
What are depressive disorders in children 
and adolescents? 

If you suspect that your child or adolescent suffers 
from a depressive disorder, you should know that 
there are two types: Major Depression (or unipolar 
depression) and Manic Depression (or bipolar dis-
order). Fifteen years ago, children and adolescents 
were not believed to suffer from depressive disorders. 
Now, however, doctors seek to recognize these dis-
orders in both children and adolescents. For the most 
part, children and adolescents exhibit the same symp-
toms as adults.  Approximately 2% of children and 
5% of adolescents are affected. Correct diagnosis 
requires at least two weeks of nearly constant de-
pressed mood plus four additional symptoms, or three 
additional symptoms for children under age six (See 
symptoms below.) 
 

 
Major Depression 
 
Major depression is a serious medical problem and 
should not be confused with normal ups and downs 
of children and adolescents. An untreated episode 
lasts an average of seven months. Forty percent of 
children affected experience a relapse within 2 years.  
About one of every three children with depression 
develops psychotic symptoms such as hallucinations, 
delusions, or paranoia. Even after recovery, most 
children show significant social impairment. Adoles-
cents with depression are at significant risk for sui-
cide, and often display antisocial behavior, drug and 
alcohol abuse, and difficult interpersonal relation-
ships. 
 
Symptoms of Depression 

1. Change in appetite or weight (either increased or 
decreased); in children, a failure to make age-
appropriate weight gain.   

2. Change in sleep (insomnia or sleeping too much) 
nearly every day. 

3. Agitated or slowed behavior 

4. Loss of interest or pleasure 

5. Loss of energy: fatigue nearly every day 

6. Feelings of worthlessness or inappropriate guilt 

7.    Difficulty concentrating, indecision 

8.    Loud, obnoxious, anti-social behavior 

9.    Violent outbursts and trouble with self-control 

10. Skipping school, dropping out of clubs and sports 

11. Recurrent thoughts of death, suicidal thoughts or 
gestures 

 
 
Bipolar Disorder 
 
If a child with major depression also has manic 
symptoms, the correct diagnosis is bipolar or manic 
depressive disorder. This disorder is characterized by 
both (a) major depressive symptoms and (b) manic 
symptoms. Mania is marked by a mood of gaiety or 
irritability, extraordinary mental and physical energy, 
and boundless self-confidence. Manic activities are 
unfocused, impulsive and senseless, often producing 
great hardship and disruption. An example might be a 
child who consistently refuses to sleep, insists on 
engaging in strenuous activities late at night, talks 
endlessly and compulsively and grandiosely, refuses 
to listen or obey authority.  
 
About 1 of every 100 individuals in the population 
has this disorder. Approximately 25% of affected 
individuals suffer their first attack as adolescents. For 
many, the disorder lasts a lifetime with frequently 
recurring episodes of mania and depression. 
 
 
 
What are the causes of depressive disord-
ers? 
 
They are biological disorders characterized by a dis-
rupted neurotransmitter system in the brain.  Scientif-
ic studies show biological differences in depressed 
children and adolescents compared to normal groups. 
Genetic factors are extremely important in the devel-
opment of these disorders. The most severe cases of 
bipolar disorder may, in fact, appear in children and 
adolescents of families with a strong genetic predis-
position to the illness. 
 
 
 

What treatments are useful for depressive 
disorders? 
 
Depressive disorder should be treated by a child psy-
chiatrist with substantial clinical expertise in this 
area. Therapy consists mainly of medication, psycho-
therapy and family education. 
 
 
Medication 
 
Appropriate medication can have a profound effect 
on the natural biological course of both disorders.  
Expanding research about the biological basis of 
childhood mental disorders has made doctors increa-
singly inclined to prescribe psychiatric medication. 
Such decisions should be made carefully by doctors 
in collaboration with parents. The doctor should fully 
explain the reasons for prescribing such medication, 
the benefits it should provide, possible side-effects 
and alternatives. Certain medications do have a good 
track record in managing acute and long-term symp-
toms of mental disorders in children. 
 
For depression, both unipolar and the depressive 
phase of bipolar, recommended medications general-
ly include the major tricyclics antidepressants, the 
newer serotonergic agents such fluoxetine and bu-
proprion, lithium, and monomine oxidase (MAO) 
inhibitors. 
 
For bipolar patients, lithium is often the most suc-
cessful; others that may help include anticonvulsants, 
thyroid hormones, and calcium blockers. Neuroleptic 
(anti-psychotic) drugs are often used to control agita-
tion and psychosis. The use of lithium and/or neuro-
leptics is effective in approximately 80% of bipolar 
patients. One study has shown that bipolar adoles-
cents treated with lithium have a significantly lower 
risk for relapse. 
 

 
Psychotherapy 
 
There are many different approaches to helping child-
ren with serious emotional disabilities.  Psychothera-
py is a general term for many kinds of approaches. 
Usually this approach will consist of talking exten-
sively with your child about his feelings and con-
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flicts. Such therapy is likely to focus on counseling 
him to understand his current problems and learn 
how to have better relationships with those around 
him. 
 
 
Behavior Therapy, sometimes called behavior mod-
ification, focuses on your child’s external behavior 
and tries to change those things that are inappropriate 
or produce negative results. These approaches seek to 
provide rewards for positive behavior and reinforce 
areas of strength. Families are an important part of a 
behavior modification strategy that carries over into 
the child’s entire environment. 
 
Young children, usually under the age of eight, may 
also participate in Play Therapy. In this form of ther-
apy, the child is asked to play with toys and dolls, 
and through them, demonstrate what may be going on 
inside and talk about his needs and feelings.  Suppor-
tive Therapy often involves a group of youngsters 
with similar problems and helps them to feel less 
isolated in their difficulties while providing a com-
fortable environment to talk about fears and prob-
lems. Families are sometimes part of this type of 
group therapy, especially when it is focused on re-
ducing stress at home and providing coping mechan-
isms. 
 
Regardless of the form of therapy you and your sup-
porting professionals choose, it is important that you 
establish a clear understanding with your child’s the-
rapist. As parents, you need to be informed and in-
volved in your child’s treatment. You will want to 
work with a therapist who respects your role and 
views your family not as a source of your child’s 
problem, but as strength. 
 
 
Family Education: 
 
It helps if families know that they are not alone, and 
feel supported in their struggle. They can also learn 
coping strategies, and understand what depressive 
disorders in children are. 
 
The National Alliance on Mental Illness has more 
than 220,000 members and a host of resources— 
NAMI’s Young Family Program offers support, edu-

cation, and opportunities for advocacy to parents 
whose young children and adolescents suffer from 
serious, chronic neurobiological disorders such as  
autism and pervasive developmental disorders, ob-
sessive compulsive disorder, schizophrenia, bipolar 
and major depressive disorder, Tourette’s syndrome, 
anxiety and panic disorders, and attention deficit 
hyperactive disorder.  
 
Much of the material for this pamphlet was derived 
from articles by David A Brent on “Major Depres-
sive Disorder” and Michael Strober on “Bipolar Dis-
order”, published in Neurobiological Disorder in 
Children and Adolescents. Edited by Enid Peschel, 
Richard Peschel, Carol W. Howe, and James W. 
Howe. Jossey-Bass Publishers. MHS #54; San Fran-
cisco, California; 1992. 
 
NAMI’s Medical Information Series is a collection of 
brochures written to provide families and consumers 
with the most accurate and current information avail-
able on a wide variety of mental illnesses and treat-
ment modalities. Each publication in this series is 
reviewed by a scientist who specializes in the subject 
covered. The sole purpose of the NAMI Medical In-
formation Series is to provide information as a lay 
organization. NAMI does not endorse nor advocate 
any treatment form. 
 
This material was reviewed by Peter S Jensen, M.D., 
Chief of the Child & Adolescent Research Branch at 
the National Institute of Mental Health. 
 
The National Alliance on Mental Illness is a gras-
sroots, self-help support and advocacy organization 
of people with serious mental illness and their fami-
lies and friends. NAMI’s mission is to eradicate men-
tal illness and to improve the quality of life for those 
who suffer from these no fault brain diseases. 
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NAMI of Southern Arizona is a nonprofit 501(c)(3) corporation 
representing anyone affected by serious mental illnesses.  Contri-
butions to NAMI of Southern Arizona are tax deductible.  NAMI 
of Southern Arizona is affiliated with NAMI (National Alliance on 
Mental Illness), which has over 220,000 members nationwide. 


