Diagnosing Pediatric Depression

Neal D. Ryan

This review examines current instrumentation for making Perhaps surprisingly, despite expected effects of cogni-
clinical and research diagnose; of depressive disorders inive and emotional maturation on the clinical syndrome, it
children and adolescents. Reliable assessment of depregppears that the clinical picture of child and adolescent
sion in children requires gathering information from_both depression is remarkably similar to that of adult depres-
the parent and child, as well as from all other available g, (Kovacs 1996; Ryan et al 1987). Although the same
information. _The methodology for obtaining information criteria are used to diagnose pediatric depression as are
from the child must be adapted to reword and better . ) L o
used to diagnose adult depression, the finding of clinical

obtain information in those domains that are inherently = arity i | logic. The criteri
difficult for children, including questions about internal Similarity is not purely tautologic. The criteria symptoms

affect state and questions requiring judgment. Becaus€ould certainly vary (some might be much more or less
child depression is highly comorbid with other psychiatric frequent in the child), although the individual would
disorders, including anxiety, attention-deficit/hyperactiv- continue to fit diagnostic criteria. Similarly, depressive
ity disorder (ADHD), and conduct disorder (CD), it is symptoms not included in the diagnostic criteria also
imperative that these and other psychiatric disorders bedisplay an adultlike pattern. A few symptoms are some-
simultaneously assessed. A number of structured angihat less frequent in children than in adolescents or adults,
sem|s_tructured instruments addre_ss this task well. More?ncluding endogenecity-melancholic subtypes, suicide at-
work is needed to decrease the time burden and cost qfm s “and lethality of suicide attempts; however, chil-
;%g‘ffgalsgggs_r{]gg}l Océczrggdldeggi?:t'gmg:( PSB%S?&S??& _dren show equal frequency of suici@al ideation and equal
Psychiatry m_tent (Ryan et al 1987). Yognger chllt_jren haye somewhat

higher frequency of comorbid separation anxiety, phobias,
somatic complaints, and comorbid behavioral problems
(Ryan et al 1987).

This article reviews issues relevant to the clinical
diagnosis of depression in children and adolescents. Sys-
Introduction tematic work on diagnosing pedigtric _depression has

focused on the methodology of making diagnoses as part
M ajor depressive disorder (MDD) has a point preva-of research studies of epidemiology, studies of clinical

lence of about 2% in school-age children and 4% intreatment’ or studies of |Ongitudina| course.

adolescents (see review in Fleming and Offord 1990). This work has direct application to making systematic
There is a one-to-one gender ratio before puberty and giagnoses in this population for clinical purposes; how-
female excess after puberty; this increase in depressiogver, there are separate issues in making diagnoses in
appears specifically related to puberty rather than age pgjurely clinical settings which are, unfortunately, largely
se (Angold et al 1998). Pediatric MDD is associated withunaddressed to date. These include speed and ease of
significant impairment in functioning (Puig-Antich et al administration, optimizing the boundary between declar-
1993, 1985a, 1985b). A majority of those with pediatricing an episode or not, and making extremely easy-to-
depression have a recurrent illness (Kovacs et al 19844dgllow rules for administering scoring of the instrument
1984b). Episodes of depression last months or, in ge.g., simple decision trees with skip-outs). Little has been
significant minority, more than a year (Ryan et al 1987).done in child and adolescent depression to address these
Pediatric depression is treatable with both psychotheragdditional important and researchable topics. Therefore,
peutic approaches and pharmacotherapeutic approachgfe remainder of this article considers the research work
(reviewed in Birmaher et al 1996a, 1996b). that has been done in making a research diagnosis of

MDD, with the understanding that this work is all directly
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Pennsylvania. setting as well.
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ology remains unclear. The diagnosis of pediatric depresContent Validity versus Criterion Validity
sion depends on the parent or child being able to report thg

internal affect state of the child (depressed mood). This@ ne could optimize criterion validity (i.e., discrimination

etween those with the disorder and those without) by

has proved to be a substantial obstacle in diagnosin . . N .
b g ropping all questions that do not significantly contribute

reschool children because of the limited ability of ver 2 T ; .
P y yto this discrimination. Such an approach is not, in general,

oung children to identify dysphoric moods and to appro- . o .
young fy dysp P useful in research studies in which one needs content
priately label such moods. Some success has been found . :
. . : . . validity, that is, assessment of the full range of symptoms
with asking younger children to point to cartoon figures ; . . :
: . . : . : ; associated with the disorder. Such broader assessment is
showing different facial emotions and to identify which of IR .
) ) p - also critical if measures of severity are to be extracted
several different cartoon figures “they are most like.” One . o
. . : from the diagnostic instrument and broader measures are
can, of course, use interview methods, largely with the

; . o . . .critical to prediction of course. For example, rapid onset,
parent, paralleling parental interview input in the diagnosis

: . . “psychosis, psychomotor retardation, psychotic features, a
of s_chool-age chlldren,.bu_t that omits data} from the ChIIOIfamily history of bipolarity, and tricyclic-induced hypo-
(which has proven crucial m_scho_ol—age children). One Cahania are the best predictors of which depressed children
expect further advances in this area, but as yet th%md adolescents will go on to develop bipolar disorder
necessary valu_datlon of the success of these gpproa_ches(§trober and Carlson 1982). The question of which par-
?J'gﬂgﬁ'gg;gse'rsegf g;;c)):zssmn in preschool children is noEicular depressed children respond to a particular treatment

' or show a particular finding is at least as important as the
guestion of whether depressed children as a group respond

or show the finding.

Depression Is Comorbid with Other Specific
Disorders The Parent and the Child as Informants

It makes little sense to assess the child for depressiogyhen asked about the same domains, children and their
without assessing for other psychiatric disorders, includparents give significantly different information (Angold et
ing, at the very least, anxiety disorders, ADHD, and CD.3| 1987; Nguyen et al 1994). In general, parents give more
Psychiatric diagnoses are not orthogonal, entirely separai@liable or complete descriptions of behaviors, and chil-
constructs but rather a useful way of representing a morgren give a better description of their internal affect states;
complex underlying process. Child psychiatric disordershowever, this rule is only approximate. In research inter-
show high rates of comorbidity, as do adult psychiatricyiews, sometimes one finds the child giving a complete
disorders. This comorbidity occurs at a much higher ratejescription of behaviors and affect states, but the parent is
than can be accounted for by the base rate of the disordegplivious or, alternatively, one finds the parent giving
or even by the nonspecific effect of psychosocial adversityjetailed descriptions of the child’s behavior and affect,
in elevating the rate of most psychiatric disorders. In awith the child denying all symptoms. The latter case
recent, large meta-analysis, child and adolescent deprepresents an interesting problem because there is evidence
sion was highly and statistically significantly comorbid that depressed mothers may overreport depressive symp-
with ADHD, CD, and anxiety disorders (Angold et al toms in their child. Given these divergent results, there is
1999). This comorbidity does not appear to be a methodno perfect or best way to combine data from both parent
ologic artifact and may well have treatment implicationsand child. Some studies and instruments have approached
(Puig-Antich 1982). Although there is insufficient data at this algorithmically with a fixed rule for the combination
present to say whether these comorbid patterns of diagwvhereas others (e.g., the Schedule for Affective Disorders
noses represent developmental sequence, represent shag@d Schizophrenia for School-Age Children; K-SADS)
genetic or environmental risk factors, or represent éhave suggested using the interviewing clinician’s best
separate subtype from the component diagnoses, it isstimate on a symptom-by-symptom basis. Because the
likely that one or more of these factors contribute to eactinformation is divergent and both interviews contain
of these significant comorbidities. It could well be arguedinformation about the child’s disorder, most research
that this comorbidity arises from limitations in our dichot- studies will choose an instrument that obtains data from
omous diagnostic schema, but dimensional approachdsoth parent and child and will commit to an a priori
have other limitations and do not map readily onto theapproach to combining them. In addition to parent and
decision of whether to treat the individual; thus dichoto-child information, borrowing from work in both the adult
mous diagnostic schema will continue to have a centrafield and child work (e.g., Leckman et al 1982), the
role. K-SADS has, from the beginning, emphasized that all
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sources of information available should be used in makingdrained personnel and considerably more training time on
the diagnosis (e.g., information from rating scales andhe instrument.
other assessment instruments the child or parent com- The more structured instruments are amenable to ad-
pleted, information from others in the household, fromministration by electronic means, including computer, and
teachers, or from medical records, etc.) this approach has been developed for the DISC and DICA
(Reich et al 1995) (although it is not yet clear whether
these computerized instruments are as reliable for the
Questions That Are Inherently Difficult for diagnosis of depression, which is relatively more challeng-
Children ing than is the diagnosis of externalizing disorders). Some
) ) _ o ~instruments provide complete computer algorithms for
Some kinds of questions are inherently difficult for chil- diagnostic scoring as SAS programs or in other computer
dren, including questions about internal affect state, queSsrogram formats.
tions that contain time concepts, and questions in which gacause the K-SADS interview was not copyrighted
the child or adolescent has to exercise judgment (Perez ghq pecause the original author, Puig-Antich, encouraged
al 1998). The structure of the interview can partially offsetothers to adopt it as needed to particular studies, there are
these problems. For example, in the K-SADS interview,y nymper of different versions of the K-SADS by different
the parent is questioned first, and the time course igthors adapted to different specific populations or re-
elucidated during the parent interview. Then the inter-gearch jssues (for a detailed review see Ambrosini 2000).
viewer can use that information to better structure timegg, example, the Wash-U-KSADS (Geller et al 1998),
questions for the child (e.g., “since Christmas” rather thanyhich has a considerably expanded and section on bipolar

“for the last 4 months”). A series of simple questions gymptoms; is probably the most widely used instrument to
asked sequentially with pauses between for the child tQggegg bipolar disorder in research studies.

answer is more sa_\tisfactory thana cor_npound_question. For Although there are some meaningful psychometric dif-
example, the child can be asked if she is sad, thefgrences between these widely used instruments (e.g.,
separately asked if she is “blue,” and then asked if she i§ome versions of the DISC do not achieve as high
“depressed.” interrater reliability on the diagnosis of major depression
as do other instruments), ultimately the question of which
of a range of perfectly reasonable assessment instruments
Is There a “Best” Instrument? to use for a particular research study usually involves the

There are a number of well-known validated instrumentéssuesi of 1) .COSt and speed Of. administration, 2) the ﬁt.Of
used to diagnose pediatric depression and other chil particular mstrum.ent.t.o particular demaan of a partic-
psychiatric disorders including the Child and AdolescentUIar study (e.g., a\{allablhty of computer scoring program),

Psychiatric Assessment (CAPA; Angold and Costelloand .3) using an mstrumer?t_ that has been gsed N prior
2000), K-SADS-PL (Present and Lifetime Version: Kauf- studies to allow comparability between studies. In prac-

man et al 1997) and other versions of the K—SADStice' incumbent, widely used instruments have a large
(Ambrosini 2000), Diagnostic Interview Schedule for advantage over new instruments because of the issue of

Children (DISC; Fisher et al 1993; Schwab-Stone et apqmparabi!ity to prior studies and familiarity of the field
1996; Shaffer et al 1996; Shaffer et al 2000; Shaffer et aYV'th a particular instrument.

1993), Children’s Interview for Psychiatric Symptoms

(ChIPS; Fristad et al 1998a, 1998b; Teare et al 1998an; :

1998b), Diagnostic Interview for Children and Adoles-a‘DISCUSSIOn

cents (DICA; Reich 2000a, 2000b), and others. Some, foFor research studies with high per-subject costs (e.g.,
example, the DISC, provide the exact questions to askireatment studies or studies of psychobiology), interviews
Such “fully structured” or “respondent-based” instrumentswith the highest inter-rater agreement and greatest eluci-
are frequently used in epidemiologic studies because lagation of individual symptoms are generally used even
interviewers may be quickly trained to reliably administer though such instruments require experienced interviewers
them. Other “semistructured” or “interviewer based” in- and extensive training. For such studies, the cost of
struments, e.g., the CAPA and K-SADS, provide sug-assessment of the individual child is trivial compared with
gested questions but leave considerable choice of exactlyther costs. Individual studies may target more questions
what questions to ask, how much to follow up on individ- to a particular area because the time one can interview the
ual answers, and other interview details to the expertise ofhild and parent is limited by subject fatigue. For example,
the interviewer. Such interviews are considerably moreghe Wash-U-KSADS concentrates extra questions on bi-
expensive to administer because they require clinicallypolar symptoms. As we develop further hypotheses for
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nosologic refinement of the broad expanse of depressive depression: The roles of age, pubertal status and pubertal
disorders, the questions we ask on our instruments may be timing. Psychol Med?8:51-61.

further refined. Nevertheless, this particular niche is rela-Angold A, Weissman MM, John K, et al (1987): Parent and child
tively well filled. reports of depressive symptoms in children at low and high

For research studies of larger populations where eco- risk of depressionJ Child Psychol Psychiatr28:901-915.
nomic efficiency must be a strong consideration, we aré3'maher B, Ryan ND, Williamson DE, Brent DA, Kaufman J

. . - . (1996a): Childhood and adolescent depression: A review of
likely to see additional important work that further in- o past 10 years. Part 1 Am Acad Child Adolesc Psychiatry

creases the reliability of assessment of depression and 35:1575-1583.

anxiety (those disorders depending on the child’s report ofjrmaner B, Ryan ND, Williamson DE, et al (1996b): Childhood
internal affect state are more difficult to make reliably than  and adolescent depression: A review of the past 10 years. Part
disorders in which the diagnosis is largely made by I.J Am Acad Child Adolesc PsychiatBp:1427-1439.

parental or teacher reports of the child’s behavior). InFisher PW, Shaffer D, Piacentini JC, et al (1993): Sensitivity of
addition, for the same economic reasons, further develop- the Diagnostic Interview Schedule for Children, 2nd edition
ment of computer administered interviews, interviews on (D1SC-2.1) for specific diagnoses of children and adoles-
the Web, interviews administered by automated telephone cents.J Am Acad Child Adolesc Psychiat32:666-673.

: ; ; sy Fleming JE, Offord DR (1990): Epidemiology of childhood
.SyStemS' anq "?‘”tomated scqung algorlth.ms all will prOVIdeF depressive disorders: A critical review. Am Acad Child
important efficiencies that will allow the field to undertake 5 jgjesc Psychiatr9:571-580.

larger and more ambitious studies. Fristad MA, Cummins J, Verducci JS, Teare M, Weller EB,

As we adopt what we have learned from research "\yejler RA (1998a): Study IV: Concurrent validity of the
interviews to provide systematic diagnostic methods for DSM-IV revised Children’s Interview for Psychiatric Syn-
use in primary care settings, in schools, and in community dromes (ChIPS)J Child Adolesc Psychopharmac8i227—
health surveys, brevity and vastly simpler decision algo- 236

rithms that are both efficient and easily understood beFristad MA, Glickman AR, Verducci JS, Teare M, Weller EB,
come of great importance. Weller RA (1998b): Study V: Children’s Interview for

| th liabilit d validity of inst t Psychiatric Syndromes (ChIPS): Psychometrics in two com-
n summary, the refiability and validity of Instruments munity samplesJ Child Adolesc Psychopharmac8i237—

to assess pediatric depression are on par with the parallel 245
instruments to assess adult depression. Nonetheless, MQ&8ier B Warner K. Williams M. Zimerman B (1998): Prepu-

work is needed for instrumentation with children younger  pertal and young adolescent bipolarity versus ADHD: Assess-
than age 6 and for instrumentation designed for efficiency ment and validity using the WASH-U-KSADS, CBCL and
for use in clinical settings. TRF. J Affect Disord51:93-100.
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