms may be used as 

an unconscious means of overcoming the passive experience of 

helplessness in the fac .. e of frustration or disappointment 

(/m.thony, 1975). For depression, 'with its core feelings of 

unworthiness and helplessness~ regression was considered to be the 

defence mechanism of choice; obsessive-compulsive reaction was 

thought to be able to compensate marginally for loss of self­

esteem; other defence mechan:i.sms 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 ur:ed 

against depressive feelings in a manner analogous to that in 

which unconscious· de~ences are used against feelings of aro::iety, 

it 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 

as a consequence of alienating other people, than their behav:tour 

is likely to be a consequence of inferred underlying depression. 

I Regardless of how depression may present, it is considered 

that for depressive disorder to be diagnosed, evidence of lowered 

mood, with associated signs and symptoms should be present.(See 

Soc ti on J. 7) 

J.8.1 Summary of r.:asked Depression 

It has been proposed that depressive disorders may be masked 

by somatic sympto!IlS, hypochondriasis or behavioural problems; that 

such depressions might constitute different entities from overtly 

depressed states. BecaU.se so-called 'masked' depressions invariably 

manifest lowered mood and depressive symptomatology, and overt 

depressions are frequently associated with physical complaints, the 

distinction is considered to be invalid. 
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3~ 9 TREATIJEl-:T OF DEPRESSION 

Treatment of depression is related to the nature of the signs 

and symptoms, the severity of the disorder, and physical, 

psychological and environmental factors that might have been 

associated with the aetiology of the depressive disordero Conse­

quently, treatment commences vri th a physical examination and the 

ta!d.ng of a psychiatric history. In cases of severe or moderate 

depression, where there is a risk of the patient committing 

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

environment, hospitalization may be indicated. 

Moderate 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 occur, 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 

recovery, or in the case of mildly depressed patients, p~~cho­

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 

predisposing the patient to depressive disorder. 

In cases of recurrent bipolar and uni.polar depressions, 

maintenance lithium medication may be indicated, and in the case 

of unipolar recurrent depressions, antidepressant maintenance 

medication may be effective in reducing attacks (Angst et al., 

1970; Shaw, 1977). 

J.9.1 Sµmmary of Treatment of Depression 

Treatment of depressive disorder includes psychotherapy, anti­

depressant medication and electroconvulsant therapy, depending on 

the nature a~ severity of the disorder. Precautions require to be 

taken against the danger of suicide by depressed patients. 
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J.10 PROGWOSIS OF DEPRESSION 

The following conclusions concerning the prognosis of 

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

survey of the literature: 

i·0 Complete recovery f'rom an episode of depressive illness occurred 

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

patients recovered completely. 

2. The median duration of an episode was approximately 6,J months 

among inpatients, and approximately J months among outpatiento, 

the latter group generally comprising milder cases. 

3. Initial episodes in patients under the age of 30 tended to be 

shorter than initial episodes occurring after age .J). Acute 

onset favoured shorter duration., 

4 • .After an initial attaclc of depression, 47 "". 79 percent of 

patients tended to have a recurrence at some time inthe:ir lives. 

5. The probability of frequent recurrences were greater in bipolar 

depressive disorders than in unipolar depressive disorders. 

6. After the first attack of depression, most patients had a 

symptom-free interval for more than three years. 

7. Although the duration of particular episodes remained approx­

irmtely the same, the symptom-free interval tenctd to decrease 

with each successive attack. 

B. About 5 percent of hospitalised patients subsequently committed 

.. stiicide. Suicide risk vas greatest during weekend leaves from 

the hospital, during the month following hospitalization, and 

remained.high for six months after discharge. 

9. A proportion of patients (1/6 - 1 /J) gained very little relief 

from their symptoms. The clinical course night be characterised 

by continuing social and psychological disability, punctuated 

b;Y frequent and prolonged admissions to hospital (Toone and 

Ron, 1977). 

J.10 .1 s_urmnar;v of Prop-no9is of Depression 

Complete recovery from depressive disorde; occurs in the 

majority o"f ca,ses. Depres~ive disorder tends to rec'lll', and in 

\' 

'" 
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certain predisposed individuals, intervals between successive 

attacks diminish \TI.th increasing age. In a minority 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. 

J.11 CON:JLUSIONS COHC&"'i2UHG DEPRESSION AS A CLIHICAL DISORDER 

Depression has been delineated as a clinical syndrome, 

associated with lo~ered mood, and manifesting attitudinal, motivat­

ional, behavioural and vegetative cha.~ges. Symptomatology includes 

depressive feelings or apathy, feelings of incompetence, worthless­

ness, guilt, hopelessness, helplessness, anxiety, crying, suicidal 

tendencies, loss of interest in work and other activities, impaired 

capacity to ftmction 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 disorder may present in a severe form or in a mild 

form. Symptoms such as early morning awakening, diurnal mood 

fluctuation with exacerbatio~ of mood in the morning, weight loss, 

feelings of guilt, ruminatiors, suicidal tendencies, hallucinations 

and. delusions may colour the severely depressive picture, whereas 

symptoms such as difficulty in falling asleep at night, exacerbat­

ion of mood in the evening, and lifting of mood in some situations, 

are more likely to be asso~iated with mild depressions. Differences 

between severe and mild depressions are qualitative and quantitative. 

W1ld.depression may appear to merge with 'normal' depressive 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 secondary 

to another psychiatric or physical disorder. 

If depression is a primary disorder, it may·be unipolar, ~~th 

only depressive episodes,. or it may be bipolar with depressive and 

manic episode~. 

Onset of depression is considered to be multifactorially 
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determined by an interaction of genetic, biological, psychological, 

and environmental factors, which colour the depressive picture in 

a particular individual. 

Treatment may be in the form of medication, physical treat­

ment, and"/or psychotherapy, depending on the nature and severity 

of the depression. 

Response to treatment of depressive episodes is usually good. 

However the disorder, particularly bipolar depression, tends to 

recur. Furthermore, a percentage of depressed patients commit 

suicide. 

Depression as a clinical syndrome is characterised by dysphoric 

or apathetic mood, cessation of active coping with the environment 

and withdrawal of emotional concern into the self. In this respect 

it corresponds with the picture of depression delineated from 

psychological concepts 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 dichotorrzy-, depressive severity is associated with 

qualitatively different symptomatologies, with implications for 

treatment and prognosis. Depressive disorder is frequently described 

in terms of the severe or moderate condition, yet mild depression 

1 occurs far more frequently (Silverman, 1968). T•::i.ld depression cannot 

be considered as a discrete condition in that it frequently develops 

into moderate or severe depression. 

Because of these fa~tors, precise delineation of the symptom­

atology, course, treatment and prognosis of clinical depression as 

a unitary disorder, is not possible • 

. •· 

·, 

,>( 
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4 

DESCRIPTION OF CHILDHOOD DEPRESSION 

Depression in childhood has been a cont~oversial subject in 

clinical and theoretical circles. Clinicians who looked for the 

adult condition in children did not find it. Psychoanalysts 

disclaimed the possibility ·of depression in children on theoretical 

grounds. During the pc.st decade a substantial body of clinicians 
I • 

have testified convincingly to the existence of a syndromal 

depressive disorder in children. 

The area of childhood depression has not been satisfactorily 

elaborated, and there is little agreement on what constitutes the 

condition. In this chapter an examination will be made of liter­

ature covering empirical 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 picture 

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 Il~FANT CHILDREN 

The infant is characterised by his self-centeredness. The 

younger he is, .the more he is aware only of bis ovm. needs and wants. 

He has a strong need to be nurtured. In the first two yea:rs the 

mother provides the adaptive, regulating activities for the child 

that the child's owrt ego provides at a later age (Solnit, 1960). 

If during the first two years the mother is absent, the main ego 

support is removed and the child feels overwhelmed by anxiety and 

depression at being abandomedo The most important predisposing 

factor to the development of depressive disorder in the infant is 

therefore, separation from the mother. 
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Seminal work in the area of infant depressive reactions 

subsequent to maternal separation was performed by Ren~ Spitz and 

John Bowlby. 

4ol.l The Work of Snit?. 

48. 

Spitz (1946) documented a syndrome which he had observed in a 

long term study of 123 unselected infantst aged 14 da~s - 18 months, 

in a state nursery. Nineteen of the infants had developed the full 

syndrome and 26 had developed, to a lesser extent, some of the 

symptomso Spitz described the syndrome, which he called Anaclitic 

Depression, in the following way (page 229): 

•Apprehension, sndncss, weepiness. 
Lack of contact, rejection of environment, withdrawals 
Retardation of development, retardation of reaction to stimuli, 
slowness of movement, dejection, stupor. 
loss of appetite, refusal to eat, losp of weight. 
Insotnnia. 
To this symptomatology should be add~d the psysiognom:i..c 
expression in these cases, which is ~ifficult to describe. 
This expression would in an adult be described as depression.' 

Anaclitic depression was observed in some children who had been 

separated from their mothers during the second half of their first 

year. The syndrome did not appear to be associated with race, sex, 

intelligence, developmental level or chronological age, provided the 

child was over six months of age. The syndrome appeared to be assoc­

ia~ed with the mother-child relationship, in that where the relat­

ionship had been goodt it occurred more readily and more severely, 

and where poor or bad, it was less likely to ?ccur, 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 received in the nursery, and the quality of her 

relationship with the child, as compared with the quality of the 

r-ela.tionsbip it had with its mother. 

Development of anaclitic depression was described in three stages: 

1. Children who had previously been happy would become apprehensive, 

sad and weepy. The child i7ould seek to attract attention and to make ·. 

contact. This contact would lead to cli~ging, and disappointment 

when contact was terminated. 

.. 
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2~ Vieepiness would give way to withdra-wal, with the child lying 

in its cot with averted face. Approach by an observer would be 

ignored, and contact would provoke weeping or screaming. The 

children tended to lose weight, and some suffered from insomnia. 

There would be greater susceptibility to colds ro eczema.. A gradual 

decline would take place in their developmental quotients. This 

stage lasted about three months. 

3. The children would withdraw further •. It would become difficult 

to provoke any.reaction, even weeping. They would have a 'sort of 

f'rozen rigidity of expression' and would be out of contact with the 

environment. In soma cases there would be'autoerotic activities in 

·the oral, anal and genital zones'. 

The syndrome could be 1dramatically reversed' by returning the 

mother to the child within.three months of separation. 

A:fter a certain length of separation from the mother, beyond 

a certain level of deterioration, what Spitz considered to be a 

'critical point of development', the condition became irreversible. 

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 reversllig the 

syndrome. Moreover, in addition to stuperous withdrawal, the 

foundling children became inordinately 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 

years died of illnesses varying from respiratory and intestinal 

infections to measles and otitis media (Spitz, 1945). 

Spitz attributed onset of Anaclitic Depression to loss of the 

infant's 'love object' in the person of the mother. He considered 

a secondary, interactory factor to lie in con:fining the infant to 

its cot, which inhibited it from actively seeking a substitute 
•· 

'love object'. Prophylaxis and treatment was considered to lie in 

not separating 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. 

Spitz (1946) did ·not consider Anaclitic Depression to be 
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identical to adult depression in that in terms of classical 

psychoanalytic theOI"J, depression presupposes a certain level of 

personality development {See ~ection 2.1.1). 

4.1.2 The i7ork of ;sowlby 

50. 

John Eowlby (1952, 1965) made an extensive, world-wide 

survey of 'children who are orphaned or separated from their 

families for other reasons and need care in foster-homes, instit­

utions or other type of group care, :for the \Vorld Heal th 

Organization. Bowlby studied the reaction to separation by young 

children. He described the reaction as occurring in three 

consecutive phases, which he termed *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 ntl.ght have brought from home. 

2. During the phase of despair, the child's active behaviour 

would diminish and it might cry monotonously or intermitt~ntly. It 

would be withdrawn, inactive, and appeared to be mourning. It 

would resist being dressed, fed, toileted, and refuse comfort 

from the nurses. 

J• Du.ring 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 

interest 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 bis fand.ly, or when he returned home. He 

might act as if he hardly knew his parents. After briefer separ­

ations, detachment would give way after a few hours or a few days, 

and would frequently be followed by a phase during which the child 

would show ambivalence towards his parents, demanding their presence 

and crying if left, but behaving aggressively towards them. 

Bowlby 9orisidered that once the third stag9 had been reached, 

,-.~ 
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the child would have become vulnerable, in that he would be likely 

to react abnormally to future disappointments or loss of a loved 

person. 

Bowlby considered the period of 'protest' to coincide with 

yearning, and angry efforts to recover the 'love object'; and he 

considered the stage of 'despair' to conincide with withdrav/8.l of 

emotional concern from the 'loved object' in preparation for 

establishing a relationship with a new one. •Loss of loved object 

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 

resp0nd 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 

is one of apprehension and sadness. The child withdraws himself 

from all that is around him,' there is no attempt to contact a 

stranger and no brightening if this stranger contacts him. Activ­

ities are retarded and the child often sits or lies inert in a 

dazed stupor. La.ck of sleep is common and lack of appetite 

universal. Weight is lost and the child easily catches infection. 

There is a sharp drop in general development.•(Page 27) 

Like Spitz, Bowlby associated 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. 

In a sample of ninety-five children who had been separated 

from their mothers during the second half of the first yeax- of life, 

without the provision of an adequately nurturant mother -substitute, 

twenty percent were found to have reacted to separation with severe 

depression, twenty-seven percent with rrdld 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 life. (cf. Section 2.1.4) 

',, 
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4.1.J Qther l'ToJ'."k in "tbe Area of In.fent Depression 

The observations of Spitz and Bowlby regarding the occurrence 

of depressive-like states in many infants over six months of age, 

who had been placed in institutions such as nurseries or hospitals, 

have been supported by the research of Heinicke (1956), Heinicke 

and Westheimer (1966) andScha.ffer (1959, 1971), among others .. 

Whether similar states may occur in infants for reasons other than 

in response to separation from their families, bas 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 when hospitalised, 

they did not fret, and they responded to both the nurses who cared 

for them and to their mothers at visiting times. 

Prugh et al.· (195 3) demonstrated that no matter how excellent 

the me di cal and nursing care of children under four years of age 

in hospital and no matter how sensitive their handling f'rom an 

emotional point of view, many of the children showed behavioural 

and emotional disturbances. However, there was less evidence of 

depression, withdrawal, eating a.nd sleep disturbances, rocld.ng and 

thumbsucld.ng, 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, 197J). 

Wolff (1973) proposed that the age-linked nature of sensitiv­

ity to separation might be accounted for in the followti.ng way: 

At about six months of age children are considered to move from a 

sta.~e of •a.dualism! in which they cannot distinguish between their 

inner and outer worlds, to a state of 'dualism', 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 

limited capacity to anticipate the future, and their almost non-
' . 

existent understanding of verbal explanations until about four 
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years of age, temporary separation might evoke the same responses 

as permanent loss. 

There has been controversy over the nattn'e of the reaction 

o~ 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 psychological 

structures to motn:'n (Freud, 1960), or to suffer true depression 

(Spitz, 1946). 

Pragmatically the condition satisfies the criteria for 

diagnosis of depressive disorder in adults (See Section J.11). 

It is considered parsimonious to interpret the reaction of 

separated infants as being a manifestation of depressive disorder. 

4.1 ~4 Su.rnman of Depression in IAf?-nt Childr~p 

A depressive type of syndrome has been found to occur in 

some infants who were separated from their mothers1 during the 

second half of the first year of life, and placed in institutions 

or hospitalised for extended lengths of time. 

stages of protest, characterised by weeping and searching for 

mother .. , followed by apathy, withdrawal, inward grief and despair, 

followed by a stage in which the child once more became responsive 

to others, appeared to have forgotten his mother, and no longer 

seemed to care, were described .(Bowlby, 1952, 1965). An aJ.ternative 

outcome, consisting of intensified withdrawal, and exacerbation of 

symptorn8 such as depressive affect, weeping, apathy, retardation, 

loss of appetite, loss of weight, insomnia, and decrease in general 

development was also proposed (Spitz, 1945, 1946; Bowlby, 1952, 

. 1965). 
It was concluded that this syndrome in infants was analogous 

to d'epressive disorder in aduJ. ts. 

lDiscussion of what constitutes infant separation and maternal 
deprivation is beyond the scope of this dissertation. For a 
comprehensive survey of tha area, see Rutter, 1972. 

l~ ' 
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4.2 DEPRESSION IN LATENCY-AGE CHILI'REN 

Descriptions of depression in latency-age children can be 

divided arbitrarily into those in which depression is considered 

to be overt and similar to depression in adults, but with differ­

ences related to the developmental level of the child, those i~ 

which depression in children is considered to be overt but 

qualitatively different from depressi9n in adults, and those in 

which deprecsion in children is considered to be hidden or masked, 

and qualitatively different from depression in adults o 

A selection 0£ 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 Appendix. 

5·.2 .1 Studies of Depression in Latency-Age Children 

l~ Harrington and Hassan (1958) described the signs and symptoms 

of a sample of seven girls, aged 8 - 11 years, whom they considered 

to be suffering f'rom depression. Common characteristics were 

weeping, flatness of affect, loss of appetite and energ:y, somatic 

complaints, various problems in school adjustment, fears of death 

for self and parents, and self-depreciation • .Associated with self­

depreciation were excessively ingratiating behaviour and striving 

for recognition. Relationships with mothers were reported to bava 

deteriorated, and to be characterised.by clinging, alternating with 

unreasonable hostility; in some cases relationships with siblings, 

peers and school teachers were reported to have deteriorated too. 

Depressions had been preceded by disturbing events such as 

accidents or physical illness. 

2 • Agras. (195 9) s tudicd a group of seven children, aged 6 - 12 
,. 

years, who ~ad 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

ing bouts for no apparent reason, and manifested unhappy, miser­

able whiney behaviour. Three of the children were concerned with 

death 1 and orie made suicidal gestures. The seventh child was 

" 
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described as being inappropriately cheerful, hyperactive, and at 

times 'destructively 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. 

Ag;ras considered the school phobia syndrome to have features 

in common with adult depressive disorder. This led Agras to theorise 

that school phobia might be one of the modes in which depression 

presented in children, and that such modes might be pa.rt of the 

development of depressive disorders in relation to maturation. 

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

depression, such as retardation of mental and physical activities, 

~-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, colic, crying, head-banging; 

Pre-school children: withdrawal, apathy, regression; 

I.a.tency-age children: behavioural symptoms such as temper tantrums, 

disobedience, truancy, rtmning away from home, accitlent proneness, 

masochism, self-destructive behaviour, boredom, restlessness, low 

self-esteem, inferiority feelings. 

Toolan considered depressive feelings in children to be 

displaced into behavioural problems; feelings of being bad, 

evil and unacceptable' led to antisocial acts. He argued that 

behavioural symptoms 'should 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 descrioed the children as looking sad or depressed, being 

withdra~n, apathetic, uninterested in anything, disatisfied, dis­

contented, appearing to feel tm.loved 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 •nth it attempts, 

such as clowning, to deal with the existence of depressive affect, 

or to prevent its emergence. 

5. Glaser (1967) considered depressive disorder in children to 

be qualitatively different from depression in adults, and to be 

'masked' by symptorr~ not usually associated with depression. 

Underlying 'masking' symptoms would be depressive elements such as 

feelings of inadequacy, low self-esteem, helplessness, hopelessness, 

isolation and rejection by others, that did not correspond with the 

child's life situation. such feelings might be expressed by the 

child,_ or assessed by the clinician during an interview with the 

child. 

Glaser held a developmental view of depression, considering 

that manifestation would be r·eiated 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 latency-age children and adolescents be considered l.mderlying 

depression to be masked by: 

1. Behavio'liral problems and delinquent behaviour such as temper 

tantrums, disobedience, truancy, running away :f'rom home; 

2. !earning difficulties, such as reading problems and school failure; 

J. Psychophysiological reactions such as abdominal pa.ins, vomiting 

and nausea, headache, and various other psychosomatic complaints. 

Glaser considered the underlying depressive elements to differ 

from the 'classic' entity of depression, and from the self-limited 

depressive episodes found in adults, but he did not specify the 

nature of the difference. 

\ 
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6. Frommer (1968) performed a retrospective clinical study of 

the 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, 

symptoms of irritability, weepiness, complaints o~ depression, 

tension and explosiveness, and moodiness significantly different­

iated the depressed children from the neurotic children. 

57. 

On the basis of differing 'clinical patterns' and 'treatment 

needs', Frommer divided the total sample of depressed children,aged 

3 - 16 years, into the following groups: 

i-. Depressed children with enuresis and /or encopresis or late 

toilet training success, in whom rooodiness, weepiness, hostile and 

antisocial behaviour, and depressive disorder 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 

lea.ming 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. These 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 

quiet and withdrawn with 'typical depressive symptoms, such as 

weepiness, tension, and irritability', apathy, explosiveness, 

anxiety, clinging behavio~, abdon:d.nal pa.in, sleep difficulties, 

and less moodiness than was manifested by the other depressive 

children. This group frequently presented with abdominal pain, 

headache, nausea, vomiting and fainting, following on an ill?less, 

trauma or environmental stress that had occurred eariier. 

Frormner associated the different clinical patterns with 

premorbid peFsonality traits, family factors and responSe to 

treatment. 
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Frommer concluded that depression in children was most 

commonly a non-specific mailaise, with abdominal pain, headache or 

enuresis frequently serving as reasons for referral, and psychol­

ogical symptoms, such as undue anxiety, nervousness, fears 

(notably school phobia), obsessional behaviour, rituals, tics, 

depressive feelings and suicidal ideas, less. frequently servi..."1.g 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 w~~ld 

'be precipitating events, from which time personality change could 

be dated. 

7·. Poznansld. and 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 ov~rt 

depressive symptomatology in children. Using criteria of the child 

being described as sad, unhappy or depressed, with established 

depressive symptomatology such as excessive self-criticism, feelings 

of inadequacy, difficulties with sleeping and concerns about death, 

fourteen of the refeITals (four under 6 years of age and ten aged 

7 - 12_years) were considered suitable for flll~ther study. 

In the sample of fourteen children, negative self-image was 

found to be the most f:requent 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 ~nd problems in handling aggression. 

Pa.rents of these children showed a high incidence of depression,and 

had difficulties in handling aggression, with hostility and oyert 

pa.rental rejection. 

a. • Ling, Oftedal and Winberg (1970) used a combination of well­

established clinical criteria of depression in adults, together with 

factors more readily observable in children, in assessing for 

depression children who presented Y.ri th headaches at 

a neurological department. A child was considered to be depressed 

i:f he manifested a:ny four of the following features: significant 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

mood change, social withdrawal, deteriorating school performance, 

sleep disturbances, aggressive behaviou:r not previously present, 

self-depreciation and beliefs of persecution, lack of energy, 

somatic complaints other than headaches, school phobia, anorexia 

and weight loss, with emphasis on recent changes of behaviour. 

5 9. 

In a sa.:uple of twenty-five children, aged 4 - 16 years, who 

had presented for neurological investigation with severe headaches, 

ten were considered to be depressed in terms of these criteria. 

Mood change, social withdrawal and self-depreciation were found to 

be the most cormnon symptoms, and sleep disturba.~ce, deteriorating 

school performance and various somatic complaints were present in 

most of the children. 

9. A.raj~vi and Huttunen (1972) studied a sample of 44 Finish 

psychiatric in-pa~ients aged 5 - 12 yea.rs, all with s~ptoms of 

enuresis and/or encopresis. In addition to enuresis and encopresis, 

depressed children showed social withdrawal, inhibition, lack of 

spontaneous activity, passivity, and poor self-confidence. 

lo. Kuhn and Kuhn (1972), in a study o:f the imipramine treatment 

of 100. depressed children, proposed 'morning ti~edness' to be the 

'cardinal 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, 

tiredness, diminished activity, disturbances in concentration and 

mental ability, enuresis, disatisfaction, apathy, weepiness, 

irritability and aggressiveness. 

Kuhn and Kuhn considered about 12 percent of child psychiatric 

referrals to suffer from some form of depression. 

1 • •· Vra.njesevic', Radojici6, Bumbas:!revie and Todorovi6 (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 19st interest in 
activities that had previously interested them, and vdthdrew; some 

were preoccup~ed with death; some older children manifested 

• 
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disobedience, antisocial behaviour and delinquency as defences 

against feelings of inferiority and inadequacy; they had neuro­

vegetative disorders, insomnia and loss of appetite. 

12. Fronrner ,_ Wallace, rte'rldelson and R p,id (1972) analysed the 
I 

60. 

presenting complaints, symptoms, behaviour and family circumstances 

of JOO children under 5 years of age, who had been referred to a 

British child psychiatric unit over a six yea:r period. They 

divided the referrals into groups of 122 depressed children, 93 

aggressive children and 129 anxious children. 

Appetite loss, complaints of abdominal pain, enure6is after 

3 years of age and sleep problems were significantly associated 

with depression. Depressed children frequently had accompanying 

anxiety, a significant number of their mothers were depressed, and 

possible precipitating factors could often be identified. 

13. Nissen (1973) used a combination of retrospective and 

prospective methods in the investigation of depression in children. 

From a sample of 6000 children_seen as inpatients at a children's 

hospital in Germaey, he selected a group of 105 children 'with 

relatively 'hard• features of depression, such as weeping, with­

drawal, sleep difficulties and problems with aggression, in order 

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

adolescents'. 

Nl.ssen observed that these children did not have •typically 

adult symptoms• such as guilt, self-reproach, ideas of sinfulness 

or impoverishment. They manifested aggressiveness, enuresis, sleep 

disorders, weeping, un.sociability, anxiety, inhibition of play and 

lea.ming, school phobia and truanting, running 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%); 
only 14% had been referred for depression. 

On the basis of bis observations, Uissen proposed depressive 

symptomatology to be age-related, and to undergo a 'metamorphosis' 

through the developmental stages that man passes: 
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Small and preschool children: inhibition of play, agitation, 

paroxysms of weeping and scrsaming, encopresis after the third 

year, sleep disorders, jactation and appetite disorders• 

Younger schoolchildren : irri ta bi li ty, insecurity, inhi bi ti on of 

play, unsociability, inhibition of learning, enuresis after the 

fifth year, paver nocturnus, genital manipulation, paroJzy"sms of 

weeping and screaming; 

61. 

Older schoolchildren and adolescents: brooding, suicidal impulses, 

feelings of inferiority, ~ejection and headache. 

Nissen considered this picture to be consonant with develop­

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

14. Weinberg, Rutman, Sullivan, Penick and Dietz (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 

diagnosis were dysphoric mood and self-depreciatory 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, unusual change in appetite and ;br weight; .symptoms 

were to represent a change from the child's usual behaviour, and 

were to have been present for more than a month. 

These authors found the most common manifestations of 

depression 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 suicide. Forty 

of the depressed children had a family history of depression. 

Weinberg and associates suggested that depression might be a 

common feature of children who were doing poorly at school~ in 

contrast to previous school performance. 

15. C;yt:ryn and VcKnew (1974) proposed depression to occur in 

, 
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in children in chronic, acute and masked forms, of which masked 

was 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 hopelessness, helplessness, guilt, 

worthlessness, unattra.ctivness, being unloved and. suicide preoccup­

ations occurring in some children, and depressive mood and behaviour 

such as psychomotor retardation, sadness, crying, appetite 

disturbance and sleep distUJ."bance manifesting in very few c:P..ildren. 

Hyperactivity, aggressiveness, school failure, delinquency and 

psychosomatic symptoms were considered to be defences against 

underlying depression in masked depression. 

Acute depression was related to traumatic precipitating events 

such as death, divorce or birth of a sibling, involving objeqt loss. 

Chronic depression was associated with a history of many sepa,rations 

and object losses, and with pa.rental depression. Masked depression 

was found most frequently in disorganised and psychopathological 

fa.mi.lies, :frequently with histories of character disorder, but not 

affective disorder. 

Cy.tryn and McKnew proposed a developmental view of depression, 

with depressive verbalisations and behaviour becoming more common 

with advancing age, and manifesting in certain latency-age children. 

These authors considered childhood depression to be a qualitatively 

different entity :from adult depression. 

16. Iesse (1974) considered depression in children frequently to 

go unrecognized, because it tended to be 'hidden• in symptoms not 

generally associated with the manifestations of depression in 

adults. From the •standpoint of depressive symptomology as seen in 

adults, all depressive reactions seen in infants and in most child­

ren· 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 temoer 
' 6 

tantrums, truancy, running away, hypochondriasis,and psychosomatic 

disorders su~h as headaches, tics, abdominal complaints, nausea, 

Vomiting, asthma and migraine. 
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17. zr;os§e (197 4) discussed the symptoma. to logy of 4 9 depressed 

children ( 40 boys and 9 girls) aged from· in:fancy to 12 yea:rs, 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 a variety of reasons, and their 

depressions had only become apparent during psychiatric exanrination 

and through the use of projective tests. Underlying feelings of 

depression were masked by complaints including poor concen~ration, 

social withdrawal, morbid fears, school phobia, learning disorders, 

feelings of inferiority, retardation of reactions, fluctuating 

moods, 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. 

Masse considered about 7 percent of child psychiatric referrals 

to suffer from depression. 

~a. Anthony (1975), on the basis of his clinical experience, 

described the depressed child, aged 8 - 11 years, as loold.ng sad 

and depressed, talking in a low weak voice, crying frequently, 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 

al t,ernating with unreasonable hostility towards them, were 

considered to be characteristic symptoms of depression. 

Alternately, depression might present with depressive 

equivalents, such as eating and sleeping disturbances, antisocial 

behaviour, accident proneness, running awa:y from home, boredom, ,. 
restlessness, fatigue, poor concentration and sexual acting out; 

which might serve as defences against feelings of depression, 

isolation, loneliness and emptinesso 

Precipitating factors were considered to be specific events 

such as accidents and physical illnesses,rather than the loss of 

a parent. 

·.1 
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19. Schech-!;man, Gi1utn and Worland (1976) performed a retrospective 

controlled study on 18 children (~l boys and 7 girls) aged 9 - 14 

yea:rs. Their aim was to delineate the symptomatology of depression 

in children. variables that statistically differentiated 

depressed subjects from controls matched for age and sex, wera 

feelings of depression, loneliness, poor self-esteem, failing in 

school, aggression turned inwards, friendlessness, sleep problems, 

and feelings of guilt. 

The majority of depressed children were referred because of 

failing in school, friendlessness and sleep problems. 

20. Pearce (1977), in a recent study of 547 children, aged 1 - 17 

· years, who were attending a British cr.ild psychiatric department 

(Pearce, 1974 cited in Pearce, 1977), found 23 percent of the 

children to have the symptom of depression associated significantly 

with symptoms of anxiety, sleep disturbances, scliool refusal, 

phobias, alimentary disorders, obsessions and 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 symptorr~, 

with symptoms of su:fficient 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 

manifest depressive feelings in behaviour such as crying, lethargy, 

social withdrawal and listlessness, but not necessarily to complain 

of such feelings. He proposed that depression might additionally 

feature complaints of aches and pains, that were possibly hypo- L 

chondriacal in nature, sleeping and ea-ting disturbances, irritability, t 

low :frustration tolerance, possible. anxiety, but not physical .. 
aggression. Ideas of being unwanted,or unloved might be present, 

accompanied by low self-esteem and morbid thoughts, including 

suicidal 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 

missed. 

i 

J. 
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4.2.2 §xpptcmatologv of Depression in Latency-Age Children 

Summaries of the signs and symptoms associated. with depression 

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

1. Harrington and Hassan, 1958. 
Weeping 
Flatness of affect 
loss of energy 
Somatic complaints 
School adjustment problems 
Fears of death 
Self-depreciation 
Relationship problems 

2~ 4gras, 1959. 
School phobia 
Weeping bo:uts 
Miserable whiney behaviour 
Concern about death 
Stomach-a.cha 
Nausea and vomiting 
Headache 
Hypermania 

3~ Toolan, 1962. 
Temper tantrums 
Disobedience 
Truancy 
Running away from home 
Accident proneness 
Masochism 
Self-destructive behaviour 
Boredom 
Restlessness 
Low self-esteem 
In:f.eriority feelings 

4~ Sandler and Joffe, 1965 
Sad, depressive appearance 
Withdrawal 
Apathy 
Di.satisfaction 
Relationship probiems 
Insomnia 
Passivity 
Helplessness 
Inhibition of functions 

5. Glaser, 1967 
Inadequacy ... 
low self-esteem 

Helplessness 
Hopelessness 
Isolation 
Feelings of :rejection 
Temper tantrums 
Truancy · 
Running away :frcrn home 
Learning difficulties 
Abdominal pa.ins 
Nausea and vorni ting 
Headache 

6. Frommer, 1968. 
Irritability 
V/eepiness 
Complaints of depression 
Tension and explosiveness 
Moodiness 
Enuresis 
Encopresis 
Hostile/antisocial behaviour 
Sleep problems 
Apathy 
Abdominal pain 
Nausea and vomiting 
Headache 

7. Poznansld and Zrull, 1970. 
Sadnessfiinhappiness/depression 
Self-criticism 
Feelings of inadequacy 
Sleep difficulties 
Concern about death 
Crying 
i7i thdrawal 
Problems with aggression 

a. Li.rw.. Oftedal and i7inberg,l 970 
Significant mood change 
Social withdrawal 
Deteriorating school perform. 
Sleep disturbances 
Aggressive behaviour 
Self-depreciation 
Beliefs of persecution 
La.ck of energy. 
Somatic complaints · 

·~. 
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School phobia 
.Anorexia and weight loss 
Note: symptoms were to repres&nt 
change from usual behaviour. 

9. Ara:ieryi and ftuttunen, 1972. 
Social wi thdra..-:al 
Inhibition 
Lack of spontaneous activity 
l?assivi ty 
Poor self-confidence 
Encopresis 
Enuresis 

10. Kuhn and Kuhn, 1972. 
Morning .tiredness 
Underachievement at school 
Anxiety 
Sleep disturbance 
Inhibition 
Tiredness 
Poor Concentration 
Diminished Activity 
Enuresis 
Di satisfaction 
Apathy 
Weepiness 
Irri ta bi li ty 
Aggression 

lJ. ~1is.§en, 197J. 
Weeping 
Withdrawal 
Sleep difficulties 
Problema with aggression 
Inhibition of play 
Inhibition of learning 
School phobia and truanting 
Running away from home 
Enuresis 
Unsociability 
Se lf-iso la ti on 
Gastrointestinal disorders 

66 .. 

14. WeinbergiRutman,Sulli_van.Penicjs_ 
and Dietz, 197 J. 
Dysphoric mood 
Self-depreciatory ideation 
Aggressive behaviour 
Sleep disturbances 
Change in school performance 
Diminished socialization 
Changed,attitude towards school 
Somatic complaints 
Loss of energy 
Change in appetite and /or weight 
Note: symptoms were to represent 
change from usual behaviour, to I 
have lasted four weeks, and to be1 

11. vranjesevi~,Radojfci~.Bumbasirevi~ 
of concern to child or parent. 

and Todorovif,1972. 15. 
sad and unhappy 
Apt to cry 
Feeling of being rejected ;Unloved 
Loss of interest in activities 
Withdrawal 
Preoccupation with death 
Disobedience and delinquency 
Feelings of inferiority 
Feelings of inadequacy 
Neurovegetative disorders 
Insomnia 
!Des of appetite 

•· 
12. Frommer, liallace .Mendelson .R~id ,1972. 

Appetite loss 
Abdominal pain 
Enuresis 
Sleep problems 
Depression 

Cytryn and rr.c Knew, 197 4. 
Depressive and fantasy themes 
Hopelessness 
Helplessness 
Guilt 
Worthlessness 
Feeling of being unattractive 
Feeling of being unloved 
Suicidal preoccupations 
Depressive mood 
Psychorootor retardation 
Sadness 
Crying 
Appetite disturbance 
Sleep disturbance 
Hyperactivity 
Aggressiveness 
School failure 
Delinquency 
Psychosomatic symptoms 
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16. Lessa, 1974. school phobia 
18. Anthony, 1975. 

17. 

.J ' 

Underachievement at school 
Isolation 
Relationship problems 
Disobedience 
Temper tantrums 
Truancy 
Running away 
H:ypochondriasis 
Headache 
Abdominal complaints 
Nausea and vomiting 
Tics 
Asthma 
Migraine 

Masse, 1974. 
Depressive feelings 
Poor concentration 
Withdrawal 
Morbid fears 
School phobia 
Lea.ming disorders 
Inferiority feelings 
Retardation of reactions 
FluctUa.ting moods 
Excessive anger 
Violent/disruptive behaviour 
Defiance or disobedience 
Restlessness or hyperactivity 
Running away from home 
Overeating 
Headache 
Stomach-ache 
Tiredness 
Suicidal ideation and attempts 

Sad /depressed appearance 
Talld.ng in low, weak voice 
Crying frequently 
Ioneliness j.celationsbip problems 
Loss of energy 
Flatnass of affect 
Concern about death 
Irritability 
Somatic complaints 
Loss of appetite 
School problems 

19. Schechtme.n" Gil nin J'.!..Grla.nd ,1976. 
Feeling of depression 
wneliness / friendlessness 
Poor self-esteem 
Failing in school 
Aggression turned inwards 
Friendlessness 
Sleep problems 
Feelings of gu.il t 

20. Pearce, 1977. 
Depression/misery/tearfulness 
Anxiety · 
Sleep disturbances 
School refusal 
Phobias 
Alimentary disorders 
Obsessions 
Hypochondriasis 
Note: symptorn3 were to represent 
change from usual behaviour, to 
have lasted four weeks, to affect 
child's social or cognitive 
functioning. 

Table 5: Sunma.ry of studies of d·epression in latency-age children. 

Inspection of the summaries of characteristics associated with 

depression in children reveals that different clinicians have 

~.sociated 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 because of differing terminology. What were considered 

-to be identical or overlapping symptoms have been grouped together, 

and the frequency with which they appeared in the twenty s-tud.ies is 

presented in Table 6. 

! 
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Sympcom Studies in Numerical Order: 

1 2 3 4 5 617 8 a 10 11 12113 14 15 16 17
1
18 19120 I 

I \ . I 

Depressive, sad affect, I 

I I I 0 !~ I • 0 • 0 • I • 8 • • • • l misery I I 

·'· =f-1 I 
Weeping • • • • • • • I 

I 

Apathy,attective flatness • • • . • • 
Anxiety, fearfulness • • • 
Irritability, tension • • I • • _J I 
Anger, I I temper tantrums • • • I i 
Aggression problems 

0 • • • • • ili Moodiness • • 
Self-depreciation,inade- i 

quacy,lack of confidence. • 0 • • 0 0 • • • • • 
Guilt • • 
Hopelessness,helplessness • (i • I 

I 

Passivity, inhibition, 
lack of spontaneity • • • • 
Boredom,disatisfaction, I 

I loss of interest • • • • I 
Poor concentration • • 
Tiredness,lack of energy • e • • • • • 
Psychomotor retardation • • I 

Hyperactivity,hypomania, •• I 1· restlessness 

Running away from home • • 0 • I • 

Self-destructiveness, 
accident-proneness • 
Preoccupation with death • • .. • • 
Suicidal ideation ; 

I • • 
Social withdrawal, isola-
tion,relationship problems • • • • • • • • • • • • 0 • 
Defiance, disobedience, 
disruptive behaviour. • • • • • 

-
Antisocial behaviour, 
delinquency • • • • I 

· ~chool refusal, school I 

adjustment problems • • • • • • • • • • • 
Schoolwork problems • • • • • • • 
Sleep problems • • • • • • • 0 • • • • 
Appetite / weight 
disturbance 0 • • 0 • • 0 • 
Somatic complaints • • • • . ~ 0 0 • • • • • • 
Enuresis, encapresis • • 0 • 
Table 6: Symptoms associated with depression in latency-age children 
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Symptoms most frequently associated with depression in 

children were somatic complaints, particularly of a gastro­

intestinal nature, social withdrawal and relationship problems, 

sad, depressive appearance, problems with sleeping, self­

depreciation rl th feelings of inadequcy and worthlessness, school 

refusal and school adjustment problems, problems with schoolwork, 

tiredness and lack of energy, and appetite and weight disturbances, 

particularly loss of appetite. To a lesser extent apathy and 

affective flatness, problems with aggression, passivity and 

inhibition, running away from home, preoccupation with death, and 

disobedience were associated with depression in children. There 

was a low frequency of irritability, boredom, loss of interest, and 

antisocial behaviour i and irritability, moodiness, boredom, loss of 

interest, feelings of guilt, hopelessness and helplessness, anger, 

poor concentration,' psychomotor retardation, hyperactivity and 

restlessness, self'-destructive behaviour am suicidal ideation were 

minimally recorded. 

From the data recorded, the depressed child emerges as one 

who looks miserable, cries, withdraws socially, is lethargic and 

listless, complains of aches and pains, has disturbed sleep and 

possibly eating disturbance, is reluctant to attend school and 

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 

Mc Knew (197 4) advanced a developmental view of depression, with 

younger children presenting slightly differently from older 

children. 

Symptoms of misery and depression, social withdrawal, lethargy, 

disturbed sleep, appetite disturbance and low self-esteem listed 

above are consistent 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. 

ntsparate symptoms, such as overt aggression, hostility, anti­

social behaviour, defiance, violent or disruptive behaviour, ange~ 

and delinque:O.cy,fit less easily into the depressive picture. It is 

• 
~ 
• 
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conceivable that such behaviours might be situation specific in 

particular children, for example, coercion to play sport might 

provoke aggression, hostility, anger and. defiance in a depressed 

child. il ternately, some children diagnosed depressed I:light be 

un.~appy children or angry children with feelings of depression. 

Rutter and 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 

ani behaviour, accident-proneness ar...d attempted suicide has been 

associated with depression in children in a few of the studies 

cited above. Epidemiological surveys have found 'diagnosed' 

70. 

suicide to be rare in children under fifteen yea:rs of aga (Kan."ler, 

1972; Shaf'fer, 1974), and not significantly related to depression 

(Despert, 1952; 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. CI-.ildren 

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 lrnowledge to accomplish suicide, 

other authors have suggested that they might kill themselves by 

running in front of cars1 or falling from buildings, and that such 

deaths have not been recognized as suicides (Mossa, 1974). The 

association of suicide with depression in latency-age children 

remains inconclusive. 

The concept of •masked depression' in children who do not 

manifest overt depression is controversial. (See Toolan 1962, 1974; 

Glaser, 1967; Cytryn and McKnew, 1974; Lesse, 1974) It has been 

supported by observations that children tend to def end against 

depressive feelings by 'acting-out' at times when they could be 

expected to experience grief, for example, after bereavement 

(Wolff, 1973; Solnit,1974; Mossa, 1974), and by associations between 

antisocial behaviour, parental loss, parental depression and suicide 

in children (Shaffer, 1974 ). Furthermore, children with depressive 

symptoms may. have a wide range o:f other difficulties, ranging from 

1 
See the case of Shane in the Appendix. 
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delinquency to hypochondriasis (Her.sov, 1976) e However, there is 

inadequate evidence fer considering that depression in children 

might take a diametrically different form in addition to a similar 

or analogous form to that which is generally denoted by depression. 

While it is accepted that children might defend against feelings 

of depression, this is not considered to be in any way analogous 

to suffering from depression. (See Section J.l) 

The majority of studies that used the concept of 'masked 

depression•, considered feelings of depression to be a necessary 

prerequisite for diagnosis of depression. Vlnat was termed the 'mask' 

or •depressive equivalent' in these studies was regarded as the 

reason for refeITal:in other studies, and part of the depressive 

symptom-complex. The term 'mask' is therefore considered to be 

confusing and to serve no purpose. (See Section J.8) This is 

particularly 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 SY,.groary of Depression 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 vtithdrawal, 

relationship problems, sleep difficulties, weight and appetite 

change, self-depreciation, feelings of inadequacy, feelings of 

worthlessness, school refusal, school adjustment problems, school­

work difficulties, tiredness and lack of energy, apathy, passivity 

and running away from home. 

The presence of overt aggression, destructiveness and anti­

social behaviour associated with depression in some studies 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 associ~ted only with depressive disorder (Rutter et· al 0 ,1970). 

.. 

. ...... 
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The association of suicide with depression in children 

remains uncertain. 

The concept of •masked depression' in children was 

criticised in that so-called 'maglcs' were considered to be more 

appropriately regarded as reasons for referral. 

72. 

Symptoms of lowered, depressed mood, social withdrawal, 

lethargy, sleep and appetite disturbances and low self-esteem, in 

the •typically' depressed child were considered to be consistent 

with the adult depressive picture. Differences appeared to lie in 

greater somatic involvement in children, and a low incidence of 

feelings of guilt, self-reproach or suicide. 

4. 3 DEPRESSION 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 (Nissen, 1973; 

Rutter, 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.J.l Studies of Depression in Adolescence 

1. Mastropagla (1972) c6nsidered depression in adolescence to 

present with 'subtleties and dimensions• that could not easily be 

grouped into typical syndromes, and only partially resembled those 

se~n in adults. He considered adolescent mood fluctuations to be 

more rapid, and without the sadness, inhibition, guilt or feelings 

of impending doom that frequently characterise the adult state. 

Depression was considered to present in adolescents with a single 

dominant symptom or chain of symptoms of the following types: 

1. Neurasthenie-cenesthopathic (psychophysiological) type, 

I~ 
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characterised by asthma, irritability• fatigability and aches and 

pains o:ften of a bizarre nature~ that were not accompanied by an 

adequate emotional reaction; 

7 3. 

2. Ihobic-obsessive type, characterised by phobias and compulsions, 

with diurnal l'!k)od variation and anxiety; 

J. Conduct disorder type, characterised by 'mutations• of mood and 

behaviour ranging from capriciousness to irri ta.bill ty and 

aggression, with episodic 'excesses of instincts' in which mastur­

bation or homosexuality gave way to guilt and depression. 

r,~astropaolo differentiated between early adolescence, ages 

12 - 15 years, and late adolescence, ages 15 - 18 years. 

Early adolescence was associated 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 conmunicate 

and express pain, emotional lability, crying, vomiting, 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 pr'esent most 

frequently with neurasthenic-cenesthopathic, phobic-obsessive and 

conduct disorder type equivalents 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 a:ffection and feelings of guilt. 

For diagnosis to be made, it was considered necessary to 

understand the underlying psychopathological mechanisms, as well as 

social and cultural influences in the context of the 'adolescent 
•· 

crisis'. Problems capable of triggering depression were often 

connected with parental relationshi.ps, and usually associated with 

study and work difficulties, economic dep'endence or immigration. 

Emotional events such as bereavement were less frequent precipitators 

of depression~ Features of adolescence predisposing to depression 
... 

were considered to be (1) the necessity to destroy the 'primitive 
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love object' so as to obtain emancipation, (2) lack of identity, 

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

2~ rasse!!. (1973) described depression in adolescence as being. 

characterised by depressive mood, brooding, suicidal impulses, 

feelings of dejection, headaches, unsociabilit°'J, loneliness and 

feelings of guilt. Psychosomatic symptoms such as asthma, or 

behavioural symptoms such as drug abuse might be manifested. 

74. 

J. ~.w:L (1974) associated the following symptoms with depression 

in adolescence: tiredness, pervasive boredom, restlessness, frantic 

seeld.ng of new activities, feelings of emptiness, isolati~n and 

alienation, escape into drugs or sexual promiscuity, difficulty j_n 

concentrating, dropping out of college, illegitimate pregnancies; 

suicidal ideas, delinquency and acting-out behaviour, bypochondi-•iagis. 

Toolan considered feelings of unworthiness and of being unlovable, 

loneliness, helplessness and depression to underly these symptoms 

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

disappeared once the overt picture of depression was manifested. 

Jesse (1974) associated school refusal, underachievement and 

study problems, automobile accidents, excessive drinking and drug 

abuse, suicide attempts, psychosomatic disorders, hypochondriasis, 

delinquent behaviour, feelings of inadequacy, hopelessness and 

depression, with depression in adolescence. 

5. 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, 

feelings 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, 

i 
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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.J.2 Symptomatology of Donression in Adolescence 

75 .. 

Summaries of the signs and symptoms associated with depression 

in adolescence are listed in Table 7, below. 

l • Mastropao la, 19 72 • 
Changing interests 
Restlessness 
Fatigue 
Poor concentration 
In.security 
Inferiority feelings 
Connnunication problems 
Emotional labili ty ~ 
Crying 
Vomiting 
Headache 
Abdominal pain 
Psychomotor retardation · 
Sleep disturbance 
Appetite disturbance 
Obedience 
Conf'ormi ty 
Flight 
Tantrums 
Social maladjustment 
Scholastic problems 
neurasthenic-cenesthopathic 
equ:i. valents 
Phobic-obsessive equ:i.valents 
Conduct disorder 
Slothfulness 
Fantasy 
Apathy 
Inhibition 
Social maladjustment 
Inadequacy 
Lack of initiative 
cy"'nicisrn 
Antisocial acts 
Suicide 
.A:ff ectionlessness 
Guilt " 

2. N:t:rnen, 197 3. 
Depressive mood 
Brooding 
Suicidal Impulses 
Dejection 
Headaches 
Ur.sociabi li ·cy 
Loneliness 
Guilt 
Psychosomatic symptoms 
Drug abuse 

J. X.,oolan, 1974. 
Tiredness 
Boredom 
Restlessness 
Isolation 
Drug abuse 
Sexual promiscuity 
Poor concentration 
Leaving college 
Illegitimate pregnancies 
Suicidal ideation 
Delinquency 
Acting-out 
Hypochondriasi s 

4. J&sse,, 1974. 
School refusal 
Study problems 
Automobile accidents 
Alcohol abuse 
Drug abuse 
Suicide attempts 
Psychosomatic problems 
. Hypochondriasi s 
Delinquency 
Inadequacy 

.•. -
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hopelessness 
helplessness 
depression 

5. r~alrnauist, 1976. 
Fluctuating moods 
Apathy 
OVeracti vi ty 
Psychosomatic complaints 
Ify"pochondriasis 
Parental relationship problems' 
ftnger 
Rage 
Impulsiveness 
Acting-out 
Ambivalence 
Inadequacy 
Guilt 

I.ow f:elf-esteern 
Behav1ou:ral problema 
Sexual promiscui t-y 
Theft 
Violence 
Alcoholism 
Drug abuse 
Risk taking 

6. Rutter, 1975. 
Misery 
Appetite loss 
Sleep disturbance 
Social withdrawal 
Irritability 
Loss of interest 
Poor concentration 
Aches am pains 

Table 7: Surmnery of studies of depression in adolescence 

76. 

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 studies is 

problematic because of differing terminology. What were considered 

to be identical Qr overlapping symptoms have been grouped together, 

and the frequency With which they appeared in the six studies is 

presented in Table a. 
Symptoms most frequently associated with depression in 

adolescence were social withdrawal, psychoaomatic complaints and 

hypcchondriasiso Four of the atudies 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 

each cited in three of the studies. Suicidal ideation was cited 

in'· four of the studies. In general there \Vas little overlap between 

studies, possibly due to selective attention to different symptorr~ 

in particular studies• Alternately, there might have been differences 

in the samples that were studied. 

Rutter, Graham, Chadwick and Yule (1976) drew attention to 

anomalies involved in psychiatric diagnosis of adolescents. In a 
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SYMPTOH STUDIES IN NUMERICAL ORDER 

1 2 3 4 5 
\ 

6 

Depressive dood 0 0 I Cl 
I 

Apathy • I 
~ ! 

Crying • 
Fluctuating moods • • 
Irritability • 
Anger, rage • 
Cynicism • 
Brooding 

0 

Ambiguity 0 
I 

Guilt I I • • e i 
Fantasy • I 
Boredom 

0 I 

Loss of interest • 9 

Hopelessness/ Helplessness • I 
Low self esteem, feelings of .inadequacy • • 8 

Insecurity I 

I 0 

\ Inhibition I conformity G 
I ' 

Fatiguability • • I 
Poor concentration • 0 

Social withdrawal I relationship problems • • e • I e 

Suicide • • • • I 
Phobias I Obsessions I • i 
Sleep disturbance • • 
A;ipetite disturbance I 

• • 
Slothfulness • 
Hypochondrias is • 0 . • G> I 0 

Psychosomatic complaint • •• • 0 • 
!Alcohol abuse • • 
Drug Abuse • • • G 

Sexual promiscuity • • • 
Illegitimate pregnancies • 
Scholastic problems I dropping out • • 
Restlessness I acting out • • • 
Antisocial behaviour • • • • 

TABLE 8: Symptoms associated with depressibn in adolescence 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

randomly chosen sample of 96 Isle of Wight boys and 87 Isle of 

Wight girls, Rutter and associates found 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, erd 

22,9 percent of the boys and 24,l percent of the girls usually 

awakened unnecessarily early in the morning. Furthermore, these 

features were frequently accompanied by feelings of self-

78 .. 

deprecia tion, ideas of reference, and occasional~y by suicidal 

thoughts-. In the cases of these children the authors considered the 

marked symptoms of affective disturbance to reflect 'inner turmoil' 

rather tha...~_depressive disorder. It is possible that 1inner 

turmoil', associated with transition from childhood to being en 

adult, involving uncertainty and loss as well as gain, may be a 

complicating factor in psychiatrically disordered as well as 

mentally healthy adolescents, and may confuse the diagnosis of 

psychiatric syr...dromes such as psycho-physiological disorders, 

neurotic disorders and conduct disorders- (See Mastropaolo, 1972, 

Section 4. 3.1 ; cf. the case of Chiara in the Appendix. ) 

The six studies examined above rendered an ir£onclusive 

picture of depression in adolescence. In all probability depression 

in adolescence is associated to some extent with conflicts 

involving resolution of the adolescent identity crisis (Erikson, 

1950). Symptomatology is likely to be manifested in the activitios 

with which the adolescent is involved, and coloured by the sub­

culture to which he or she belongs. For example, depression may be 

associated with school underachievement and school refusal 

(Rutter et al., 1976), or it may be associated with drug or alcohol 

abuse (Ni.ssen, 1973; Lesse, 1974). It is unlikely to be associated 

wi.th rage and delinquency, as proposed by Malmquist (1976) aboveo 
•· The view that there is a progressive shift towards adult 

symptomatology in adolescence, including a rise in the incidence of 

completed suicide (Nissen, 1973; Rutter et al., 1976),is tentatively 

accopted in the absence of evidence to the contrary. Interaction of 
t~enage concerns and activities with depressive symptomatology might 

lead to an impression of distinctive adolescent depressive symptom 

patterns. 
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4.J.J SunwaL'y of Deuression in Adolescence 

Studies of depression in adolescence surveyed above failed to 

yield a conclusive picture of depression in adolescence. It was 

tentatively accepted that there might be a progressive shift 

towards adult symptomatology in adolescence, \"lith 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 belonged. The association of 

completed suicide with depression was considered to be an 

important feature of depression in adolescence. 

It was noted that caution should be used in differentiating 

features asaociated with adolescent 'inner turmoil' from 

depressive symptomatology. 

4.4 BIPOLAR (IvIAJ'JIC DEPRESSIVE) DEPRESSION IN CHILDREN 

Bipolar depressions do not as a rule appear before 

adolescence, although single cases at an earler age have been 

observed and reported in the literature. Kraepelin (1913) reported 

that 0,4 percent of his manic-depressive patients 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 of manic-depressive illness in 

children aged 10 - 15 years as· J boys and J 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 disorde1•, 

aged 14t 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 childhood of adult manic depressives 
•· 

suggested the presence of early cyclothymic temperament, hypomanic 

states with hyperactiye, impulsive, erratic and uncontrolled 

behaviour, with associated accident-proneness. Childhood mania, r.ith 

elation and flight of ideas was rarely described, and then only in 

older adolescents. 

Anthony and Scott (1960) formulated criteria for the diagnosis 

,, 
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of childhood manic-depressive disorder: 

1°";; Abnormal psychiatl'iC state Similar to the classical description; 

2. A family history of manic-depressive illness; 

J. Early onset of cyclothymic mood of increasing severity and 

length of mood swings, with delirious mania or depressive outbursts 

occurring dtiring febrile illness; 

4. Recurrent or periodic mood disorder .(at least two episodes); 

5. Diphasic moods showing swings of pathological dimension; 

6. Minimal influence of environment on symptoms; 

7. Severe symptoms requiring inpatient treatment; 

a. An extravert personality; 

9~ Absence of features of schizophrenogenic or organic states; 

10. Evidence of current as opposed to retrospective assessments • 

.Anthony and Scott described the case history of a 12 yea:r old 

boy who met most of their criteria for diagnosis 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 reaqtion 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 ·patient 
1 suggested continuity between childhood and adult conditions. 

White and O'Shanick (1977) presented the case history of a 

15 year old boy who was admitted to hospital with grandiose 

delusions, flight of ideas, loose associations and general 

agitation. There was a strong family history of affective disorders 

and cyclothymia. The boy had been diagnosed hyperactive at 6 yea:rs, 

but had not responded to treatment with stimulant drugs. Throughout 

his childhood he had manifested extreme hyperactivity, impulsiveness 

and mood-s~~ngs, and had problems at school. With lithium carbonate 

treatment the presenting symptoms disappeared, and his mood 

stabilised. (See Section J. 9) 

White and O'Shanick proposed that manic-depressive illness 

might be seen very early in life and often resembled the hyperactive 

child syndrome. With adolescence the symptoms more closely resembled 
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the adult form of manic-depressive illness. These authors _advised 

that when a child manifested increased psychomJtcr activity, ~arked 

mood swings, and there was a positive f_amily history o:f affective 

disorders, manic-depressive illness should always be considered. 

4.4 .1 Sumrr:a....-v of Binole.r (Eanic-Depressi ve) Denression 

In rare instances manic-depressive disorder may occur in 

children. Symptomatology is likely to include increased psychomotor 

activity with marked mood swings. Where there is a family history 

of affective disorder, manic-depressive illness should be considered. 

There is a slightly higher incidence of manic-depressive 

disorder in adolescence. In adolescence symptoms resemble more 

closely the adult condition, with distinct manic and depressive 

episodes. 

4.5 EPIDE:·.rro:LOGY OF DEPRESSION :tN 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 depression '(.Annell, 

1972) ,. different populations have been used, for example psychiatric 

inpatients as opposed to 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 depressiono 

Poznanski and Zrull (1970) recorded an incidence of depressive 

di'sorder in o, 8 percent of 1788 United States child psychiatrlc 

referrals. Nissen (1973) recorded an incidence of 1,8 percent of 

severe and moderately severe depressive states among 6000 ~rman 

child inpatients. Ku!m. and Kuhn (1972) claimed that about 12 percent 

of an average child psychi;atric series suffered from some form of 

I 
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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 cf depression reported by participants of the 

Fotn"th Congress of European Pedopsychiat:rists to range between 

1,8 percent and 25 percent of particular child populations studied. 

4o5.l Smmna.ry of Eniderrd.ology of Depression in Cr.d.ldren 

Studies of depression in children have reflected a wide range 

of incidence. The epidemiology of depressive disorder i~ children 

is uncertain. 

4.6 AETIOLOGY OF DEPRESSION IN CHILDREN 

Although there is uncertainty regarding the causation of 

depression in children, depression is ger..erelly considered to result 

from an interaction of predisposing and precipitating genetic, 

biological, psychological and environmental factors. (se·e Section 

3~6) ·Certain children might be genetically predi.sposed 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 (Bi bring, 1968 ). At 

specific rnatur~tional stages children may be sensitive to a partic-. 

ul~ form of stress, such as removal from home with separation from 

the mother (Spitz, 1946; Bowlby, 1952).Whereas young latency-age 

children do not often become depressed a.fter the death of a parent, 

older latency-age children and adolescents may become depressed for 

the same reason (Wolff', 197 3). 

Rutter (1975) suggested that depression in children might be 

more tied to specific situations than depression in adults. He 

proposed that the breaking of a close bond -0r relationship might 

be a particularly important 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 :f:requently with 

childhood depression (Frommer, 1968; Poznanski ani Zrull, 1970; 

Cytr.yn and McKnew, 1972; Weisman and Paykel, 1974; Malmquist,1976; 

Schechtman et al., 1976). The association might be understood in 

terms of genetic factors, in terms of the cr.J.ld identifying with 

the depressed person, and through the 'psychic abandonment of the 

child that depression produces 1 (.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, hypersensitivity to s2all losses or 
£rustrations, a tendency to withdraw when conditions are not 
perfectly suited to the child, clinging and demanding re lat-· 
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 preparations for 
which the child 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 .• G .1 SEJni11a.ry of Aetiology of Depressio'!l in Children 

The aetiology of depression in children is uncertain. It is 

generally considered to result from an interaction of genetic, 

biological, psychological and environmental factors. Certain 

children might be genetically predisposed to be sensitive to 

env;tronmental stress and to respond to it with depression, other 

children might be psychologically vulnerable to certain events, or 

there might 1:B a combination of variables. At certain maturational 

levels children might tend to react to spec~fic types of 

environmental stress with depression. 

In infa...its, separation from the mother under certain 

conditions has been significantly associated with depression. In 

-Older children the breaking of a bond has been associated with 

depression. Maternal depression has been associated :frequently 

with depression in children. 
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4 7 DIAGNOSIS OF DEPRESSION IN C HIIJDR:EN • 

Children have rarely presented at clinics with complaints of 

depression or lowered mood. Generally they find it difficult to 

verbalise their emotions (Mosse, 1974; Pearce, 1977). Non­

specific soma.tic maillaise, abdominal pain, persistent headache, 

enureses, have been .frequent reasons for referral of depressed 

childri:?n. Less frequently they have been referred with more 

obviously psychological complaints such as anxiety, phobia. 

especially school phobia, and obsessional behaviour (Frommer,1968). 

Poznar.ski and Zrull (1970) found difficulty in handling aggression 

to have been the most frequent reason for referral of depressed 

children to their clinic. Weinberg and associates (1973) drew all 

their cases of depression f"rom scholastic referrals to an 

educational diagnostic'centre. 

Because o'f the complex manner in which depressive symptom­

atology may be interwoven with a variety of major or minor 

complaints, to which it may not necessarily be cau.sally related 

(Mossa, 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. 

Clinicians 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 100od, of suf'ficient 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 

least two of the following symptorr~: anxiety, sleep disturbance, 

irritability, suicidal thoughts·, eating disturbance, school refusal, 

phobias, alimentary disorders, obsessions and hypochondriasis. 

Simllar schemes had been proposed by Ling, Oftedal and Weinberg 

(1970), Weinberg and associates (197J) 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 $1Ch cases,where underlying lowered mood was Suspected, 
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it was proposed that diagnosis of depression might be baaed on 

the presence of depressive themes, containing elements of 

mistreatment, th\11arting, blame, loss, abondonment, personal injury, 

death or suicide in fantasy material such as dreams, paintings, 

spontaneous play and projective tests (Toolan, 1962 ; Poznanski and 

Zrull, 1970; Cytry;i and KcYnew, 1974; Mosse, 1974; Pearce, 1977). 
" 

A scheme for the diagnosis of depression in children was 

developed by the Na .. tional Inst1tute of Mental Health (Dweck, 

Gittelman-Iuein, McY.inney and Watson, 1977). The following criteria 

were advanced, of which items 1 and 2 were necessary for a 

diagnosis of depression to be made: 

' 16 Dysphoria. 
2. Generalised impairment in response to previously reinforcing 
experiences, without the concomitant introduction 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 generalised across settings and not be 
specific to isolated areas of functioning. 

Associated Features 
Characteristics of dysphoria and reduced response to rein­

forcements are probably associated with different secondary 
symptoms at various ages. Empirical investigations are neces­
sa:ry to determine what aspects of behaviour and cognitive 
ftinction 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 
(i.e.,negative expectations about oneself or life in general), 
or blaming others. 

Dtn-ation 
A minimum duration of 4 weeks is ~tipulated for the 

diagnosis 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 for diagnosing depression in children has been 

consensually implemented. Nor has the validity of aey of the 

proposed schemes for diagnosing depression in children been 

established. 
Diagnosis of depression in children has been based generally 

on the crit~ria for diagnosing depression in adults (Frommer,1968). 
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(See Section 4.6) Vlhile this practice has been criticised by 

clinicians ~ho consider depression in children to be qt.12.litatively 

different f'rom depression in adults (f~r example, Conners, 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•rere suffering from depression. Positive response to 

antidepressant medication has been consid~red to provide tentative 

diagnostic confirmation (Frommer, 1968; Annell, 1972). 

Criteria for diagnosing depression in children are uncertain. 

A scheme for diagnosis, such as was advanced by Pearc_e (1977) or 

Dweck and associates (1977) would have the advantage of providing 

clear criteria for diagnosis of depression in children. However, 

the value of such a scheme would depend on verification that the 

criteria differentiate depression :t'rom other state~ such as 

unhappiness, or prolonged grief or adjustm~nt reaction, that 

criteria can be interpreted unambiguously b"J all clinicians, and 

that the scheme be incorporated into an accepted psychiatric 

classificatory scheme. 

4.7.1 Sunnnar;y of Diagnosis of Depression in Children 

Criteria for diagnosis of depression in children are uncertain. 

Schemas listing-criteria for diagnosis of depression in children 

have been proposed. In clinical 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 JN CHILDREN 

Depressive disorder in children may be classified in the 

Tri-axial Classification of Mental 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 Organization (ICD-9, 1975) tmder Disturbance of 

emotions in childhood/adolescence with wisery. The second revision 

of the Diagnostic and Statistical Manual of Mental Disorders of the 

American Psychiatric Association (DSM-2, 1968) has not provided a 

separate category for classification of depression in children. 

The classification of depressive disorders in children 

presents diff'iculties in that categories provided by the classific­

atory schemes do not correspond with findings of recent research. 

(See Section J.4) Furthermore, it is doubtful whether child.hooi 

depression may be classified validly in the same categories as 

adult depression, in that depression in children is not commonly 

seen in its adult form (Solnit, 1974; Anthony, 1976; Hersov, 1976; 

t1almqu:ist, 1976)~ Cf. Table 9 in the Appendix. 

Clinicians such as Graham (1974) and WerTy (1976) have argued 

that •true' depressive disorder, either unipolar or bipolar, is 

extremely rare in prepubital children; that what have frequently 

been called 'depressive disorders' in childre? by other clinicians, 

would more appropriately be designated 'Adjustment Reactions' in 

terms of the DSM-2, and 'Adaptation Reactions' in terms of the 

T'ri-a.Y..ial classificatory system. 

The consensus of clinical opinion tends towards accepting 

that· depressive reactions of children may be categorised as 

depression, although possibly differing from the adult form in 

being roore 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.l Summary of Class;fication of Depression in Cbildren 

The classification of childhood depression is problematic. 

It is doubtful whether categories provided by Tri-axial, ICD- 9 ,. 

and DS!i'l-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 • 

..... 

.;J 

.. 

' .. 

., 

I ,. 
I . 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

4·~9 fi:ETHODOLOGIC.A.L ISSUES CONCER.HiiiG THE S'l.'u"TJY (::'.! D"KPHESS!ON 
II.,I C1ITLJF:E?l 

The study of depression in children has been problematic 

because of ambiguity of depressive terminology, and because of 
( 

confusion 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 

J.l), 'reactive depression' and manic-depressive psychosis' (See 

Section J.J) has created problems in communication that has made it 

difficult to select populations of depressive patients for specific 

investigations, arid has hampered comparison 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 depression in children arrived at a 

conclusive syndromal description of childhood depression. Further 

confusion relates to depression having been i2rl"erred, in some 

instances, from disparate behavioural problems and somatic complaints, 

sometimes in the absence of lowered mood under the rubric 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 cli~..ical studies of patients, with obvious 

drawbacks in terms of objectivity and reliability. Controlled 

prospective studies, with the exception of that of Nissen (1973), 

were based on very small samples, or selected populations, such as 

children presenting with school problemso None of the studies was 

compared with epidemiological studies of behaviours manifested by 
,. 

•normal' 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 patients than among normals, but were not 

' 1 
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different amo:r...g patients with neurotic, antisocial and mixed 

diagnoses (Rutter and Graham, 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 

89. 

change with development, leading to children expressing their 

feelings or defending against them differently at various maturat­

ional levels (Solni t ,· 1974). Furthermore, children :night experience 

certain events, such as death or separation, differently f~om 

adults (Wolff, 1973), leading to emotional responses that do not 

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 response as 

being an equivalent of grief' or depression. 

Depressive feelings may accompany primary child psychiatric 

disorders other than depression (Rutter et al., 1970). 

lastly, what have been 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 

adequately 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. Associated with diagnosis is the need for reliable 

evaluations of home circumstances and psychosocial history, against 

wh:lch the clinical condition might be assessed. 

4~9 ~l Summary of Methodological Issues Concerning the Study 
of Depression in Children 

. Semantic ambiguity, lack of definl tional criteria and 

unsatisfactory study designs have been associated with the study 

bf depression in children, which is in itself intrinsically dif:t'icult. 
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4.lo COil"CLUSIONS COtl;:ER.NING THE DESCRIPTION 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 wi.th childhood 

depression in particular studies,. and this led to ~quivocal 

findings. The following conclusions, based on trends rather than 

on substantiated data, are tentatively advanced. 

Depression, analogous to depression in adults, was described 

.. in children over six months of age. Aetiology of depression wa.s 

uncertain, 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 stage they became vulnerable to bereavement. 

Depression in infancy was described as manifesting with 

depressive appearance, apathy, withdrawal, feeding and sleeping 

disturbances, weight loss and developmental retardation. In 

latency age child.re~ depression was associated with depressive 

mood change, somatic complaints, social withdrawal, relationship 

problems, sleep difficulties, weight and appetite change, self­

depreciation, school problems including school refusal a~ problems 

with schoolwork, tiredness, lack of energy, apathy and running 

away i'rom home. It was considered that there might be a progressive 

shift towards adult depressive S"Jmptomatology 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 belonged. The 

association of completed suicide with depression was considered to 

be an important feature of depression in adolescence. 

The concept of •masked' depression, in which inferred 

depression was apparently defended against with behavioural or 

somatic symptoms, was not considered to be corepatible with 

• I 
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depressive disorder. Nor was there considered to be evidence for 

associating angry~ disruptive, antisocial behaviour with depressive 

disorder in children. 

Depressive disorder in children, as in adult~ was considered 

to be cha:racterised by a cessation of active coping with the 

environment, withdrawal of emotional concern into the self, with 

lnisery, frequently accompanied by feeli·ngs of low self-esteem .. 

Differences between depression in children and in edults appeared 

to lie in childhood depression being more transient and more tied 

to specific situations, greater somatic izrrolvement, and less 

evidence of suicide and. cognitive factors, the younger the child. 

The epidemiology of depressive disorder in children is 

uncertain. 

Criteria for the diagnosis of depression in children have not 

been established.· Diagnosis-of depression in children has been 

based most frequently on the criteria used for diagnosing depression 

in adults. 

The classification of childhood depressive disorder is 

problematicc Categories provided by classificatory systems are 

. unsatisfactory in terms of research findings. Furthermore, it is 

uncertain whether childhood depression should be classified with, 
I 

·or apart from adult depression. I 

In rare instances bipolar depression may be found in older 

children. This has been reported to manifest vii.th mood swings, 

increased psychomotor activity, and may on occasion have been mis­

taken for hypera~tive syndrome. Bipolar depression has been found 

in. children with strong family histories of affective disorder. 

The study of depression in children has ~een handicapped by 

ambiguity of depressive terminology, lack of defining criteria, and 

methodological problems in studies of depression. Until such time 
,. 

as greater precision in research is possible, the picture is likely 

to remain blurred. 
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5 

TREATIUENT OF C:-ITLDHC>OD DEPRESSION 

The treatment of .depressed children is related to the nature 

of the signs and symptoms, the severity of the disorder, and 

physical, psychological and environmental factors that might have 

been associated with the aetiology of the depressive disorder. 

' Most important is the child himself, his maturational level, his 

personality with its strengths and weaknesses, his place in the 

family, and his place in the greater community. 

Treatment may involve any or several of the following 

procedures: individual psychotherapy with the child, group therapy, 

parental counselling, family therapy, counselling or collaborating 

with the school teacher, remediation of specific disorders that 

might be associated with depression, treatment of possible 

associated organic pathology, ar..d antidepressant medication. Its 

goal is symptom removal, helping the child to cope more adaptively 

with his needs and the demands of the environment, and where 

indicated, modification of the environment to accommodate the 

child .less stressfully and vrith more understanding. 

Treatment of the ·depressed child commences with a pb..ysical 

examination and the taking of a psychiatric history. 

5.1 ASSESS1'.8NT OF DEPRESSION IN CHILDREN 

Assessment is based on the assumption that genetic, 

biological, psychological and environmental factors have interacted 

to have predisposed and precipitated depression in the child.(See 

S~.ctions J.6 and 4.6) Consequently, assessment aims at identifying 

presumptive aetiological factors. 

Assessm~mt may begin with a psychiatric history of the child, 

taken from one or both of the child's pe.:t•ents 9 or from the person 

in whose care the child has been placed. It is directed towards 

gathering the following information: 

/ 
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i·.- \:inether there has been a family history of affective disorder, 

from wl"'.d.ch the parents might suffer, and to 7V1:>..ich the child might 

have inherited a predisposition; 

2~ The family's ethnic origin, religious persuasion and socio­

economic level, for establishing whether the family is functioning 

as an integrated member of the community; if not, this could be a 

source of stress to a school-going child who might have difficulty 

reconciling :his life outside the family with his life within 

the family; 

J. Size of fanily, relationships between members and home 

atmosphere, vrith the aim of locating stressful factors in the ho~~, 

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 family member, move of house, or removal of the child 

from home for a period, about which the child might have unresolved 

conflicts; 

5. The child's personal history, including his very early develop­

ment, temperament, ways of responding to stress, interpersonal 

relationships and behaviour at home and at school; such information 

would· delineate the child 1 s premorbid personality and level of 

functioning, and the extent to which it has changed; 

6. Birth injuries, head injuries and serious illnesses, which might 

have left stigmata that have bearing on the child's condition; 

7. School record, including s.cholastic competence, possible 

learning problems, classroom adjustment and relationship with peers 

and teachers; 

a. Extramural 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 it is fairly recent, and whether it conforms to 

a pattern of family illnesso It should cast light on ways of 

responding that might predispose to depression, areas of psychol­

ogical vulnerability, areas of conflict, and stressful factors. 

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 whethe:r a child with 

the symptom of poor school adjustment had problems with bis.peers, 

his lessons, or in leaving home. 

A family diagnostic interview is of value in identifying 

family beliefs, attitudes and ways of relating that might have 

bearing on the child's psychiatric disorder, and on his potential 

far recovery: the child's condition might be associated pr:i~rily 

With family dynamics. 

Psychological testing, particularly intelligence testing, is 

always necessary w'ith child patients. For example, a child of low 

intelligence or a child who has a learning disorder, might not be 

able t.o keep up with. the academic level of the class, or might 

not be able to satisfy parental expectations, leading to the child 

giving up or withdrawing. Projective tests can illuminate intra.­

psychic and interpsychic areas of conflict. 

A medical examination is performed to exclude organic 

conditions which might underly apparent depression, or which might 

be associated with secondary depression.(See Section J.1.2) 

When the nature of the depression has been assessed, and the 

clinician 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 depression were related to intrapsychic conflicts or peer 

relationships, individual therapy might be ·a; more useful starting 

point; if the depression were severe, particularly if there were a 

family history of depressive disorder, antidepressant medication 

may be indicated~ Problems in all areas of functioning, home, school, 

personal problems and specific symptoms require therapeutic attention. 

5.1.1 Summary of Assessment of penression in Children 

Treatment of the depressed child con:mences with assessment of 

the child, his family and his greater social environment. Optimally 
·, 

assessment involves a psychiatric.history taken from the parents, 

·' 
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a report from the school, a. report from the family doctor, 

interview with the child, psychological testing, medical examin­

ation, and a family diagnostic interview. Assessment confirms 

diagnosis, casts light on issues which might have precipitated 

depression, might be maintaining it, and might predispose to future 

psycbiatn.c disorder. 

Treatment procedures are formulated on the basis of under­

standing gained from assessment. 

5 .2 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 (Anthony, 1975). It has been suggested 

that with intensive psychotherapy the child's ego might be 

strengthened '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 

prevented (Mossa, 1974, page 107). 

With young children, pS"'JChotherapy most appropriately takes 

the form of pla;y therapy, with the child 'playing out' conflicts 

and gaining insight through the medium of play, possibly with the 

, assistance of the therapist communicating to the child her 

perception 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 (B9dtkar, 1972). 

Mossa (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 lift depression. 

Solnit (1974) and Toolan (1962, 1974), believed that depressed 

children and adolescents might be resistant to treatment because 

t~eyfearod experiencing depressive feelings, and that they defended 

against experiencing such feelings in their daily li7es. 
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'In the course of the treatment, the u.~derlying depression 
becomes tn'lcovered, and with the support and interpretive 
assistance of the therapist the child is able to feel and 
cope with the depressive reactions. The interpretation of 
the defences against these sad feelings and sense of loss 
and helplessness will gradually enable the child to 

1 
reexperience :b..is depressive reactions and work them tr..:rougli. 
(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 

therapeutic relat~onship 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 

to be highly significant in assisting the child to accept 

aggressive feelings over impending loss of the therapist without 

guilt, a.-rid to und_erstand 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 con·flicts and 

mala.d~pti ve coping Vii.th loss, it has been suggested that there are 

children wh<Ee depressi.ons might 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 phobic 

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

self-esteem. ~~th 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; I.ewinsohn, 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 relationship might be formed with the therapist, 

was considered to be advisable (Pronnner, 1968; VIosse, 1974; 

Anthony, 1975 ). 
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5 ~2 .1 SuI'.llI!ary of Psychotheran•r of Den,:ressed C"ni ldren 

Psychotherapy of dep-ressed children may be directed towards 

supporting the child, facilitating insight into concerns and 

conflict_s, and strengthening the child's ego so as to help the 

child cape more adaptively >lith frustration and loss. 

\There the child has deficits in social skills or has phobias, 

behavioural training or behaviour therapy may be indicated. 

In cases of severe depres-sion, hospitalization may be 

indicated. 

5--.3 GROUP THERAPY OP DEPRESSED CHILDREN 

Depressed children may be treated with group psychotherapy 

in place of, or together with)individual psychotherapy. 

Mosse (1974) reported that all her depressed child patients 

were initially treated with individual psychotherapy, after which 

many were placed iri 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 li - 2 hours in groups of approximately the 

same age. A prepared story, relevant to the problems of the group, 

arcertain of its members would be told in weekly installments. 

The story would be reconstructed by the group; first in retelling, 

then in some artistic medium on the next occasion, before the 

following installment would be told. Frommer reported particular 

success using this method with imnatu:re and socially inadequate 

children-. 

97. 

Van de Ie.nde (1972) reportBd. success with depressed adolescents 
" in a Dutch therapeutic communitya Groups provided opportunity for 

the mourrdng process to be shared by others in the same phase. 

The expression of aggression was facilitated in adolescents corning 

from •aggression-deprivation' families in which aggression 

was considered to have been associated with 'object loss', and 

therefore tlirned inwards against the self. (See Section 2.1.1) 
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5. J.l ~48.rv of Gro;1p P§"'.rchotherapv- of De'Oressed Chi 1d.,..en 

Gxoup psychotherapy has been found to benefit depressed 

children, particularly where the children were irrmature or 

socially inadequate. Group interaction was considered to elicit 

socially adaptive behaviours that mill tated against depression 

in adolescents. 

5 .4 FAJHLY LTAliAGEf.'.EHT OF DEPRESSED CFJLDREN 

Depressed children were frequently found to be experiencing 

considerable stress in their homes. Factors such as unrealistic 

parental demands, marital disharmony, 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 

pathoiogical modes of interacting were associated with the child's 

dep~essive disorder, family therapy might be indicated (Dare and 

I.eared·, 1972). Where a parent was psychiatrically ill, parental 

treatment was considered to be necessary, in certain cases, for 

recovery of the child (Frommer, 1968). 

In instances wle:e inadequate or destructive home environments 

were anticipated to perpetuate depression in a child, removal of 

98. 

the child from home might be indicated (Rl:'ommer, 1968; Mosse, 1974 ). 

F.r'ommer (1968) emphasised that family management could not be 

a substitute for treatment of the child; the child required to be 

treated independently. 

5.4 9 l ~ucy:ary of Fam; ly Kanagement of Depressed Children 

Family management in the form of counse:J_ling, parental 

psychotherapy or family therapy might be necessary for recover-y of 
. the child·. Family management was not considered to be a substitute 

for treatment of the child (Frommer, 1968 ). In certain instances 
' 

removal of the child from the home might be indicated• 

•• 
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5~5 RErtlEDIATIO:N OF SY11PT01."iS. OF DEPRESSED CHILDREN 

SymptoIT~ such as enuresis, encopresi$, tics, learning 

disorders and other symptoms associated with depression, frequently 

require to be actively treated. Without treatment, they might 

linger on :for months or yea:rs, independently of the depression, 

upsetting and embarassing the child. 

V1'here depression has been associated with scholastic problems, 

it was considered to be important to remediate the child in the 

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, i968; Moss, 1974). Frommer argued that neglect 

of remediation could lead to an 

'intractable series of relapseso Children depend even more 
on their capacity to function normally 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 life if it is not relieved.' 
(F:rorrnner, 1968, page lJJ) 

5.5.1 Summary of Remediation of Symntoms of Depressed Children 

Where children have specific symptoms such as enuresis, 

encopresis, tics and learning disorders associated with depression, 

it is frequently necessary for the symptoms to receive specific 

treatment. 

5.6 PHARMACOLOGICAL TREATMEl;T OF DEPRESSED CHILIBE.N 

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 -rr.ay be of benefit 

(Pearce, 1977). In cases of clearcut depressive disorder leading 

to impaired fi.mctioning, several clinicians considered a trial of 

of anti-depressant medication to be indicated (Frommer, 1967,1972; 

Stack,1972;, l'leinberg et al.,1973; Anthony,1975; Hersov,1976; 

Pearce,1977). Furthermore, it has been proposed that regardless 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

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 

Kuhn, 1972; Polvan and Cebiroglu, 1972; Weinberg et al., 1973). 

The majority of clinicians advocating pharmacological treat~ent 

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 disorders. 

Frommer (1976,1968,1972) and Stack (1972) considered monoamine 

ox:i.dase 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 dep~essed child. 
-. 

Furthermore, they advised that where one type of antidepressant 

drug was not effective, another type of antidepressant should be 

given a trial. In some intransigent cases of depression, Fronnner 

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 reported to have been beneficial. 

Antidepressant medication usually has a lag of ten days to 

three 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 

(Frommer, 1968). 

Children with severe mood swings, possibly early. manifestations 

of bi-polar depression, are considered to have been helped by lithium 

preparations (Frommer, 1968; Ann.ell, 1969; Stack 1 1972; Gram and 

Rafaelson, 1972; White and 0'Shanick, 1977). 

Electroconvulsive therapy (E.C.T.) has been used for the 

treatment of depressed children in rare instances. Frommer (1968) 

reported having used it in the treatment of two girls, aged 12 and 

15 years, who \Vere actively suicidal, and where the risk of E.C.T. 

was considered to have been warranted. 

• 
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Cliniciari..s advocating the use of medication for depressed 

children have generally empasised the i~portance of treating the 

lol .. 

underlying psychogenic cause of the depression. The value of drug 

therapy was considered to lie in accelerating the healing process, 

and in making severely depressed children receptive to active 

psychotherapy (Frommer, 1968; Weinberg et al., 1973). Polva.n and 

Cebiroglu (1972) pointed out that while theoretically the 

treatment of childhood depression should lie in helping the child 

in his fa..""lily 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. 

5. 6.1 Sum.mary of Pharmacological Treatment of Deurecsed Ch:lldr_.e.y 

Tricyclic antidepressants and monoamine oxidase inhibitors 

.have been used in· the treatme~t of .depressed children. Th9ir 

value was considered to lie in accelerating recovery, and maldng 

depressed children accessible to psychotherapy. I;:edication was 

not considered to be a substitute for resolving conflicts 

associated with childhood depressive disorder. hledication was 

advocated most strongly in cases of severe depression associated 

with impaired functioning. 

Lithium 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 FROGIDSIS OF DEPRESSION IN CHILDREN 

repression in children has been considered to be a serious 

disorder that should not be regarded as a transient phase of 

normal experience and development. FroIP.mer (1968) observed that 

untreated children might remain ill for protracted periods, often 

being subjected to intensive organic investigations of associated 

somatic symptoms. Pearce (1977) proposed that depressive disorder 

might lead,to the development o:f unhealthy patter:ri...s of behaviour. 

; 
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Anthony (1975) claimed that unless the neurotic conflict underlying 

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 

of childhood depression. It has been suggested that children who 

were depressed as infants frequently manifested disturbances in 

affecti.onal relationships and conduct disorders at later 

developmental stages (Bowlby, 1952; Goldfarb, 1955). Bowlby, (1965) 

described the typical features of such children as including:l 

•superficial 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 normal -
a curious lack of concern; 
deceit and evasion, often pointless; 
stealing; 
lack of concentration at school.' (Bowlby, 1965, page Yf) 

Infant depression was not considered by these authors to be 

continuous with depressions in later life. 

Nissen (1973) performed a ten year follow-up study of 105 

.depressed children. (See Section 4.2.l) Of the 105 subjects,47 

percent developed 'neurotic depressions', 7 percent developed 

•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 

b:tween 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 

psychiatric hospital. Their investigation failed to show a 
significant relationship between depression in childhood and 

1cf. the case of Amanda in, the Appendix. 
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depressions in later life. 

A follow-up study of c.b.ild psJchiatric patients by Dahl (1972) 

indicated lack of continuity between childhood symptoms and adult 

depression. 

Present information suggested that childhood depression is not 

continuous irlth adult depression. However, definitional problems 

and lack of diagnostic criteria for depression have not permitted 

conclusive evaluations to be made. Furthermore, the majority of 

mildly depressed ch,ild.ren, probably forming the bulk of depressed 

children, have possibly tended to be regarded as 'good' 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 depression (Anthony and Scott, 

1960; d'Elia and Perris, 1972; Carlson, 1977; 1.1hite and O'Shamck, 

1977). 

5.7.1 Summary of Prognosis of Depresston -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 between childhood depression and depression in adults 

have not been foundo Definitional problems and lack of diagnostic 

crlteria do not allow conclusive evaluations to be made. 

Isolated studies have suggested early onset bipolar depression 

to be continuous with adult bipolar depression. 

5 .a CONCLUSIONS CONCERI'f[NG TRE TREATr.a:n OF CHILDHGOD DEPRESSION 

Treatment of the depressed child is related to the nature of 

the signs and symptoms, the severity of the disorder, and physical, 

psychological and environmental factors that might have been 

associated with the aetiology of the depressive disorder. Most 

important ~s the child himself, his maturational level, his 
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personali t-..r with its strengths and weaknesses, his place in the 

family and his place in the greater corrrmunity. 

Treatment of the depressed child commences ~1th assessment, 

optimally invo.lving a psychiatric history taken from the parents, 

104-. 

a report from the school, a report f'rom the family doctor, interview 

With the child, psychological testing, medical examination, and a 

family diagnostic interview. Treatment procedures a:.re formulated 

in eccordance w:i th information gained :froai assessment. 

Treatment may involve any or several of the following 

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 mig..~t be advisable. 

The aim o:f treatment is symptom removal, helping the child to 

cope more adaptively with his needs and the demands of the 

environment, and modifying the environment to accommodate the child 

less stressfully. and with more 1mderstanding. 

Prognosis of childhood depression is uncertain. Although 

studies 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 present uncertainty about the treatment of 

depressed children and their prognosis. Isolated theorists, for 

example Frommer (1968) and ?ilosse (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 benefit from medication and at·what maturatior..al 

stages. To a great extent uncertainty about treatment relates to 

uncertainty about the syndrome itself. It is not yet possible to 

talk of ~reating depression in children: it is the child who is 

depressed that is being t'reated. 
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CONCLUSIOf!"S cor;cE.2NIKG DEPRESSION IH CHILDREN 

A review of the literature of depression in children has 

indicated childhood depression to be a vague, ill-defined area. 

l C5. 

There is no clear picture of symptomatology, no accepted criteria for 

diagnosis, understanding of aetiology is speculatory, and knowledge 

of course, treatment and prognosis is uncertain. As yet there has 

been no agreement about the nature of depression in children: 

whether it is analogous to depression in adults, or different, 

whether depressive affect is overtly manifested~ or whether it is 

•masked' by somatic or behavioural equivalents. 

To a certain extent this con.fusion mey be attributed to 

ambigUi ty o:f the terminology of depression, which has contributed 

towards definitional diff'iculties, both of which have been 

associated with methodological problems in studies of depression. 

These factors have inhibited assembling a common body of in.forrration 

about depression that could be tested and validated. 

There a.re difficulties inherent in the study of depression in 

childre.n, in that clinicians are largely dependent for information 

on parents and teachers, who might give selective attention to 

differing symptoms, describe what they observe in idiosyncratic ways, 
\ 

and interpret it according to varying assilll'.ptions. Fuxther 

difficulties stem from depression being inferr'ed from behaviours that 

might reflect disturbances other than depression. Children's 

behaviours change with development, and different behaviours might 

represent different feelings at different ages. Stimuli too might 

affect children in varying ways at changing maturational levels. 

Clinicians have recently proposed guidelines for diagnosing 

'depression in children, and so arriving at a corr::non definition. Some 

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, 

proposed ,that a large-scale analysis should be made of children with 
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anhedor~a as a starting point fer the definition of depression 

in children. The Committee of the Center for Studies of Child and 

Farrl.ly Health of the National Institute of r;:ental 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 (Dneck ·et al., 

page 153). These proposals may be criticized in havi.ng been a priori 

derived from children already considered to be depressed. 

106 .. 

The author considers that it would be more substantive to 

formulate criteria 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 implicitly, conceptualised depression in terms 

of cessation of active coping vii th the environment, wi thdrawa.l of 

emotional concern int'b 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 

implications of a specific nature, the persp·ecti ve of diagnosis of 

depression in children changes. ~.rmptow$ 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 vri th 

lowered mood and sadness, they point to depression. When wi thdravring 

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 o:f 

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 childreno (See Appendix)~ 



Univ
ers

ity
 of

 C
ap

e T
ow

n 

1c7. 

With th.is perspective, depression in children is considered 

to be analogous to depression in adults 9 but con.sori...ant with the 

maturational level of the child, coloured by the child's interests, 

a.rrl marj_fested in the activities vri th 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 vrhat is 

conventionally denoted by depressive disorder. Such behaviou::-s are 

not considered to be mo.sks of depression, even when accompanied. by 

depressive feelings. 

The concept of 'masked' depression is considered to be 

irrelevant, 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 fluctuate, 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 possible 

differences between mild depression and severe depression in children~ 

such as occurs in adults. (See Section J.3) This may represent an 

important avenue for future research. 

Issues such as aetiology, course, treatment and prognosis of 

depression in children. must await a clearer definition of the 

syndrome. before clarification will be possible. 
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APPENDIX 

\ 
\ 

\ 

PIWT STUDY OF 'DEPP..ESSIO!J IH CHILIREN 

1C8 ~ 

Abstract: lta.nifestations of depression iVere investigated in 
a sample of 18 children aged 3t - 16 years, referred to a 
mrlversi ty child guidance clime. Aetiology, symptomatology, 
treatment and prognosis were ana~ysed. Incidence wa3 discused. 
Guidelines for diagnosis of depression in children were 
tentatively advonced. Sample size was considered too small 
for generalization. 

The manifestation of clir..i.cal depression in children is 

controversial. In spite of a growir..g body of literature on the 

subject, there is limited agreement between clinicians regarding 

the nature of the syndrome. By some it is considered to be 

analogous to depression in adults. By others it is considered to 

be_ qualitatively different. Certain clinicians, such as Graham 

(1974) and Werry (1976) have expressed doubt that depressive 

disorder occu:rs in children in any but ver-J 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 tmcertainty 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 (Frormner, 1968). Prognosis has been considered good by 

some authors (Pearce, 1977), guarded by others (Nissen, 1973). 

·Aim of Study 

The aim of the study vas to investigate the manifestation of 

depression in children. Conventionally depression has been 

described as a syndrome characterised by lowered, unhappy mood, 

cessation of active coping with the environment, and withdrawal of 
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emotional concern i'nto the self, vri. th associated signs and 

symptoms that cannot be related realistically to environmental or 

physical events, in terms of intensity or duration. While acme 

descriptions of depressed children have been consistent with this 

picture (eg. Pearce, 1977), other descriptions have included 
\ 

disparate behaviours 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 ~as 

meant by depressive disorder. 

Subjects 

The subjects included 18 of 182 children who had presented at the 

University of Cape Town Child Guidance Clinic in 1977, and had 

been allocated to the author in a random manner. 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. F.i.ve of the children had feelings of 

unhappiness, misery and depressiono The clinical histories of these 

five children a.re summarised below. 

Clinical Histories 

Case 1: Ruth, aged Ji was referred by her father because of 
increasing tearfulness, often for no apparent reason. FaTily 
and personal historv: 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. 
When Ruth was 14 months old, mother was killed in a motor 
accident. ?.".a.ternal aunt moved into the home to look after 
Ruth and her sister Clo~. An intimate relationship developed 
betVleen mat.ernal 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. Stepn;other replaced 
father as Ruth's main caretaker, and weaned and toilet-trained 

I 
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Ruth, then 2~. Ruth becarr.e sickly, ran high temperatures, and 
was ~~bjectec to stressfu.l medical tests for several months. 
She had her tor~ils out in:rr;ediately after the birth of a baby 
brother, and a month later she was referred to the Child 
Guidance Cliri.ic. The family constellation at the time of 
prosentation consisted of father, aged 39, stepmother, aged 

110. 

34, Cloe, lJ, Brigitta, 11, Ruth, 3~ and Justin, 6 weekso At 
clinic interview stepmother complained of Ruth lacki.ng spirit, 
Vii thdrawing to her room, not enjoying playing, responding with 
tears to instructions such as to have a bath, waldng up crying, 
picldng at her food, not being able to relate to other children 
or stand up for her rights with them, and causing serious 
marital disharmor..y in that father tended to protect Ruth 
against stepmother. Ruth presented as a thin, frail child who 
remained immobile, mute and withdrawn as stepmother openly 
expressed hostility for her. D-tna.rnics: Clearly Ruth was a child 
who had sustained traumatic emotional losses, had :received a 
rejecting mother surrogate at a delicate maturational 
stage, and probably competed with her for father. Sha had 
experienced stressful medical attention, had lost her position 
as 'baby', had an operation, and was exposed at home to 
hostility from moth~r.and 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 needs 
of children and her responses to Ruth. With play therapy Ruth 
became animated, directing tremendous aggression against dolls 
in a 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 Guidar.ce 
clinic with the following emotional and behavioural problems: 
1.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.rejectir..g cuddling and not 
showing affection, 7 .sleep disturbance, a.autoerotic behaviour 
an:l stuffing things up her nose, 9.smacking another child .Vfhen 
smacked herself, :P .staring vacantly, and not answering when 
spoken to. Full neurological and developmental examination 
revealed developmental retardation; her intelligence was 
estimated as low normal. Famly and nersonal history: Amanda, 
aged 2f and her siste~ carol,aged J~ had been placed in 
Tenterden Place of Safety as •children in need of care' when 
their father was sent to an alcoholic rehabilitation centre. 
Mother was of low intelligence, had never been employed, and 
was ina.dequateo The family had no fixed abode • .Amanda a:rrl Carol 
were fostered to the same family, but Carol was returned after 
two months because it was clai~ed that she engaged in bizarre 
behaviour. Poster family had previously adopted a girl Kim, 
aged 8 and a boy Marthinus, aged 4i; they had been eager to 
adopt Arn.a'!'lda but adoption had been blocked by Amanda's father. 
At cli.nic 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 subsequ0nt 
play situation with fester mother and foster siblings in the 
clinic on the same day, Ama.:ida played vigorously, and with the 
chl,.ldren she was not mute. Dyri..amicG: .Amanda might have become 
ar.iacli~lcally depressed (Spitz, 1946) after placement in the 
institution; she might not have regained her trust in adults. 
Treat~ent: antidepressant medication was prescribed for ft.ma~da, 

but it was not ad!Ilinistered. ·.'ii th play therapy Amanda became. 
animated and talkative, playing out domestic activities such as 
mald..ng coffee, telephoning, and ~ossing' the therapist. 
Conflicts emerged in connection with her foster sibs attending 
school and sl1e being left at home, and she appeared to be 
competing with foster mother for foster fathero At home she 
was reported to be chattering to her foster parents and her 
symptoms were reported to have disappearedo 

Case 3: caroline, aged 7, was referred to the Child Guidance 
Clinic by her mother because of misery, crying and mood m·nngs. 
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 being with her sister and with adults. She also 
enjoyed ballet and art. Farnily history: Father was a 39 year 
old man who was su:ffering from Ankylosing Spondylitis that 
affected his spine and eyes. About four years ago he had become 
seve~ely ill, 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. I.'Iother was a 33 year old university graduate, whose 
work as a successful estate agent frequently took her from her 
family at odd hourso Susan, aged 9t in Std.II, was a popular, 
competent, successful child. There was a history of depressive 
illness in father's family. Personal hist~: Caroline had been 
an adaptable, healthy, sociable child with normal milestones. 
In her first year at nursel"J-school, aged J~, 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 ad.mi tted to an intellectually undemanding primary school, 
aged 6i, where her work was rated A+, but she nas not able to 
read. At clinic interview the fa'Ilily presented as concerned 
but rel~ed, 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 ~echsler Intelligence Scales, placing her in the 

'gifted child' range. Dvna.rriics: Fear and inability to make sense 
of her father's illness, and inability to fit in ~~th the other 

I 
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schoolgirls because of her extraordin.a:-ily high intelligence, 
might ~1ave precipitated loss of self-esteem a::c.d r:iise:ry in a 
child with high aspirations and a predisposition to mood 
disorder. Low mood might have been maintained by Susan's 
contrasting success and parenting tendencies. Treat~ent: In 
playthe1°apy Caroline expressed aggression, repeatedly er.acting· 
a scene in w~J.ch 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 scr~ol. 

Case 4: Shane, aged 12~ was referred to the Child Guid~nce 
Clinic by his housemother at St.John's Hostel because of 
recurrent 'black 1 moods with aggressive acting-out behaviour, 
of many years duration. Family and Personal History: Father haci. 
been jailed as an habitual criminal and Sha."e had never known 
him. Mother, who bad been married three times, had five childrent 
all of whom had been declared in need of care. A. c. V. V. 
records described h0r ·as being 'irresponsible' and a 'blatant lla.:r·'. 
Shane, and rds younger brother Baudrie, had spent their infancy 
in an environment of drunken debauchery and violence. After 
complaints of neglect and child abuse, the boys had been placed 
in foster czre, moved to Tenterden Place of Safetyt transferred 
to East London Children 1s Home, brought back to Cape Town to 
St.r,1ichael's Home, to be r:earer 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. L~other blai;e:itly 
favoured Baudrie, and repeatedly let Shane down. For several 
months Shane had refused to have contact with her. Shane's 
relationship with Ba.udrie was ambivalent in that he was fond and 
protec~ive of him and hostile and aggTessive at times. Shane 
made 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, unhap!J'J and 
angry. Treatrr.ent included counselling St. John's Hostel staff e.nd 
Shane's teacher on managing his behaviour and helping him with 
his problems, psychotherpay with Sha.~e, and cojoint meetings with 
Shone and Baudrie with the aim of improving sibling communication. 
Shane responded positively for some time. Then mother promised to 
make arrangements for him to leave the hostel and live with her, 
and let him downo Shane ran away from the hostel, and told the 
therapist afterwards that be had tried to be knoclrnd do\·,n and 
killed by a car on several occasions. He also tried to kill him­
self by riding down a steep hill on a bicycle vdthout brakes. 
He bega.."'1 carrying a knife and would remark that if anyone made 
hir:i angry· 'they would get it. 1 Dyr.ar.ri.cs: S'nane r.:iay_ have inherited 
a predisposition to psychiatric problems from his unstable pa.rents, 
and t~~s is likely to have been strengthened by early experiences 
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of neglect, abuse and p2rental violence, followed by a 
succession of' caretakers .. Shane's learni'P..g dif:ficul ty may have 
lowered his tolerance of frustr~tion. lifelong institution~lism, 
even over holidays, evoked anger, depressive feelings, and 
probably feelings of worthlessr..ess. Such feelings are likely to 
have been exacerbated by bei!lg let down by his mother and 
having his brother fav-:mred. Shane is likely to have inter2cted 
with and modelled the aggression of other hostel boys. Finally, 
during the course of his life, Shane may have leaxned that black 
moods and tempers can be effective. in manipulating the environ­
ment a_nd in gaining recogni tione Shanes pa.rasuicides were vie;;ed 
as gestures of despair, but were considered to be angry puni ti Ye 

acts directed against the adults in his life rather than actn of 
final withdrawal. 

Case 5: Chiara., aged 16t, was referred to the Child Guidance 
Clinic b:y her mother for staying away from home without per:tlssion. 
Family Eistory: F8.ther was an advocate 1part-time lecturer; a 
cynical mar. of .Afrikaans orig-1 n. Mother was a bank person...'1el 
officer, of Italian descent and. Roman Catholic religion. After 
divorcing father, she had remarried and divorced again. She had 
emeshed relationshi.rs with the maternal grandparentn who lived 
close by, and w:i. th her cb.ildren, C'ciara, Ta..'1.ya, aged 14·L ani half 
brother Jevon, aged J;. Family interaction consisted largely of 
tantrumn, emotional blackr.1ail, inconsictent disci:;:-iline and 
frequent comparisons between the girls, with Chiara being more 
highly valued by her mother. Personal Iiisto~;: Chiara had been 
an unplanned baby, demanding and ~~llful, with advnnced milestones; 
she cried until she vomited. AB a young child she r.esisted going 
to beds was wakeful, had frequent nightrrP-res that resulted in her 
going to her parent's bed. From 2 years Chiara had tonsillitus and 
sinusitis, and had continued to have trouble after tonsillectomy 
at 7 years and antrostomy at 9 yea:rs. She had a history of frequent 
vague illnesses, colds that lasted too long, and attacks of 
dizzine~s and billiousness in her early teens, vntlch after organic 
investigations were attributed to emotional proble1J1.s. She had 
many headaches, and had to be stopped from taldng aspirins. As a 
child she was afraid of maey things; ter:iperamentally she was 
volatile, throwing tantrums and banging doors. Chiara bad enjoyed 
primary school at Springfield Convent, but disliked the'regiment~ 
ation and conformity' of Rustenberg, found classes boring, and 
frequently 'bunked'. Chiara was socially sld.lled, but, she had no 
lons-stcnding friendships. Her friends fell into diffeTent sub-
cultures, and she found coping With their different expec·i:;atior...s 
of' her taxing. Her boyfriend was a married pop star band r;;usician, 
and she was under considerable presstU'e to give him up. She had 
tried alcohol and drugs, but did not use them regularly. Before 
Chiara presented, she had run away fro:n her mother's home 9 had 
changed schools and had been give~ into her father's custody. At 
clinic intervier:_ Chiara presented as an att:ractive, plump girl, 
intelligent but emotionally i~mature, vho enjoyed ~enerating a 
reaction of 'what are we going to do about Chiara', but felt lost 
and uncertain of what to do about her life. Projective testi.ng 
reveal~d themes of ambivalence, inadequacy, alienation, depression, 
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violence, death and suicidal ideation, ivith a rigidly 
controlling superego, suggesting that she could become a 
suicide risk,. Dvnai;:ic s: C r.i.ara cigi.'lt have been temperamentally 
vulnerable as a baby (Rutter et al., 1964), grew up in an 
unstable home with an inconsisten~ e~-0tionally intrusive mother. 
Chiara's dizziness/nausea syndrome might have been relateQ to 
insecurity engendered by domestic unpredictability. It is 
probable that she never learned to control impulses or to 
resolve problems constructively. Acting-out and rur..ning away 
from home might have been related to a 'need' to break e.way from 
an emeshed family and find her ov.n identity (Erikson, 1954). 
Treatment: with individual psychotherapy Chiara became emotionally 
congruent, resolved con:flicts 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 

depressive feelings. 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; Bo\'flby, 1965). The remaining 

children Vlere considered to have been suffering from a conduct 

disorder and an adjustment disturbance, respectively. (See Table 9) 

Ruth, aged Jt, was diagnosed to be suffering f-rom 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. Althoug.r.~ Ruth's 

unhappiness might have be~n proportionate to her home situation, ber 

constellation of symptoms suggested her manner of hand.ling her 

unhappiness to constitute cessation of active coping with the 

environment and withdrawal of emotional concern into herself. For 

t~s · rea.son she was considered to be depressed rather than just 'l.Illhappy. 

Furthermore, with therapy, Ruth was able to reverse the process, in 

spite of her home circumstances remaining fairly unchanged. 

Amanda, aged 4t, was considered to manifest, in certain si tuat­
ions the signs of an earlier a.~aclitic depression (Spitz, 1946), 

probably associated with severe deprivation. Why she related to 
'• 

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

Depression ICD~9: Disturbance of emotions in childhood 

Depression 

with misery. 
Tri-axial Axis I: Neurotic disorder, ciepressiYe 

Axis II: Normal intelligence 
Axis III: I,Iajor environmental factor of 

emotional or attitudinal nature. 

I<D-9: Psychosis, origin specific to childhood, 
other (ap~Jchotic). 

Tri-axial, Axis I: Psychosis, other 
Axis II: Normal intelligence 
Axis III: Major environmental :factor of 

social or material nature. 

Caroline Depression ICD-9: Disturb&.~ce of emotions in childhood 
with misery 

Shane 

Chiara 
•· 

1. Conduct 
disorder 
with 
misery. 

2. Learning 
disorder 

Tri-axi~l,Axis I: Neurotic disorder, depressive 
.Axis II: Normal intelligence 
Axis III: Ho known associated or 

clinical factors. 

ICD-9 Disturbance of conduct, mixed disturb­
ance of conduct a~..d emotions. 

Tri-axia~ Reading retardation. 
Tri-axial,:Axis I: Conduct disorder. 

Other specific learning disorder. 
:Axis II :Normal intelligence. 
!Axis III: Any major environmental factor 

of social or material nature. 
1Any major environmental factor of 
emotional or attitudinal nature. 
Developmental disorder. 

Adjustment · ICD-9 Adjustment reactions with mixed dist~rb­
~nce of errntions and conduct. 

Tri-axial, A.tis I: Adaptation reaction. 
Aris II: Normal intelligence 
Axis III: Ho known associated or 

clinical factor. 

Table 9: Sum;nary of diagnoses an:i classifications of ceses with 
depressive features. 
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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 many regressive behaviours. Certainly Amanda 

formed a therapeutic relationship quickly and easily, and from that 

point she advanced to responding to her foster parents, with 

accompanying remission of other referral symptoms. Amanda was 

considered to be either recovering :from,or to bear residual stigmata 

of depression, in that, in spite of initial fil~te, non-responding 

behaviour with adults, she had played in an assertive a..~d involved 

ma:rm.er with her foster siblings, manifesting active coping and 

emotional involvement with the children. 

Caroline, aged 7, was considered to have been suffering from nri.ld 

depression (Kendell, 1976), because although there were times when she 

was reasonably happy, her prevailing mood was 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 and Carolin's mood swings suggested that she 

might have been manifesting early bi-polar depression (\';hi te and 

O'Shanick, 1977). 

Shane, aged 12-h was not considered to be suffering from depres.sive 

disorder. Although he was frequently miserable and had feelings of 

worthlessness. the feelings were of long-standing, and could be related 

to his upbringing, his relationship with his mother, and his· inability 

to achieve at school. Furthermore. he responded to these feelings with 

aggressive behaviour towards objects and people. Shane's para.suicides .. 
appeared to be an.gry a.ctions aimed at punishing the people who were in 

control of him, rather than gestures of withdrawal from life. Shane's 

interactions manifested intense involveruent with events and people, as 

opposed to cessation of active coping and withdrawal of emotional 

concern~ It was considered that to describe Shar~'s symptomatology as 

'mas}:ed depression' would have extended the meaning of depression 
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beyond that which is useful. 

Chiara, aged 16~, 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 u.~derstood in terms of adolescent 'inner turmoil' 

(Rutter, Chadwi.c le and Yule, 1976). 

Subject Referring Complaint Symptom 

Ruth increasi:ng tearfulness Iack of spirit, ri thdraw-lng, not 
enjoying play, tearfulness on waking, 
disturbed peer relationships, ina.bi li ty 
to show aggression, feeding problems. 

Amanda multiple emotional and staring vacantly, selective mutism with 
behavioural problems adults, inability to laugh, rejecting 

cuddling, smackir>..g other children -;~ihen 

smacked, feeding problems, enuresis, 
disturbed sleep, auto erotic behaviour, 
stuffing things up her nose, messing 
and smearing faeces. 

Caroline misery, crying and misery, crying, n:nod swings, disturbed 
mood swings. peer relations, waladjustment at 

school, boredom, fear of crowded place$. 

Table 1 O: Sunrnary 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~imilar manner. Could 'tearfulness for no apparent reason' be equated 

with 'n:nod swings'? Could different pa.rents attach sigr~ficance to 

different behaviours? Such factors could account for the diversity of 

S-.{mptoms associated with depression in children. Amanda presented a 

qualitatively different picture from Ruth and Caroline. She was 

considered ~o have experienced a serious anaclitic depression, and it 

was possible thathcr regressive symptoms, such as faeces smearing might 
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have been associated with developmental retardation found in 

anacli tic depression (Spitz, 1946). lfone o:f these c.hildren presented 

with aches and pains associated with depression in children by some 

clinicians, for example, Frommer (1968) and Nissen (1973). 

Treatment was restricted to psychotherapy, and response in each 

case was rapid in terms of remi::3sion o:f symptoms- Estimated longterm 

prognosis o:f these children was guarded. Unless Ruth's family should 

enter family therapy, it was considered that she would continue to 

be exposed to stressful family interactions. Amanda was considered 

118. 

to be at high risk for developing the affectionless, a~tisocial 

personality associated with infantile deprivation and depression by 

Bowlh°'J (1965). Caroline was considered to be likely to respond to 

stress 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 s&ilple of 18 children 

seen by the author was 17 percent. This was a 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 irl th 

emotional, behavioural of scholastic problems. Of the children referred 

with problems, 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 di·sorder, 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 Clinic, three cases of depressive disorder were 

diagnosed. The children manifested lowered mood, withdrawal, anhedonia, 

appeared to be unable to cope with their er-vironments, and ha~ 

associated symptoms that could not be realistically related to 

environmental or phyJical events, in terrr~ of intensity or duration. 
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Conceptually their conditions were consistent with the view of 

depression being characterised by lowered, unh~ppy mood, cessation 

of active coping with the environment and withdrawal of emotional 

concern into the self. The disorde:!'.'s of the children were considered 

to be analogous w~th depression in adults, but differed in be1ng 

consonent with the developmental levels of the children. 

Depressive feelings were found in association with other. 

primary child psychiatric disorders. These disorders were not con­

sidered to be 'masked t depressions.• (cf. Rutter and Grar.i.am, 1968) 

Parents used differing tenns to describe what were considered 

to be similar symptoms. Because of such facto~s, it was considered 

that symptoms suggesting generalised withdrawal of energy from the 

environment (including symptoms such as social withdrawal, poor 

coping, problems With schoolwork, inhibition of play), representing 

change from previous behaviour, might provide a more reliable f;uide 

to the diagnosis of depression, than specific symptoms. 

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

·, 
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