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ABSTRACT 

Major depressive disorder in adolescents is an important public health concern. It is common, a risk 

factor for suicide and is associated with adverse psychosocial consequences. The UK NICE guidelines 

recommend that children and young people with moderate to severe depression should be seen 

within Child and Adolescent Mental Health Services and receive specific psychological interventions, 

possibly in combination with antidepressant medication.  Cognitive-behavioural therapy (in some 

studies) and interpersonal psychotherapy have been demonstrated to be more effective than active 

control treatments for depressed adolescents. For children with depression, there is some evidence 

that family focused approaches are more effective than individual therapy. Fluoxetine is the 

antidepressant with the greatest evidence for effectiveness compared with placebo. Treatment with 

antidepressants and/or psychological therapy is likely to reduce suicidality, although in some young 

people, SSRIs lead to increased suicidality. There is limited evidence that combination of specific 

psychological therapy and antidepressant medication is better than treatment with monotherapy. 

There are methodological limitations in the published literature that make it difficult to relate study 

findings to the more severely ill clinical population in Child and Adolescent Mental Health Services. 

Young people should have access to both evidence based psychological interventions and 

antidepressants for paediatric depression.  Collaborative decisions on treatment should be made 

jointly by young people, their carers and clinicians, taking into account individual circumstances and 

potential benefits, risks and availability of treatment.   
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INTRODUCTION 

Major depressive disorder is common in adolescence; lifetime prevalence rates vary from 11-20%(1–

3). Major depressive disorder is an important risk factor for suicide(4), a leading cause of death in 

young people(5–7) and co-morbidity with other psychiatric disorders is common(8). 

This paper will give an overview of recent developments in the treatment of depression in children 

and adolescents. Almost all studies only included adolescents, and it will be specifically stated if a 

study included children.  

WHAT DO DEPRESSIVE DISORDERS LOOK LIKE IN CHILDREN AND ADOLESCENTS? 

Feeling sad or irritable is a normal reaction to stress. However, depression is an illness and is more 

than feeling sad: low mood becomes enduring (two weeks or more), and is commonly accompanied 

by other symptoms, such as sleep difficulties, not wanting to eat, negative thoughts and feeling 

tired. It commonly interferes with everyday life and is associated with functional impairment at 

home, school and in relationships. The core features of depression are similar in children, 

adolescents and adults (see table 1). 
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Table 1: Criteria for ICD-10 depressive episode(9)   

Depression Severity  

 

For an episode of depression symptoms need to 

be present for a duration of at least 2 weeks in 

all three grades of severity.  

 

Mild: 

2 key symptoms 

2 associated symptoms 

 

Moderate: 

2 key symptoms 

3-4 associated symptoms 

 

Severe: 

3 key symptoms 

4 associated symptoms 

 

 

Key symptoms:  

 Depressed mood  

 Loss of interest and enjoyment in 

activities 

 Decreased energy and fatigability  

Associated symptoms:  

• Reduced ability to concentrate 

• Loss of self-esteem or self confidence 

• Excessive thoughts of guilt or 

worthlessness 

• Despairing and pessimistic view of the 

future 

• Thoughts or acts of self-harm or suicide 

• Disrupted sleep   

• Loss of appetite  

 

What treatments are effective for depressive disorders in children and adolescents? 

It has been shown that contact with mental health services is beneficial for adolescents with 

depressive symptoms(10). It is important that services offer treatments with the best evidence base.   
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Psychological interventions  

The NICE guidelines(11) for the treatment of mild depression recommend a period of 4 weeks 

watchful waiting and after this period non-directive supportive therapy, group cognitive behavioral 

therapy (CBT) or guided self-help. If there has been no response for 2-3 months using these 

treatment modalities, then a referral should be made to specialist Child and Mental Health (CAMH). 

Young people with moderate to severe depression should be offered a specific psychological therapy 

as a first-line treatment: individual CBT, interpersonal psychotherapy (IPT) or family therapy (FT). 

The NICE guidelines suggest that such a therapy should be given for at least 3 months duration. A 

recent meta-analysis of psychological therapies for depression in children/adolescents found a 

standardized effect size of 0.29(12). Given the higher cost and lower availability of the specialist 

therapies recommended by NICE in comparison to non-specific treatment as usual (TAU) or 

counselling, it is important that they are shown to have significantly different efficacy.   

Cognitive Behavioural Therapy  

CBT is the treatment most studied for adolescent depression.  It aims to increase helpful behaviours 

(such as going out more) and modify negative thinking.  Earlier studies suggested a very high effect 

size, but more recent studies (with more active control treatment and more robust methodology) 

demonstrate more modest effect sizes.  A meta-analysis of CBT studies versus controls reported a 

standardized mean difference (SMD) in favour of CBT of 0.53 (p<0.01). However, the methodology of 

many of these studies was poor, and limiting inclusion to studies with better methodology revealed 

much smaller effects (eg SMD for studies using intention to treat analysis was 0.26, p <0.05; SMD for 

studies with active control groups was 0.11, p<0.01)(13). The CBT used in RCTs has at times been 

criticised for being too rigid and not being totally focused on each individual’s problems.  A 

modular(14) approach to CBT, with flexible application of manualised focused treatment for the 

problems a young person (including depression, anxiety and behaviour problems) has been shown to 

be more effective than treatment as usual. 
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Interpersonal Therapy (IPT) 

IPT aims to reduce depressive symptoms by improving relationships, using techniques such as 

communication analysis and building up positive social networks.  The only study of IPT for 

depression in adolescents with an active control group (TAU) found an SMD in favour of IPT of 0.50 

(p=0.04)(15). This study also showed that the IPT-TAU difference was significantly higher in those 

with moderate, as opposed to mild/sub-threshold depression.  However, this study requires 

replication. 

Family Therapy (FT) 

FT examines family relationships and tries to improve conflicts and other dysfunction, however, it 

has not been found to be more effective than control treatments for adolescent depression, 

whether as a single therapy or combined treatment(16–18).  A more recent trial compared FT to 

individual psychodynamic psychotherapy (PPT) and found no significant difference(19). However, 

this study did not have a TAU control group. Psychodynamic Psychotherapy (PPT) has not been 

demonstrated to be more effective than a brief psychosocial intervention (BPI)(20). A pilot study of 

Attachment-Based Family Therapy (ABFT) suggested it may be effective for depression, but a fully 

powered study showed no significant difference in depressive symptoms between ABFT and 

TAU(21). Taking these studies together, family therapy does not appear to be any more effective 

than TAU for depression in adolescents. 

Only one small (n=42) Randomised Controlled Trial (RCT) of psychological therapy for depression has 

targeted children (age 7-12), rather than adolescents.  IPT was adapted so there was much greater 

parental involvement - family-based interpersonal therapy (FB-IPT).  FB-IPT was more effective than 

more individually-based client-centred therapy for 38 7-12-year olds with a depressive disorder 

(remission rates 66% vs 31%, p = 0.04)(22) (Dietz 2015).  A recent moderate-sized (n=154) study 

showed FT to be more effective than individual therapy for 7-14-year olds with depression(23). Thus, 
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a family-based approach may be more effective than individual therapy in children/younger 

adolescents. 

Psychodynamic psychotherapy (PPT) 

PPT focuses on interpersonal relationships, attachment and life stresses, and explicitly works on the 

therapeutic relationship between the client and therapist. A recent large UK based RCT (IMPACT, 

n=465) compared PPT, CBT and a manualized brief psychosocial intervention (BPI)(20). There was no 

difference between treatments over 86 weeks follow-up. This suggests that both PPT and BPI are as 

effective as CBT, up to now the most-widely supported and used treatment for adolescent 

depression.  

Network Meta-Analysis Comparing Psychological Therapies 

Network meta-analysis (NMA) allows two-way comparisons to be inferred from the results of other 

studies comparing treatments (24).  A recent NMA of psychological therapies for child and 

adolescent depression found IPT and CBT both to be significantly more effective than treatment as 

usual, placebo and waiting-list(25).  IPT and CBT were not significantly different from each other at 

post-intervention or short-term follow-up; IPT was significantly better than CBT at long-term follow-

up.  FT, problem-solving therapy and supportive therapy were significantly better than waiting-list 

but did not differ from placebo or TAU.  Play therapy did not differ from waiting-list.  PPT did not 

significantly differ from other interventions, although this NMA did not include the later IMPACT 

study. Of note, this NMA did include older studies with less-robust methodology (such as not using 

intention-to-treat) and merged all studies using the same treatment model, although they could vary 

in terms of delivery (eg group/individual, internet/face-face).  

Pharmacological interventions 

NICE do not recommend antidepressant medication for the initial treatment of mild depression in 

the paediatric population. The updated guidelines indicate that fluoxetine can be considered in 
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combination with specific psychological therapy for young people (age 12-18) in the initial treatment 

of moderate to severe depression. In children (aged 5-11) the combination of fluoxetine with 

psychological treatment should be considered with caution and only after 4-6 sessions of 

psychological therapy. The starting dose of fluoxetine is 10mg once daily increasing to a standard 

dose of Fluoxetine 20mg once daily for 4-6 weeks with review at each stage of the treatment 

pathway(11). The British National Formulary (BNF) suggests that fluoxetine can be given to a 

maximum dose of 60mg; there is no evidence to indicate that using such a high dose is effective or 

not effective in adolescents; dosage should be governed by individual response, tolerance of any 

adverse effects, and should be kept to the lowest possible dose required to achieve an adequate 

response. These guidelines suggest sertraline or citalopram as second line treatment.  They 

recommend that venlafaxine, paroxetine and tricyclic antidepressants should not be used due to 

significant side-effects. The most recent Cochrane review on tricyclic antidepressants for paediatric 

depression(26) found no benefit on remission or response rates, when compared with placebo. 

There was a small reduction in depression scores amongst adolescents treated with tricyclics 

compared with placebo. Adverse effects were more notable in the tricyclic, versus placebo, group.  

The most recent Cochrane meta-analysis on newer generation antidepressants(27) demonstrated 

that the drug-placebo difference is greatest for fluoxetine, with an absolute mean difference 

between treatments of 5.63 on the CDRS-R and a risk ratio for response of 1.47. The largest (and 

non-drug company funded) RCT of fluoxetine (Treatment for Adolescents with Depression Study) 

had a response rate of 61% in the fluoxetine group and 35% in the placebo group at 12 weeks. The 

Cochrane review also demonstrated that escitalopram and sertraline were significantly superior to 

placebo.  However, other SSRIs, venlafaxine and mirtazapine were not significantly better than 

placebo. 

A recent network meta-analysis (NMA) compared antidepressants, based on indirect comparisons 

across studies, again found the drug-placebo difference to be greatest for fluoxetine (SMD 0.51)(28). 
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The study did not find a significant difference between fluoxetine and other NGAs, although these 

findings are constrained by methodological issues(29).  Head-head comparisons also found 

escitalopram and sertraline to be superior to placebo, although this did not remain significant in the 

more conservative random-effects analysis used in the NMA.   

There were justified concerns about risk of bias from the authors, due to limited information, high 

dropout rates and no details on allocation concealment across studies.  The population used in the 

trials were unlikely to be representative of clinic populations, as those with co-morbid psychiatric 

disorders and high suicide risk were generally excluded from individual studies. 

Evidence and guidance on how long to continue antidepressants for is not clear.  Guidelines for adult 

depression suggest that they should be continued for six-nine months after remission in first episode 

cases with lower risk of relapse, and a longer duration in higher risk/recurrent cases(30). 

Potential Harms from Antidepressants 

The most recent Cochrane review on NGAs reported that adverse effects were greater in those 

taking antidepressants (11 trials N=2136 RR 1.11, 95% CI 1.05 to 1.17). The most commonly noted 

physical side-effects were headaches, abdominal pain, dizziness and nausea. Emotional lability was 

more often associated with paroxetine, fluoxetine and sertraline. In addition, mirtazapine was 

reported to increase metabolic side effects (increased appetite, weight gain and 

hyperlipidaemia)(26). TADS found that emotional and behavioral disinhibition and non-psychiatric 

adverse events were greater in the Fluoxetine treated groups(31). The risk of conversion to 

mania/manic symptoms with SSRIs is higher for depressed adolescents than adults, although there is 

no clear evidence that the conversion to full mania/hypomania is more common with SSRIs than 

placebo in depressed adolescents (32).    

In 2003, The USA Food and Drugs Administration (FDA), followed soon by the Medicines & 

Healthcare Products Regulatory Agency United Kingdom (MHRA UK), released warnings about 
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increased risk of suicidality from SSRIs in paediatric patients. They advised that clinicians balance the 

risk of suicidality with clinical need in antidepressant treatment for pediatric patients. They 

recommend that fluoxetine be the first-line drug treatment for pediatric major depressive disorder.  

The meta-analysis by the FDA on suicide related adverse events included 4582 patients from 24 

pediatric trials. Data for SSRIs (fluoxetine, sertraline, paroxetine, fluvoxamine, citalopram) showed a 

modest increased risk of suicidality in 20 trials (RR 1.66 95% CI 1.02-2.68)(33). 

However, although it has been shown that suicidality does increase in some individual young people 

taking SSRIs, on average it reduces across samples of young people, when measured 

prospectively(31).  Of note, Gibbons and colleagues carried out a recent and more robust meta-

analysis using individual-level data (as opposed to aggregate results from studies) from published 

and unpublished studies on adolescent depression. Suicidality reduced in both fluoxetine and 

placebo groups, and there was no significant difference between groups. On the other hand, 

depressive symptoms improved more in the fluoxetine group.  While this study does not support the 

hypothesis that SSRIs increase suicidality more than placebo, it also suggests that reduction of 

depression is not the sole mechanism for reducing suicidality(34).  Also, non-controlled but larger 

and more representative community-based studies have suggested that higher rates of SSRI 

prescribing are associated with lower suicide rates; and that suicide attempts are more common 

before SSRI prescribing than after it(35). 

In view of this small risk of a very important adverse event, antidepressant medication initiation and 

adverse outcomes need to be monitored carefully by appropriately-trained doctors, such as child 

and adolescent psychiatrists.  The risk of increased suicidality needs to be weighed against the risk of 

inadequately-treated depression. 

It is difficult to extrapolate the results from these trials to the more severely depressed and complex 

patients seen in clinics, as studies usually excluded patients with severe depression, co-morbidity 

and/or suicidality and the drug-placebo difference may be greater in more severe depression (as 
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seen in both adolescents and adults(36,37)).  Most importantly, the effects of antidepressants on 

suicidality in people with pre-existing suicidal thoughts is unknown, as these individuals are usually 

excluded from medication trials. 

Potential Harms from psychological intervention 

Little consideration has been given to date of the potential harms of psychotherapy in the 

adolescent population which could be a result of either ineffective practice, ineffective engagement 

or specific adverse events(38). Examples of adverse effects could include dependence on the 

therapist, poor quality therapy which could also deter future acceptance of therapy; and feelings of 

failure for not ‘succeeding’ in psychological tasks.   

 

Comparisons/Combinations of Psychological and Pharmacological Interventions  

The most recent Cochrane review on psychological therapies versus antidepressant medication, 

alone and in combination, for child/adolescent depressive disorder identified 11 trials(39). However, 

given that the meta-analyses for antidepressants demonstrated differential efficacy for different 

SSRIs, it may not be appropriate to combine studies using different antidepressants.  2 studies were 

found comparing SSRIs to psychological therapy (CBT), and the pooled odds ratio for remission was 

non-significantly in favour of SSRI (0.62, CI 0.28-1.35).  However, the study that compared fluoxetine 

to CBT demonstrated that fluoxetine (response rate = 61%) was significantly better than CBT 

(response rate 43%, OR 0.49, CI 0.28-0.84)(30), while the study comparing sertraline to CBT showed 

CBT to be non-significantly better than sertraline(40). 

Outcome data from 3 trials comparing combination therapy and antidepressant medication showed 

that combination treatment was more likely to lead to remission than antidepressant medication 

alone, but this difference was not statistically significant (OR 1.50, 95% CI 0.99 to 2.27). There was 

no significant difference overall when the two studies comparing combination therapy and CBT were 
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pooled.  However, again this may have been due to clinical heterogeneity: combined treatment with 

fluoxetine and CBT was significantly better than CBT alone (TADS, OR = 2.94, 95% CI 1.67 to 5.18) 

and combined treatment was better than fluoxetine alone on some outcome measures only(31); 

whilst combined treatment with sertraline and CBT was non-significantly worse than CBT alone(40).   

One RCT looked at treatments for depressed adolescents who had not responded to treatment with 

one SSRI(41). Participants were randomized in two ways:  to another SSRI or venlafaxine; and to CBT 

or non-CBT.  The addition of CBT was more effective on some outcome measures (eg response rate, 

54.8% vs 40.5%, p = 0.009), but not others (including continuously measured depression severity, 

SMD 0.09 at 12 weeks).   

Given the evidence that NGAs increase suicidality compared to placebo, it is important to compare 

this adverse outcome between different treatments. TADS randomized 439 depressed adolescents 

to fluoxetine alone, CBT alone, combined CBT and fluoxetine or placebo. Suicidality (measured on a 

continuous scale) reduced in all treatment groups.  At 12 weeks, this reduction was significantly 

greater in the combined treatment group than either fluoxetine alone or CBT alone; there was no 

significant difference between fluoxetine alone and CBT alone. There was no significant difference in 

suicide-related events at 12 weeks(31).  However, at 36-week follow-up, suicidal events were 

significantly greater in the fluoxetine alone (15%) than the CBT alone (6%) group, which was 

statistically significant (p = 0.04)(41). There was no statistically significant difference between 

combined treatment and either monotherapy. However, the p-values have not been corrected for all 

treatment contrasts for suicidal events across the four treatment groups (fluoxetine alone, CBT 

alone, combined CBT and fluoxetine or placebo). 

In the UK, the ADAPT study compared CBT plus SSRI against SSRI alongside specialist clinical care 

over 28 weeks.  There was no evidence of a protective effect of CBT as there were no significant 

differences in suicidal thoughts or self-harm events between SSRI alone and combined 
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treatment(43).  Similarly, in the TORDIA study for adolescents with treatment-resistant depression, 

there was no evidence of a protective effect of CBT(41). 

Sleep and depression 

Sleep disturbance in adolescent depression is common, with 92% [n=427] of depressed adolescents 

in the IMPACT study reporting sleep problems(20). Loss of sleep can increase the likelihood of 

developing depressive symptomatology and risk taking behaviours(44). Sleep disturbance worsens 

the course of depression in depressed adolescents(45). The assessment and management of sleep 

problems is an important component of the treatment of adolescent depression. Specific treatments 

for insomnia may involve psychological or pharmacological interventions, although studies are 

limited for the adolescent population(46).   

Moderators of treatment response  

When the difference between treatment groups is significantly different for patients with and 

without a baseline variable, that variable acts as a moderator.  The identification of moderators 

helps us to target the appropriate treatment for individual patients.  TADS demonstrated that milder 

depressive symptoms and greater cognitive distortions each led to the difference between 

combined fluoxetine plus CBT and fluoxetine alone to be significantly greater; and also that the 

difference between CBT and placebo was significant in young people from high income families 

only(47).  In TORDIA, the addition of CBT was more likely to be effective in adolescents with more 

co-morbid disorders, and less likely to be effective in young people who had experienced child 

maltreatment(48). 

Social Interventions 

The NICE guidelines emphasise the importance of managing the context of depression: 

‘Comorbid diagnoses and developmental, social and educational problems should be assessed and 

managed, either in sequence or in parallel, with the treatment for depression. Where appropriate 
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this should be done through consultation and alliance with a wider network of education and social 

care. Attention should be paid to the possible need for parents’ own psychiatric problems 

(particularly depression) to be treated in parallel’(11).  

 

Long-Term Outcome and Relapse prevention 

Long-term follow-up of the TADS sample showed that 91.5% of adolescents met criteria for recovery 

within 2 years and 96.4% recovered within 63 months. 46.6% of those who recovered had a 

recurrence of depression.  Initial treatment group had no effect on recovery nor recurrence.  This 

lack of non-difference at follow-up was also found in a smaller earlier study, which demonstrated 

CBT to be better than FT and supportive therapy in the short-term(17); there was no difference 

between groups at 2-year follow-up(49).  As stated above, the IMPACT trial demonstrated no 

difference between CBT, PPT and BPI over 86 weeks; there was no significant difference between 

treatments at any time(20). A separate pooled analysis consisting of three studies compared 

antidepressant treatment against placebo, and reported that antidepressants were significantly 

better for relapse/recurrence prevention (OR = 0.34, 95% CI 0.18-0.64)(26). 

There is also evidence that the risk of relapse may be reduced by adding sequential CBT, as opposed 

to continuation pharmacotherapy alone, after a successful antidepressant response. Of 144 children 

and adolescents who had responded to fluoxetine treatment, only 9% relapsed with continuation  

treatment combined with CBT, versus 26.5% who were treated with fluoxetine alone after 30 

weeks(50). 

 

Preventative strategies  

The most recent Cochrane review on interventions for preventing depression in children and 

adolescents included psychological only interventions. The updated review identified 83 trials in a 
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qualitative synthesis. The population selected were children and adolescents aged 5 to 19, who had 

not yet received a primary diagnosis of depression with no restrictions on setting. The evidence-

based psychological interventions included were IPT-orientated, CBT-orientated and third-wave CBT. 

The latter is a group of psychotherapy approaches; which in this updated review included dialectical 

behavioural therapy (DBT), positive psychology, mindfulness, acceptance and commitment therapy 

(ACT) and behaviour therapy). Data from 32 trials revealed a reduction of risk of diagnosis with 

depression in the medium term (up to 12 months) for those receiving psychological evidence-based 

interventions (CBT, third-wave CBT and IPT) compared with no intervention (Risk Difference -0.03, 

95% CI -0.05 to -0.01 p=0.01). This effect was not maintained at longer term follow-up. Whilst there 

were small benefits of depression prevention, the quality of evidence was rated as low and results 

heterogenous(51).   

Online interventions 

There is an exponential growth in the development of mobile apps and computerised technologies, 

however, there is limited evidence base for the use of apps for mental health disorders in 

adolescents(52). It has been suggested that the use of Digital Health Interventions (DHIs) for mental 

health problems is accessible, efficient and effective. A systemic and meta-review on DHIs in young 

people, yielded 6 RCTs for depression, however, 5 trials excluded participants with severe 

depression. There was some support for the use of Computerised Cognitive Behavioural Therapy 

(cCBT) in young people with mild depression and anxiety. There were significant methodological 

limitations, effectiveness was found to be inconclusive, and there was lack of data on cost-

effectiveness of treatment(53).  

Implications for clinical practice 

It is not easy to draw conclusions that apply to clinic populations from the literature.  This is partly 

due to methodological limitations which apply to studies of both antidepressants and psychological 

therapies; in particular, the use of waiting-lists or inactive controls as comparators makes it 
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impossible to tell whether the therapy is specifically effective, or if improvement is a result simply of 

time spent with a caring therapist.  In addition, psychological treatment trials rarely examine adverse 

effects although there is a growing literature about potential harms. The evidence base has 

suggested that both IPT and CBT are more effective than treatment as usual, however, the IMPACT 

study reported no difference between PT, CBT and a brief manualised psychosocial intervention 

both in the short and longer term. Family based interventions are likely to be effective for younger 

children.  With regards to antidepressants, there is evidence from several studies (the largest one of 

which was not funded by a drug company) that fluoxetine is more effective than placebo, with 

weaker evidence in favour of sertraline and escitalopram.  There is limited evidence that combined 

treatment is better than monotherapy. Continuation treatment with antidepressants significantly 

reduces the risk of relapse, and sequential treatment with CBT in fluoxetine responders may be of 

additional benefit in preventing relapse. All treatments should be given within a psychosocial 

framework with a considered formulation of risk and protective factors. The major limitation of all 

these studies is that almost all excluded patients with severe depression, co-morbid disorders 

and/or suicidality.  These are precisely the complex patients seen in CAMHS that need a robust 

evidence base for treatment. 

The NICE guidelines recommend starting treatment with a specific psychological therapy in 

moderate to severe adolescent depression, however combined treatment with fluoxetine and 

psychological therapy may be considered as a first-line approach in more severe cases.  This is based 

partly on risk of side-effects with medication.  Weighing up the benefits and risks of treatment 

options for each young person is complex and made harder by the long waiting-lists for 

psychological therapies in many places.  Young people and their families should be told of the 

potential benefits and, harms, as well as waiting-lists, for treatments and be enabled to make fully 

informed, collaborative decisions about the most appropriate treatment choice for them. Future 

research needs to focus on the most impaired and suicidal young people, as well as those that do 
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not respond to first-line treatments and evaluate the potential benefits and harms of both 

antidepressants and psychological therapies. 

  



19 
 

References 

1.  Avenevoli S, Swendsen J, He J, Burstein M, Merikangas K, Activities E. Major Depression in the 

National Comorbidity Survey- Adolescent Supplement: Prevalence, Correlates, and 

Treatment. J Am Acad Child Adolesc Psychiatry. 2015;54(1):37–44.e.2.  

2.  Lewinsohn PM, Rohde P, Seeley JR. Major depressive disorder in older adolescents: 

prevalence, risk factors, and clinical implications. Clin Psychol Rev. 1998;18(7):765–94.  

3.  Kessler RC, Walters EE. Epidemiology of DSM-III-R major depression and minor depression 

among adolescents and young adults in the National Comorbidity Survey. Depress Anxiety. 

1998;7:3–14.  

4.  Bridge JA, Goldstein TR, Brent DA. Adolescent suicide and suicidal behavior. J Child Psychol 

Psychiatry Allied Discip. 2006;47(3–4):372–94.  

5.  Windfuhr K, While D, Hunt I, Turnbull P, Lowe R, Burns J, et al. Suicide in juveniles and 

adolescents in the United Kingdom. J Child Psychol Psychiatry Allied Discip. 

2008;49(11):1155–65.  

6.  World Health Organisation. Maternal, newborn, child and adolescent health Adolescent 

health epidemiology [Internet]. [cited 2017 May 10]. Available from: 

http://www.who.int/maternal_child_adolescent/epidemiology/adolescence/en/ 

7.  Organisation WH. Mental Health Suicide Data [Internet]. [cited 2017 May 10]. Available from: 

http://www.who.int/mental_health/prevention/suicide/suicideprevent/en/ 

8.  Zavaglia E, Bergeron L. Systematic review of comorbidity between DSM disorders and 

depression according to age and sex in youth. Can Psychol. 2017;58(2):124–39.  

9.  World Health Organisation, ICD-10 Version:2010. Internation Classification of Diseases 

[Internet]. ICD-10 Version:2010. 2010 [cited 2017 May 10]. Available from: 



20 
 

http://apps.who.int/classifications/apps/icd/icd10online/ 

10.  Neufeld SAS, Dunn VJ, Jones PB, Croudace TJ, Goodyer IM. Reduction in adolescent 

depression after contact with mental health services: a longitudinal cohort study in the UK. 

The Lancet Psychiatry [Internet]. 2017;4(2):120–7. Available from: 

http://dx.doi.org/10.1016/S2215-0366(17)30002-0 

11.  NICE, National Institute for Health and Care Excellence. Depression in children and young 

people: identification and management (CG28) [Internet]. Nice Publications. 2005 [cited 2017 

May 10]. p. 1–42. Available from: https://www.nice.org.uk/guidance/cg28 

12.  Weisz JR, Kuppens S, Ng MY, Eckshtain D, Ugueto AM, Vaughn-Coaxum R, et al. What five 

decades of research tells us about the effects of youth psychological therapy: A multilevel 

meta-analysis and implications for science and practice. Am Psychol. 2017;72(2):79–117.  

13.  Klein JB, Jacobs RH, Reinecke MA. Cognitive-behavioral therapy for adolescent depression: A 

meta-analytic investigation of changes in effect-size estimates. J Am Acad Child Adolesc 

Psychiatry. 2007;46(11):1403–13.  

14.  Weisz JR, Chorpita BF, Palinkas LA, Schoenwald SK, Miranda J, Bearman SK, et al. Testing 

standard and modular designs for psychotherapy treating depression, anxiety, and conduct 

problems in youth: A randomized effectiveness trial. Arch Gen Psychiatry. 2012;69(3):274–82.  

15.  Mufson L, Dorta KP, Wickramaratne Pr, Nomura Y, Olfson M, Weissman MM. A Randomized 

Effectiveness Trial of Interpersonal Psychotherapy for Depressed Adolescents. Arch Gen 

Psychiatry. 2004;61:577–84.  

16.  Lewinsohn PM, Clarke GN, Hops H, Andrews J. Cognitive-behavioral treatment for depressed 

adolescents. Behav Ther. 1990;21(4):385–401.  

17.  Brent D a, Holder D, Kolko D, Birmaher B, Baugher M, Roth C, et al. Therapy Psychotherapy. 

Arch Gen Psychiatry. 1997;54(9):877–855.  



21 
 

18.  Harrington R, Kerfoot M, Dyer E, McNiven F, Gill J, Harrington V, et al. Randomized trial of a 

home-based family intervention for children who have deliberately poisoned themselves. J 

Am Acad Child Adolesc Psychiatry. 1998;37(5):512–8.  

19.  Trowell J, Joffe I, Campbell J, Clemente C, Almqvist F, Soininen M, et al. Childhood depression: 

A place for psychotherapy - An outcome study comparing individual psychodynamic 

psychotherapy and family therapy. Eur Child Adolesc Psychiatry. 2007;16(3):157–67.  

20.  Goodyer IM, Reynolds S, Barrett B, Byford S, Dubicka B, Hill J, et al. Cognitive behavioural 

therapy and short-term psychoanalytical psychotherapy versus a brief psychosocial 

intervention in adolescents with unipolar major depressive disorder ( IMPACT ): a multicentre 

, pragmatic , observer-blind , randomised controlled supe. The Lancet Psychiatry [Internet]. 

2016;4(2):109–19. Available from: http://dx.doi.org/10.1016/S2215-0366(16)30378-9 

21.  Diamond GS, Wintersteen MB, Brown GK, Diamond GM, Gallop R, Shelef K, et al. Attachment-

Based Family Therapy for Adolescents with Suicidal Ideation: A Randomized Controlled Trial. J 

Am Acad Child Adolesc Psychiatry [Internet]. 2010;49(2):122–31. Available from: 

http://content.wkhealth.com/linkback/openurl?sid=WKPTLP:landingpage&an=00004583-

201002000-00006 

22.  Dietz LJ, Weinberg RJ, Brent DA, Mufson L. Family-based interpersonal psychotherapy for 

depressed preadolescents: Examining efficacy and potential treatment mechanisms. J Am 

Acad Child Adolesc Psychiatry [Internet]. 2015;54(3):191–9. Available from: 

http://dx.doi.org/10.1016/j.jaac.2014.12.011 

23.  Tompson MC, Sugar CA, Langer DA, Asarnow JR. A Randomized Clinical Trial Comparing 

Family-Focused Treatment and Individual Supportive Therapy for Depression in Childhood 

and Early Adolescence. J Am Acad Child Adolesc Psychiatry [Internet]. 2017;56(6):515–23. 

Available from: http://dx.doi.org/10.1016/j.jaac.2017.03.018 



22 
 

24.  Mavridis D, Giannatsi M, Cipriani A, Salanti G. A primer on network meta-analysis with 

emphasis on mental health. Evid Based Ment Health. 2015 May;18(2):40-6.  

25.  Zhou X, Hetrick SE, Cuijpers P, Qin B, Barth J, Whittington CJ, et al. Comparative efficacy and 

acceptability of psychotherapies for depression in children and adolescents: A systematic 

review and network meta-analysis. World Psychiatry [Internet]. 2015;14(2):207–22. Available 

from: http://doi.wiley.com/10.1002/wps.v14.2 

26.  Hazell P, Mirzaie M. Tricyclic drugs for depression in children and adolescents ( Review ) 

SUMMARY OF FINDINGS FOR THE MAIN COMPARISON. Cochrane Database Syst Rev Interv. 

2013;(6).  

27.  Hetrick SE, McKenzie JE, Cox GR, Simmons MB, Merry SN. Newer generation antidepressants 

for depressive disorders in children and adolescents (Review). Cochrane database Syst Rev 

[Internet]. 2012;(11):1–115. Available from: 

http://doi.wiley.com/10.1002/14651858.CD004851.pub3%0Ahttp://www.ncbi.nlm.nih.gov/p

ubmed/23152227 

28.  Cipriani A, Zhou X, Del Giovane C, Hetrick SE, Qin B, Whittington C, et al. Comparative efficacy 

and tolerability of antidepressants for major depressive disorder in children and adolescents: 

a network meta-analysis. Lancet [Internet]. 2016;388(10047):881–90. Available from: 

http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L6132940

42%5Cnhttp://dx.doi.org/10.1016/S0140-6736(16)30385-

3%5Cnhttp://sfx.library.uu.nl/utrecht?sid=EMBASE&issn=1474547X&id=doi:10.1016%252FS0

140-6736%252816%252930385-3&atitle=Com 

29.  Dubicka B, Wilkinson PO. Latest thinking on antidepressants in children and young people. 

Arch Dis Child [Internet]. 2018;0:archdischild-2017-314075. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/29535112 



23 
 

30.  Cleare A, Pariante CM, Young AH, Anderson IM, Christmas D, Cowen PJ, et al. Evidence-based 

guidelines for treating depressive disorders with antidepressants: A revision of the 2008 

British Association for Psychopharmacology guidelines. Vol. 29, Journal of 

Psychopharmacology. 2015. 459-525 p.  

31.  TADS Team. Fluoxetine, Cognitive-Behavioral Therapy, and Their Combination for 

Adolescents With Depression. JAMA. 2004;292(7):807–20.  

32.  Baldessarini RJ, Faedda GL, Offidani E, Vazquez GH, Marangoni C, Serra G, et al. 

Antidepressant-associated mood-switching and transition from unipolar major depression to 

bipolar disorder: A review. J Affect Disord. 2013;148:129–35.  

33.  Hammad TA, Laughren T, Racoosin J, T.A. H, T. L, J. R. Suicidality in pediatric patients treated 

with antidepressant drugs. Arch Gen Psychiatry [Internet]. 2006;63(3):332–9. Available from: 

http://archpsyc.ama-

assn.org/cgi/reprint/63/3/332%5Cnhttp://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=referen

ce&D=emed7&NEWS=N&AN=2006113017%5Cnhttp://ovidsp.ovid.com/ovidweb.cgi?T=JS&P

AGE=reference&D=med5&NEWS=N&AN=16520440 

34.  Gibbons RD, Brown CH, Hur K, Davis JM, Mann JJ. Suicidal thoughts and behavior with 

antidepressant treatment: Reanalysis of the randomized placebo-controlled studies of 

fluoxetine and venlafaxine. Arch Gen Psychiatry. 2012;69:580–7.  

35.  Simon GE, Savarino J. Suicide attempts among patients starting depression treatment with 

medications or psychotherapy. Am J Psychiatry. 2007;164(7):1029–34.  

36.  Kirsch I, Deacon BJ, Huedo-Medina TB, Scoboria A, Moore TJ, Johnson BT. Initial severity and 

antidepressant benefits: A meta-analysis of data submitted to the food and drug 

administration. PLoS Med. 2008;5(2):0260–8.  

37.  Bridge JA, Birmaher B, Iyengar S, Barbe RP, Brent DA. Placebo response in randomized 



24 
 

controlled trials of antidepressants for pediatric major depressive disorder. Am J Psychiatry. 

2009;166(1):42–9.  

38.  Wolpert M, Deighton J, Fleming I, Lachman P. Considering Harm and Safety in Youth Mental 

Health: A Call for Attention and Action. Adm Policy Ment Heal Ment Heal Serv Res. 

2015;42(1):6–9.  

39.  Cox GR, Callahan P, Churchill R, Hunot V, Merry SN, Parker AG, et al. Psychological therapies 

versus antidepressant medication, alone and in combination for depression in children and 

adolescents. Cochrane Database Syst Rev. 2014;(11):1–125.  

40.  Melvin GA, Tonge BJ, King NJ, Heyne D, Gordon MS, Klimkeit E. A comparison of cognitive-

behavioral therapy, sertraline, and their combination for adolescent depression. J Am Acad 

Child Adolesc Psychiatry [Internet]. 2006;45(10):1151–61. Available from: 

http://dx.doi.org/10.1097/01.chi.0000233157.21925.71 

41.  Brent D, Emslie G, Clarke G, Wagner KD, Iyengar S, Abebe K, et al. Switching to Another SSRI 

or to Venlafaxine With or Without Cognitive Behavioral Therapy for Adolescents With SSRI- 

Resistant Depression: The TORDIA Randomized Controlled Trial. Jama. 2008;299(8):901–13.  

42.  TADS Team. The Treatment for Adolescents With Depression Study (TADS) Long-term 

Effectiveness and Safety Outcomes. Arch Gen Psychiatry. 2007;64(10):1132–44.  

43.  Goodyer I, Dubicka B, Wilkinson P, Kelvin R, Roberts C, Byford S, et al. Selective serotonin 

reuptake inhibitors (SSRIs) and routine specialist care with and without cognitive behaviour 

therapy in adolescents with major depression: Randomised controlled trial. Br Med J. 

2007;335(7611):142–6.  

44.  Pasch KE, Laska MN, Lytle LA, Moe SG. Adolescent Sleep, Risk Behaviors, and Depressive 

Symptoms: Are They Linked? Vol. 34, American journal of health behavior. 2010. p. 237–48.  

45.  McGlinchey EL, Reyes-Portillo JA, Turner JB, Mufson L. Innovations in Practice: The 



25 
 

relationship betweensleep disturbances, depression,  and interpersonal functioning in 

treatment for adolescent depression. Child Adolesc Ment Health. 2017 May;22(2):96–9.  

46.  A. Conroy D. Treatment for Insomnia in Depressed Adolescents. J Sleep Disord Ther 

[Internet]. 2013;02(05). Available from: https://www.omicsgroup.org/journals/treatment-for-

insomnia-in-depressed-adolescents-2167-0277.1000132.php?aid=16720 

47.  Curry J, Rohde P, Simons A, Silva S, Vitiello B, Kratochvil C, et al. Predictors and moderators of 

acute outcome in the Treatment for Adolescents with Depression Study (TADS). J Am Acad 

Child Adolesc Psychiatry [Internet]. 2006;45(12):1427–39. Available from: 

http://dx.doi.org/10.1097/01.chi.0000240838.78984.e2 

48.  Asarnow JR, Emslie G, Clarke G, Wagner KD, Spirito A, Vitiello B, et al. Treatment of selective 

serotonin reuptake inhibitor-resistant depression in adolescents: predictors and moderators 

of treatment response. J Am Acad Child Adolesc Psychiatry. 2009 Mar;48(3):330–9.  

49.  Birmaher B, Brent DA, Kolko D, Baugher M, Bridge J, Holder D, et al. Clinical Outcome After 

Short-term Psychotherapy for Adolescents With Major Depressive Disorder. Arch Gen 

Psychiatry [Internet]. 2000;57(1):29. Available from: 

http://archpsyc.jamanetwork.com/article.aspx?doi=10.1001/archpsyc.57.1.29 

50.  Kennard BD, Emslie GJ, Mayes TL, Nakonezny PA, Jones JM, Foxwell AA, et al. Sequential 

treatment with fluoxetine and relapse-prevention CBT to improve outcomes in pediatric 

depression. Am J Psychiatry. 2014;171(10):1083–90.  

51.  Hetrick SE, Cox GR, Witt KG, Bir JJ, Merry SN. Cognitive behavioural therapy ( CBT ), third-

wave CBT and interpersonal therapy ( IPT ) based interventions for preventing depression in 

children and adolescents ( Review ) Cognitive behavioural therapy ( CBT ), third-wave CBT and 

interpersonal therapy (. 2016;(8):1–329.  

52.  Grist R, Porter J SP. Mental Health Mobile Apps for Preadolescents and Adolescents: A 



26 
 

Systematic Review. Eysenbach G, ed. J Med Internet Res. 2017;19(5):e176.  

53.  Hollis C, Falconer CJ, Martin JL, Whittington C, Stockton S, Glazebrook C, et al. Annual 

Research Review: Digital health interventions for children and young people with mental 

health problems – a systematic and meta-review. J Child Psychol Psychiatry Allied Discip. 

2017;58(4):474–503.  

 


