
high response rates0 or evidence of a relation between
plasma concentrations of drugs and clinical response.`
These studies have, however, been criticised, on the
basis of design difficulties, small sample size, and lack
of placebo control. In a more recent double blind
placebo controlled study of 53 children, plasma
concentrations of drugs were linearly associated with
clinical response, but overall the results did not
support the hypothesis that imipramine is effective in
prepubertal depression.'
Two controlled studies have examined the effective-

ness of tricyclic antidepressants in major depression
after puberty.'°" Both studies had limitations, and
neither showed evidence of efficacy of drug treatment.
Thus, at best, adolescents with major depressive
disorders show a partial response to tricyclic anti-
depressants. A recent study of adolescents with
depression refractory to tricyclics showed a high
response rate to treatment with monoamine oxidase
inhibitors, strongly suggesting the need for further
research in this age group. 2

Thus, to date, an improvement in assessment and
classification of major depression in young patients,
combined with increased rigour of research methods,
seems to have challenged the earlier optimism about
the use of antidepressants in this group. The rationale
for the use ofthese drugs remains compelling, however,
and active research continues. There is a great need for
well designed studies on this subject.

Other treatments
The use of drugs is only one of the therapeutic

strategies available. What evidence is there that other
strategies are effective? Psychodynamic treatments
include individual psychotherapy, family therapy,
group therapy, cognitive therapy, and others. They are
widely used and good results are claimed. It must
be borne in mind, however, that there is a high
spontaneous remission rate in childhood depression
and there are many difficulties in teasing out the
differences between this and the response to treatment.
The underlying psychodynamic theories are described

in detail, but there is a paucity of controlled outcome
studies of any standing, and the lack of information on
this subject is as great as, if not greater than, that on
drug treatment.

Conclusions
Thus in conclusion I agree that the first line of

intervention should be a trial of psychological forms of
treatment, but I think that in older, severely affected
children or those who remain significantly depressed
over several months a trial of drugs with careful
monitoring should not be denied to the patient. This
"physical" form of treatment must, of course, be seen
as only one part of a complex strategy that entails many
different forms of intervention, and, in addition, it
should be given only for a limited time. Drug treatment
should not be seen as a "cure" for depressive disorder
but as a helpful part of a multifaceted intervention
strategy for severely depressed children and adoles-
cents.
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2 A psychoanalytic approach
Robin Anderson

Psychoanalysts have been interested in depression as a
state of mind for many years' and have continued to
hold the view that despite the findings of neurobio-
logical research there is much to be gained in continuing
to try to make sense of patients' experience. They find
important patterns of thoughts and feelings and ways
of relating to others, even in patients with an obviously
biological predisposition to depression, that seem
convincingly to make sense ofwhy patients feel as they
do; moreover, many such patients have been consider-
ably helped by psychoanalytic treatments. (I will not
discuss the possible mechanism by which the mind and
body interact with each other, but in depression I think
a close encounter between psychobiological and mental
life is found in which both unite to create the patient's
state of mind in ways that are at present largely
mysterious (but see Taylor2).)

Separateness and loss
Freud in his classic paper "Mourning and melan-

cholia" compared and contrasted these two states of
mind. He noticed that, although melancholia is often
precipitated by loss, melancholic patients are pre-

occupied in a complaining, self critical, guilty way
with themselves. Many of the characteristics most
complained about, however, clearly resembled impor-
tant people in the patient's life-for example, a spouse
or a parent. He concluded that such patients are unable
to face loss properly, especially when the relationship
to the lost figures is an ambivalent one, instead living
out a fantasy or, in those who are severely depressed, a
delusion that the lost figures exist inside themselves,
where they continue to persecute and preoccupy them.

This seminal work of Freud's was later put into a
developmental context by subsequent workers and
provides the basis for depressive psychopathology.
From the time of weaning, and even before, there is a
gradual development of the capacity to face the reality
of separateness and loss. When this is unbearable
infants and young children have ways of denying it,
which are based on the fantasy or illusion that they and
their loved object are not really separate but can inhabit
each other in various ways. If development proceeds
satisfactorily there will be a greater sense ofseparateness
together with an inner security that allows this separate-
ness to be tolerated. This occurs in the context of the
mother-infant relationship and requires the mother to
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help and hold the baby through these experiences.
The mechanism whereby the facing of loss strength-

ens the personality is similar to that of mourning. In
mourning the death of a loved one is at first denied, but
then gradually the loss is faced up to. Different aspects
of loss are encountered, and each encounter is accom-
panied by pain, often extreme, and feelings of sadness.

. . . The doctor's approach to the
patient is an essential part ofthe

treatment.

The process of gradually facing up to or "working
through" the loss leads to a state in which the loss is
more or less fully recognised. Paradoxically, the lost
figure and the relationship are then felt to exist within
the self, but in a symbolic form, which is recognised as
such, though always with some pain or regret and with
a different emotional quality that is none the less real.
If loss is not properly faced during early development
then instead of the personality building up an inner
sense of security based on the presence of enriching
symbolic relationships within the self there will be the
persistence of the more defensive denials of separate-
ness and loss referred to above. Those who cannot face
loss are the ones more likely to have a depressive
breakdown.

All new challenges in life require a renegotiation of
earlier tasks. If the new task can be successfully
managed the personality is further strengthened, but if
it is too stressful, or if earlier stages left too many
infanti!e defences unchanged, then the result is a
breakdown, which in certain types of personality will
lead to depression.

Depression can occur at any age, though in younger
children the presentation may be different, with
disturbed behaviour, hypochondriacal complaints, or
difficulties at school being prominent. Despite this the
underlying psychological process is the same. In
adolescence, given the magnitude of bodily and social
changes, it is no surprise that the incidence of depres-
sion rises noticeably.3 The child's reaction occurs in the
context of family relationships, which may alleviate or
exacerbate the reaction. During any period of upheaval
and change it is quite normal to see episodes of
disturbed behaviour or depression in children. For
those who are more vulnerable and already less secure,
however, loss or stress (sometimes very subtle) may
result in the emergence of depression of all ranges of
severity, for which many will need help.

Guiding principle of treatment
Seen from this perspective, depression in all its

forms is a type of failed mourning, producing a
reaction that may be influenced by biological and
genetic factors. It follows therefore that the guiding
principle of treatment should be to help the patient
through it, not simply to attempt to eradicate it.' This
means that the doctor's approach to the patient is an
essential part of the treatment."6 Many depressed
patients, especially adolescents, not only suffer them-
selves but cause suffering in those close to them,
especially their families; and it follows that if doctors
allow themselves to come close to the patient to try to
understand how he or she is feeling then they, too,
must be prepared to suffer to some extent. Part of this
discomfort will be because of the way a doctor's own

unconscious feelings about loss will be mobilised; all of
us have some degree of depressive psychopathology in
us. Indeed, part of what is therapeutic for patients is
the feeling of doctors remaining sensitive to them yet
with the courage to face up to something of what the
patient has avoided. I am not referring here only to
formal psychotherapy but to the ordinary human
interchange between patient and doctor. Such an
approach requires not only the doctor to resist the
patient's wish for a magical cure but also, and some-
times more importantly, the giving up of medical
omnipotence in which the patients must get "better" or
the doctor believes that he or she has failed. If the
doctor's treatment aims are more modest many patients
experience the sense of being understood (rather than
being pushed towards being cured) as a great relief that
someone is prepared to try to tolerate their state of
mind.

It is often claimed that the lack of controlled
outcome studies on the use of psychotherapy should
induce scepticism about its importance in the treat-
ment of depression in children. It should be borne in
mind, however, that good controlled outcome studies
in psychotherapy are complex, expensive, hard to
fund, and require a long time scale, unlike drug trials;
moreover, drug trials may produce apparently signifi-
cant results, but these too should be scrutinised
carefully. A recent American study examining a wide
variety ofresearch into child and adolescent disturbance
did find studies showing that psychotherapy signifi-
cantly helped children in ways that parallel adult
psychotherapy.7 It also found that drug trials in
children lack long term follow up and do not reflect
clinical practice, where antidepressants are seldom
given without psychological help. Moreover, there was
a lack of any good studies investigating the toxicity of
antidepressants and their effects, especially on cerebral
functions including intelligence. Finally, the study
concluded that psychotherapy was a promising treat-
ment strategy and that priority should be given to
future research in this subject.

Conclusions
With the above reservations, a psychodynamic

approach to depression does not exclude the use of
drug treatment in older patients with severe depression.
Indeed, it can help retarded or hypomanic patients
become more accessible to psychotherapy. Some
patients find that drug treatment provides an additional
sense of support, as do their often frightened and worn
down parents. Some doctors also find that they can
tolerate their severely depressed patients better with
the security of such treatment. Nevertheless, using
antidepressants as the main component in the manage-
ment of depression, as a less demanding alternative,
rather than attempting to make emotional contact with
a troubled adolescent is, I believe, not only unthera-
peutic but antitherapeutic.
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