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Depression

In recent years there has been an increase in research into childhood depression, and it is now recognised that depression can severely impair young people in many aspects of their life, school, peer and social relationships, and frequently persists into adulthood.

Depression: Cognitive Behaviour Therapy with Children and Young People provides an accessible guide to recognising and treating depression in young people. Based on a successful manual developed for research trials, this book presents an overview of a cognitive behavioural model for working with this age group, as well as practical ideas about how to start therapy. Topics covered include:


	engaging young people

	setting goals for therapy

	cognitive behaviour assessment and formulation

	solutions for problems practitioners may face

	encouraging parents and agencies to support therapy.


Depression includes case examples and practical tips to prepare the practitioner for working with young people. Information is presented in a readable and practical style making this book ideal for professionals working in child and adolescent mental health services, as well as those in training. It will also be a useful guide for people working in community services for children and young people.


Online resources:

This book contains worksheets that can be downloaded free of charge to purchasers of the print version. Please visit the website www.routledgementalhealth.com/cbt-with-children to find out more about this facility.


Chrissie Verduyn is Director of Clinical Psychology and Joint Clinical Director, Manchester and Salford CAMHS.


Julia Rogers is a Case Manager at Bolton CAMHS.


Alison Wood is a Consultant Child and Adolescent Psychiatrist at Pine Lodge Young People’s Centre, Chester. 
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“The CBT with Children, Adolescents and Families series, edited by Professor Paul Stallard and written by a team of international experts, meets the growing need for evidence-based treatment manuals to address prevalent psychological problems in young people. These authoritative, yet practical books will be of interest to all professionals who work in the field of child and adolescent mental health.” – Alan Carr, Professor of Clinical Psychology, University College Dublin, Ireland


Cognitive behaviour therapy (CBT) is now the predominant treatment approach in both the NHS and private practice and is increasingly used by a range of mental health professionals.

The CBT with Children, Adolescents and Families series provides comprehensive, practical guidance for using CBT when dealing with a variety of common child and adolescent problems, as well as related family issues. The demand for therapy and counselling for children and adolescents is rapidly expanding, and early intervention in family and school settings is increasingly seen as effective and essential. In this series leading authorities in their respective fields provide detailed advice on methods of achieving this.

Each book in this series focuses on one particular problem and guides the professional from initial assessment through to techniques, common problems and future issues. Written especially for the clinician, each title includes summaries of key points, clinical examples, and worksheets to use with children and young people.
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Dedication

This book is dedicated to Professor Richard Harrington. Dick worked as professor of child and adolescent psychiatry in Manchester from 1997 until his untimely death in 2007. Dick inspired major clinical research projects in Manchester and his special interest was in the treatment of adolescent depressive disorders. Dick’s undaunting enthusiasm, creativity and empowerment of others will always be remembered. 




1
Depression in adolescence

Until the 1970s it was generally believed that depressive disorders as seen in adults were rare in childhood. Depressive symptoms were considered a normal part of adolescence. Mood swings, low mood and irritability were seen as the consequences of developmental changes involved in the onset of puberty and adjusting to increasing independence and role changes. Studies in the 1970s and 1980s (Puig-Antich, 1982; Pearce, 1978; Weinberg et al., 1973) showed that depressive disorders occurred before adulthood. It is now recognised that depression can severely impair a young person in many important aspects of their life, school, peer and social relationships, and also will frequently persist into adulthood. In recent years there has been a significant increase in research activity in the area of depression in children and young people but still there are gaps in knowledge compared with the work on adults. The focus of research has moved away from the nature of depression in young people to recognition of the need for better identification of symptoms, referral on to appropriate services and delivering effective treatments.

In clinical use, the term depression is used to describe a cluster of symptoms involving significant changes in mood, in thinking and in activity. These symptoms persist and result in changes in personal and social functioning over a period of at least 2 weeks. Depressed mood may be accompanied by tearfulness and includes sadness and/or irritability with a loss of enjoyment of everyday activities. Children appear unhappy and may report feeling hopeless, helpless and miserable. Cognitive changes can include changes in ability to concentrate and attend to school work. Feelings of worthlessness, self-blame and a general lack of confidence are often present. In severe depression the young person may feel guilty and personally responsible for any past problems. This can be associated with suicidal ideas.

There may be changes in sleeping, eating, energy levels and motivation. Sleep problems may occur in a number of different ways but will involve a change from the young person’s normal pattern. There may be increased    sleeping, early morning wakening or insomnia. Appetite may increase, with comfort eating, or decrease. Weight loss or failure to gain weight may be noted.
Ella, age 14, lives with her mother and two older brothers. She has some good friends whom she has known since they started nursery together. She enjoys listening to music, chatting online, shopping, going to the cinema or hanging around in the local park with friends at the weekend. Things at home are fine. Her mother works full time in an office. She feels low from time to time and does not go out much. Ella and her brothers see their father every week. He lives about 2 miles away. He and their mother separated 4 years ago and he has a new partner and baby. The first thing anyone noticed was that Ella had become bad-tempered. She would get annoyed if her friends were late or had forgotten to do something. She had been in fights with another group of girls in school and the school contacted her mother. She was getting into trouble in class and was not doing her school work and homework. She didn’t want to go to school in the mornings and her friends stopped waiting for her at the bus stop. At home her mother had to get on to her about doing anything to help. When she was in she disappeared to her room and avoided being around at mealtimes. Ella could not talk to anyone about feeling that everything she did was bad or wrong or pointless and that no one liked or had ever cared about her. She found it hard to think straight at all.

A couple of months after the depression started Ella had an argument with a friend at school and walked out. The school phoned her mother and she and Ella had a major row. Ella felt completely hopeless and could see no future. She felt that she was just a problem making everyone’s life more difficult. She took an overdose of her mother’s tablets. An hour later she felt sick, panicked and went round to a friend’s house and told her what she had done. At the hospital she had to stay overnight for treatment. On the following day she saw one of the Child and Adolescent Mental Health Service (CAMHS) team, who also met her mother and talked to her head of year, with her mother’s agreement. The CAMHS worker helped her understand that she was depressed.


The presentation of a depressive disorder depends on the developmental stage of the young person. The ability to communicate about experiences can vary widely between young people. Cognitive development influences the symptom profile. For example, feelings of guilt, existential thinking, nihilism and morbid introspection are usually only described by older, more mature adolescents. Younger adolescents may show more dependent behaviour with parents than usual.

The origins of the depressive disorder and the particular way it presents itself will vary according to the circumstances of the individual but research has highlighted the following main areas of difficulty.   

Main features of depression in adolescents


Mood changes:

	sadness, misery

	irritability.


Negative styles of thinking:

	low self-esteem

	feelings of helplessness and hopelessness

	suicidal thinking.


Difficulties with social relationships:

	social withdrawal

	social skills problems

	social problem-solving difficulties.


Physical symptoms of depression:

	sleep disturbance

	appetite disturbance

	inactivity

	loss of interest, apathy.



The effects of depression are wide ranging, and involve changes in the young person’s behaviour, feelings and thoughts. Commonly a vicious circle is created, in which symptoms of depression enhance themselves. For example, inactivity leads to disturbed sleep and to increased time for worrying, both of which increase the symptom of low mood, which in turn leads to further inactivity. Lack of sleep and poor concentration can lead to problems with schoolwork and an increasing sense of failure. As for Ella, irritability and sensitivity can lead to arguments and difficulties in relationships which escalate and prove to the young person that they are hopeless, worthless and that no one cares about them.


Diagnosis of depression

It is now generally accepted that depressive disorders occur in children and adolescents and that these can be diagnosed according to adult criteria (Harrington and Wood, 1995). The two international diagnostic systems, Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 1994) and International Classification of Diseases   (ICD-10; World Health Organization, 1993) both categorise depression as mild, moderate and severe. ICD-10 puts the emphasis on symptoms whereas DSM-IV considers symptoms and functional impairment.

Both ICD-10 and DSM-IV require that symptoms be present for at least 2 weeks. ICD-10 describes depressive episodes as mild (F32.0); moderate (F32.1) and severe (F32.2 and F32.3). For each, at least two of the most typical symptoms (depressed mood, loss of interest and enjoyment, increased fatiguability) are required with the presence of at least three additional symptoms for moderate, and at least four, all of severe intensity, to be present for severe depression. Additional symptoms that must be present nearly every day are weight or appetite loss, sleep disturbance, observed restlessness or being slowed down, feelings of worthlessness, impaired concentration and morbid thinking or suicidal ideation. ICD-10 also includes a category for psychotic symptoms (F32.3).

DSM-IV requires the presence of five or more symptoms that result in significant distress or impairment in social, occupational or other important areas of functioning. In younger children psychosomatic symptoms such as abdominal pain or headaches may be prominent as well as separation anxiety, school refusal or failure to progress academically. In older children irritability, anxiety, motor agitation and social withdrawal feature more.

It appears that depressive disorder for children is different from that for adolescents. Children are more likely to have depression with another disorder (Alpert et al., 1999) and the diagnosis is commonly associated with major family dysfunction (Harrington et al., 1997).

It is now recognised that young people presenting with symptoms of depression that do not meet the threshold for diagnosis are vulnerable to developing full-blown depressive disorders. These young people with ‘subthreshold’ depression are more likely to become depressed than the general population (Costello et al., 1999). Depression is often encountered in young people following traumatic events such as assault or rape, where there are chronic family problems, where there is drug or alcohol misuse, aggressive behaviour or chronic school attendance problems. 

Severity of depression is rated according to the number of symptoms present and degree of impairment in everyday life. Symptoms vary with age. Depressive symptoms commonly exacerbate life problems in a vicious cycle.



Multiple problems (co-morbidity)

In specialist mental health services depression is rarely seen in isolation. Concurrent symptoms of behaviour problems or anxiety will be present in almost   all cases and between 50% and 80% of depressed young people will also meet criteria for another disorder. About 25% will have conduct or oppositional defiant disorder and a similar figure for anxiety disorder (Goodyer and Cooper, 1993; Angold and Costello, 1995). Other problems may have been present for several years. It may appear that the challenges presented by coping with difficulties in childhood become manifest as low self-esteem as the young person enters adolescence and is more acutely aware of their problems. The presence of multiple problems challenges successful intervention.

Depression can also be associated with physical illness such as diabetes, asthma or rheumatoid arthritis.

Some depressed young people use alcohol or drugs in an attempt to feel better. The after effects may compound difficulties for instance drugs such as cocaine may cause an irritable, depressed state (Barker, 2004).

Co-morbidity with other emotional and conduct disorders is common.



Suicidality and self-harm

Suicide or suicidal behaviour is associated with depressive disorders in adolescents (Kerfoot et al., 1996). Andrews and Lewinsohn (1992) found that adolescents who had deliberately self-harmed were 3–18 times more likely to be depressed than a control group. Pfeffer et al. (1993) found that non-depressed self-harmers had less suicidal ideation and less risk of future problems than the depressed group. Weissman et al. (1999) found that 7% of adolescents who developed a depressive disorder are at risk of committing suicide in their young adult years. Boys were more at risk of suicidal behaviour especially if they have a conduct disorder and alcohol or substance misuse (Shaffer and Craft, 1999). It is important for clinicians to enquire routinely about suicidal thoughts and self-harm and assess risk (see Chapter 10 for management of self-harm). 

There is a strong relationship between depression and self-harm.



How common is depression?

Adolescent depressive disorder is not uncommon. Fleming et al. (1989) reviewed early studies and found the level of prevalence ranged from 1% to   6%. More recent studies have confirmed this. In a national survey of children’s mental health (Meltzer et al., 2000), 4% of 5 to 15-year-olds had an emotional disorder (anxiety and depression). Most studies have found that depressive disorder is much more common in adolescents than preadolescents (Olsson and Van Knorring, 1999; Angold et al., 1998a). Meltzer and colleagues found that participants were 8.5 times more likely to have depression at age 11 to 15 compared to age 5 to 10.

Studies consistently show increased prevalence associated with social disadvantage including living with a lone parent, parental unemployment and parents scoring highly on questionnaires suggesting emotional disorder (Hill, 1995; Melzer et al., 2000; Corcoran and Franklin, 2002; Myers, 2000).

Evidence from several studies suggests that ethnicity does not have a significant impact on the risk of adolescent major depression after sociodemographic adjustments are made (Doi et al., 2001; Chen et al., 1998; Roberts et al., 1997).

Studies have estimated that as many as 75% of children and adolescents with a clinically identifiable mood disorder are untreated in the community (Andrews et al., 2002; Coyle et al., 2003). 

Between 1% and 6% of children will suffer from depression with rates increasing during adolescence.



Causes and factors in the development of depression

A substantial majority of young people experience depression in the context of long standing family and social difficulties, some with a clear precipitating life event and others with a slow deterioration in coping socially and in the family. In adulthood similar multiple pathways to depression have been described (Kendler et al., 2002).

It is most likely that the aetiology of adolescent, as for adult, depressive disorder is multifactorial. Theoretical models of depression include biochemical, genetic, psycho-social, and socio-economic frameworks. Some are summarised below.

Biochemical theories, such as the monoamine hypothesis, describe how underactivity in brain amine systems causes depression. Carlson and Garber (1986) proposed that too little serotonergic activity resulted in agitated depression and too little noradrenergic activity results in lethargic depression. This is discussed further in relation to use of medication in treatment of depression .

Genetic studies have indicated that genetic predisposition plays a more significant role in bipolar disorder than in unipolar depression (Kendler et al., 1995).  

Children who develop major depression are more likely to have a family history of the disorder, often a parent who suffered depression in adolescence. This is unlikely to be owing to genetic influences alone (Harrington et al., 1997). Environmental and familial factors play a significant role in the aetiology of adolescent depression. Harrington (1994, 1999) argued that family factors are more widespread than a genetic factor in the development of adolescent depression. Parental depression can impact directly on the child’s early environment as symptoms may cause impaired parenting skills, lack of warmth or hostility to the child (Goodman and Gotlib, 1999). Parental depression is associated with marital discord (Quinton and Rutter, 1985). Asarnow et al. (1988) found that young people who had inpatient treatment for depression had worse outcomes if discharged to families with high levels of expressed emotion than those with a less critical family.

Harrington (1999) discussed the importance of bi-directional influences. Children with problems are a stress to their parents. There may be depressed thinking about their competence as parents. Negative cycles of interactions can develop and exacerbate parental depression (Hammen, 1991).

The social environment outside the family may also be influential on the development of depression in adolescents. Acute life events, including problems with peers and bullying may contribute directly (Harrington, 1992). Maternal depression is associated with social deprivation (Fergusson et al., 1995). Parental unemployment, poor housing, poor support networks and poor standards of living are all associated with increased risk of psychological disorders (Mental Health Foundation, 1999).

Once a young person is depressed, environmental factors associated with development of the disorder such as family relationship problems or school failure may then escalate and impair chances of successful recovery. 
Biochemical, genetic, psycho-social and socio-economic influences have been identified as contributing factors to the development of depression.



Course of depression

The majority of young people with a depressive episode will recover. Around 10% of depressed young people will recover within 3 months and a further 40% within the first year. At 2 years about 20% remain depressed (Harrington and Dubicka, 2001; Goodyer et al., 2003). About 30% of individuals will have a further episode within 5 years (Fombonne et al., 2001).

Longer term, depressed young people are likely to suffer from depression in adulthood. Harrington et al. (1991) in a follow-up study found that depressed young people had four times more episodes than the non-depressed group after the age 17 years.

Characteristics of the original depressive episode can, in part, predict   future risks. Children who are older at first episode are more likely than younger children to experience depression in adulthood. Relapses may be because of environmental factors (Asarnow et al., 1988) or parental depression (Radke-Yarrow et al., 1992; Hammen, 1991). Pfeffer et al. (1991) found that those who attempted suicide, when compared with a control group, were ten times more likely to have a depressive disorder within the 8 year follow-up. Fombonne et al. (2001) quoted rates of attempted suicide of 44% and completed suicide of 2.5% at 20-year follow-up. A small number of individuals will go on to develop bipolar affective disorder.

Depressive disorders can affect young people’s functioning after the mood disorder is resolved. There is increased risk of illness, interpersonal problems, suicidal behaviour and substance misuse (Birmaher et al., 1998; Ryan et al., 1987; Weissman et al., 1999). 
The majority of children with depression will recover although 1 in 5 will still be depressed 2 years after onset. Longer term, young people who have been depressed are much more likely than those who have not to experience depression as adults.



Treatments for depression
Young people’s rights and the treatment context

In the UK, it is good practice and a legal requirement for young people themselves to provide consent to treatment if they have sufficient understanding to fully understand what is involved. They have a right to confidentiality in health care in their own right which can only be breached by health professionals if there are justifiable concerns about the young person’s welfare for instance risk of self-harm. In practice, parents or legal guardians are frequently responsible for supporting young people in seeking access to mental health services. Working with parents and carers is a crucial element of working with all aspects of a young person’s problems and as such their consent and contribution will also be important. 
Young people should provide consent to treatment in their own right.



Medication

The monoamine hypothesis proposed that depression can result from underactivity of monoamine neurotransmitter systems in the brain (Deakin   and Crow, 1986). Support for this hypothesis comes from observations that drugs which inhibit monoamine reuptake have an antidepresssant effect. There are three main groups of antidepressant medication which bring this about: tricyclic antidepressants, selective serotonin reuptake inhibitors (SSRIs) and monoamine oxidase inhibitors. In addition, two other groups of medication may be indicated in the management of young people with severe depressive disorders. These are the mood stabilisers and the atypical antipsychotics.

For the UK, the National Institute for Health and Clinical Excellence (NICE) Guideline (2005a) recommends that antidepressant medication should not be used for the initial treatment of children and young people with mild depression. For children with moderate depression, assessment by a child and adolescent mental health specialist and the offer of psychological interventions are regarded as first-line treatment. Antidepressant medication, in combination with psychological interventions is recommended if there is no response. The guideline recommended fluoxetine (an SSRI) as the medication of choice. For young people with psychotic depression, augmenting treatment with antipsychotic medication should be considered. Prescription of medication should occur only following assessment by a child and adolescent psychiatrist.

Selective serotonin reuptake inhibitors (SSRIs)

The five SSRIs are fluoxetine, paroxetine, fluvoxamine, citalopram and sertraline. In the 1990s the SSRI group of antidepressants replaced the tricyclic antidepressants as first-line medication treatment for children and young people suffering from depressive disorders. Evidence accumulated for their benefit in the treatment of various childhood psychiatric disorders and in 2002 Emslie and colleagues (2002) demonstrated the superiority of fluoxetine over placebo in the treatment of depression in children and adolescents. In 2003 a meta-analysis of efficacy and unwanted effects raised doubts about the balance of benefit for these drugs (Khan et al., 2003). Common side effects of SSRIs include nausea, sleep disturbance, agitation, sexual dysfunction and weight gain. Discontinuation of SSRIs with a short half-life, for instance paroxetine, commonly results in a withdrawal syndrome. Concerns were raised specifically regarding paroxetine having the potential for increase in suicidality.

In 2003, paroxetine was withdrawn for use with children and adolescents by the UK Committee for Safety of Medicines and later, in the same year, concerns about the limited evidence base for the effectiveness of SSRIs as a group led to withdrawal of all drugs in this class for use in those under 18 years of age with the exception of fluoxetine.

The debate about the risks and benefits of SSRIs for adolescent depression has continued. A meta-analysis of data submitted to the US Food and Drug Administration submitted for marketing approval of the six most widely prescribed antidepressants between 1987 and 1999 including unpublished data showed that drug-placebo differences in antidepressant   efficacy increase as a function of baseline severity but are relatively small even for severely depressed patients (Kirsch et al., 2008). A further metaanalysis of all randomised controlled trials (RCTs) involving depressed young people under the age of 20 generated 29 studies meeting criteria. Meta-analysis showed a modest pooled drug/placebo response rate ratio (RR=1.22, 95% CI 1.15–1.31) with little separation between antidepressants. Fluoxetine emerged as more effective in adolescents. More studies of severely depressed suicidal patients are needed (Tsapakis et al., 2008). These two meta-analyses confirm that there is a place for fluoxetine in severe adolescent depression preferably alongside psychological therapy with close monitoring and further research is required.

Tricyclic antidepressants

A meta-analysis of studies examining the use of tricyclic antidepressants in the treatment of childhood depression confirmed their lack of efficacy with this age group (Hazell et al., 1995). The side effect profile of the tricyclic antidepressants is unacceptable. Common side effects include dry mouth, blurred vision, constipation and sleep disturbance. Cardiotoxicity is a major problem with overdose. There are now no indications for their continuing use in treatment of depressed young people.

Mood stabilisers

This group includes lithium, sodium valproate, carbamazepine and lamotrigine. Lithium has traditionally been the agent of first choice in the treatment of bipolar affective disorder. Much less is known about the use of lithium in children and adolescents but there is some evidence that it is effective (Geller et al., 1998). As lithium requires monitoring of serum levels and has a problematic side effect profile and significant toxicity in overdose, the use of sodium valproate and carbamazepine has increased. Both of these are anticonvulsants but there is substantial evidence that in the long term they operate as mood stabilisers in children and young people. Both have severe side effects. More evidence is needed regarding the benefits of mood stabilisers in children and adolescents.

Atypical antipsychotics

For the treatment of psychotic depression it has been recommended that an atypical antipsychotic such as risperidone, olanzapine or quietapine, is added to an antidepressant in the management plan (Spiker et al., 1985). The side effects of atypical antipsychotics vary. For most young people sedation, weight gain and sleep disturbance may occur. 


	Medication is not recommended for the initial treatment of mild depression.

	For moderate depression, medication should be used in combination with psychological treatment.

	Fluoxetine (SSRI) is recommended as the medication of choice.




Psychological treatments

Psychological treatments that have been used to help depressed young people include self-help, individual, family and group treatments based on different theoretical models. Few have been evaluated. The evidence base for cognitive behaviour therapy (CBT) is outlined from p. 23.

In a meta-analysis of all psychological treatments for depression (Weisz et al., 2006) the treatment effects were described as modest compared with outcomes for other disorders, such as anxiety. Watanabe et al. (2007) in a further meta-analysis of psychotherapies used a different methodology, including intention-to-treat analyses, and took a clinical perspective on outcomes (‘response’ was a below threshold score for diagnosis of depression). They reported that psychotherapies, especially CBT, which had the largest body of evidence, and interpersonal therapy (IPT) were more effective than no treatment, waiting list or attention placebo at post-treatment. Effectiveness was greatest for 12–18-year-olds and for those with moderate to severe depression. Treatment effects were no longer evident at follow-up after 6 months, due to improvement in symptoms in untreated groups. Very few studies have included long term follow-up.

Several therapies have been shown to be successful at treatment endpoint. Interpersonal therapy (IPT) was developed as a brief, time-limited psychotherapy for depressed adults in the 1960s. Depression is addressed in the arena of social relationships. The adolescent programme is for 12 sessions including education about depression, relating depression to the social context, clarifying goals and problem areas for change, problem-solving and communication skills work (Fombonne, 1998). The clinician is active in directing sessions and supporting the young person and works in the here-and-now. IPT has been compared to waiting list or standard care controls and shown to increase remission and reduce symptoms (Mufson et al., 1999, 2004; Rossello and Bernal, 1999).

In psychodynamic approaches to therapy the focus is on past experiences with the young person gaining insight and working on issues through the therapeutic relationship. There are no published studies comparing psychodynamic therapy with a no treatment control group. Trowell et al. (2007) suggested that individual psychodynamic psychotherapy is as effective as family therapy in treatment of moderate to severe depression. There is inconclusive evidence from the small number of studies examining the effectiveness of family therapy (Brent et al., 1997). 


Combinations of medication and psychological treatments

Important recent research has focused on the comparison of antidepressants with psychological treatments and their combination in adolescents. The Treatment for Adolescents with Depression Study (TADS, 2004) in the USA took a very large sample of moderate to severely depressed young people and compared fluoxetine and CBT over 12 weeks with a combination of both and with a placebo (pill). CBT and medication together were found to be more effective than medication alone. Treatment with medication alone was superior to either placebo or CBT alone. Long-term outcomes from this study are continuing to emerge. Results 9 months after the start of treatment demonstrated continuing improvement in the CBT groups, with the CBT alone group showing a comparable response to medication alone. The placebo group ended at 12 weeks. Suicidal ideation decreased with treatment but less with fluoxetine than with combination therapy or with CBT alone (TADS, 2007).

In a study based in primary care within the USA, Clarke et al. (2005) compared CBT and SSRIs as a combination with SSRIs alone and found slightly superior outcomes with the combination therapy. However a UK clinic-based multi-site study (Goodyer et al., 2007) found no differences in outcomes between adolescents with moderate to severe depression treated with SSRI alone compared to SSRI and CBT after 12 weeks of treatment or at 28 weeks. By 28 weeks, 57% of the young people were much or very much improved with 20% remaining unimproved. The authors suggest that the sample was probably the most severely impaired in any RCT to date. 


	Depression is common and will affect up to 6% of young people at any time.

	Depression is much commoner in adolescents than in younger age groups.

	Depression in adolescence carries a high risk for recurrent depression in adulthood.

	There is considerable co-morbidity with other disorders particularly anxiety and conduct disorder.

	There are multiple pathways to the development of depression with biochemical, genetic, family and environmental factors all likely to contribute.

	Few psychological treatments have been evaluated by randomised controlled trial.

	Medication can play a part in treatment of moderate to severe depression but only fluoxetine is recommended and in combination with psychological treatment.






2
Cognitive behaviour therapy: an introduction and overview

Cognitive behaviour therapy (CBT) is a structured therapy which helps people tackle problems from the perspective of understanding thoughts and beliefs, particularly negative thoughts, and how they link with feelings and behaviour. The psychotherapeutic models were originally established in work with adults.


Cognitive behavioural models of depression

CBT is based on an understanding of the development and experience of symptoms of depression. The cognitive behavioural model is based on the assumption that negative experiences as a child result in negative core schema about oneself. Negative styles of thinking may stem from early childhood experiences, for instance poor relationships at home, criticism, persisting experience of failure at school. These negative experiences may lead to low self-esteem. Later events, such as bereavements, separations or losses in close relationships may then trigger the onset of depression. Negative thoughts and thinking errors affect mood. As mood becomes more depressed, the negative cognitions become more frequent and affect behaviour, thus creating a downward spiral of increasing depression. Figure 2.1 illustrates a cognitive model of depression.

Aaron Beck’s model is the best known and most extensively used. Beck’s model and theory of depression evolved from systematic clinical observation and experimental testing. There are three main components of Beck’s cognitive theory. The first defines schemata as the cognitive structures that organise experience and behaviour. The content of these is represented by beliefs and rules and they determine the content of the thinking, affect and behaviour (Beck, 1990). Schemata are relatively stable cognitive patterns that influence how a person makes sense of themselves and their world.  
[image: ]
Figure 2.1 A cognitive model of depression


Depressive schemata develop over many years and are activated by a combination of stressful circumstances.

Schemata can be broken down into five different types.


	Control schemata involve self-monitoring, inhibiting, modifying and directing actions.

	Cognitive schemata are concerned with the interpretation of oneself and others.

	Affective schemas generate feelings and emotions.

	Motivational schemata deal with desires and aspirations.

	Instrumental schemata prepare people for action.


Schemata working together create interpretations of situations and produce responses.

Beck et al. (1979) described an active processing of information with cognitions resulting from the combination of internal and external stimuli, from interpretation of events. These cognitions are the second main component of Beck’s theory; ‘negative automatic thoughts’ reflect the meaning that people give to themselves, their world, their past and their future. Their content is negative, critical and dysfunctional. The thoughts are automatic in that they seem to come ‘out of the blue’. They seem valid to the individual and are accepted without reflection. Their effect is to lower mood and to cause further negative experiences leading to a downward spiralling of mood.

Beck described what he termed the cognitive triad. These are dysfunctional assumptions that lead to self-perpetuating and automatic negative   cognitions. First, there is a negative self-view such as being worthless and unlovable; second, a negative view of the world as evidenced by past and present experiences. Finally, the future is viewed as being hopeless with the expectation that current problems will continue indefinitely.

The third component is the presence of cognitive errors. These are systematic logical errors in the thinking of depressed people. Beck has labelled different types of cognitive errors. The following are some examples.


	Magnification has occurred where events are evaluated as being more important than they are (‘If I’m late they will think that I’ve decided to leave’.).

	Overgeneralisation is when one or more isolated incidents are exaggerated and applied to support a belief or rule (‘This always happens to me. Everything always goes wrong.’).

	Selective abstraction is where details are taken out of context and other details are ignored (‘I got 75% for the test. How stupid of me to make so many mistakes.’).

	Arbitrary inferences is where conclusions are made without supporting evidence (‘My friend hasn’t phoned me. She must have decided that she doesn’t want to speak to me any more.’).


Thoughts, feelings, behaviours and bodily reactions are continually interrelated in the present (Figure 2.2). A ‘vicious circle’ becomes established whereby the symptoms of depression become self-perpetuating.
A teenage girl has been experiencing problems at school, related to bullying and perceived criticism from her teachers (life situation). She feels very low and sad (mood) and has stopped going into school and going out with her friends, spending much of her time alone in her room(behaviour). In addition, she feels physically unwell and has frequent headaches (bodily reactions). Her main thoughts have been about being a failure and no one liking her.



[image: ]
Figure 2.2 The cognitive hot cross bun (adapted from Padesky and Mooney, 1990)



Similar models of depression were developed at about the same time as that of Beck. Models with a greater emphasis on the behavioural aspects of depression followed the work of Martin Seligman on Learned Helplessness (Seligman, 1975). Lewinsohn and colleagues developed the Coping with Depression Course with adults focusing on the more behavioural elements of depression (Lewinsohn et al., 1989). There has been extensive experimental research on cognitive models of depression in adults (see Clark and Fairburn, 1997). 
The cognitive behavioural model explores the relationship between thoughts, feelings and behaviour.

Cognitive elements include schemata, negative automatic thoughts and cognitive errors.



Evidence for the cognitive model of depression in children and adolescents

In cognitive theory, depression is not simply triggered by adversity but rather by the perception and processing of adverse events. Research has shown that depressed young people have cognitive deficits and distortions, such as selectively attending to negative features of an event. In addition, depressed young people are more likely to have a negative attributional style. They tend to attribute the cause of positive events to unstable external causes rather than to their own endeavours. Depressed young people have also been shown to have low perceived academic and social competence.

Many studies have documented an association between childhood depression and cognitive distortions.
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