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Abstract 

Background: Adolescence is a period of increased risk for the development of depression. 

Epidemiological and clinical studies suggest that the phenomenology of depression may 

differ during childhood and adolescence. However, participants in these studies may not 

reflect depressed young people referred to routine clinical services. The aim of this paper is to 

describe referrals for depression to a UK routine public healthcare service for children and 

adolescents with mental health difficulties. 

Method: This paper describes a consecutive series of adolescents (N = 100, aged 12-17 

years), referred for depression to a routine public healthcare child and adolescent mental 

health service, in the south of England. Young people and their caregivers completed a 

structured diagnostic interview and self report measures of anxiety and depression.  

Results: Fewer than half of young people referred for depression met diagnostic criteria for a 

depressive disorder. The key symptoms reported by those with depression were low mood or 

irritability, cognitive disturbances, sleep disturbances and negative self-perceptions. Suicidal 

ideation was common and was considerably higher than reported in other studies. Caregiver 

and young person’s accounts of adolescent symptoms of depression and anxiety were 

uncorrelated. Caregivers also reported fewer symptoms of depression in their child than 

adolescents themselves.  

Conclusions: These data have direct relevance to the design and delivery of public mental 

health services for children and adolescents. However, we do not know how representative 

this sample is of other clinical populations in the UK or in other countries. There is a need to 

collect routine data from other services to assess the needs of this group of high risk 

adolescents.    
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Key Practitioner Message 

 Existing data suggests that the characteristics and symptoms of depression in 

children and adolescents may differ from those reported by depressed adults.  

 These data may not generalise to adolescents who are referred to and assessed 

by the UK National Health Service for the treatment of depression. 

 Of 100 adolescents referred for depression to a routine public child and 

adolescent mental healthcare service in the UK, fewer than half met diagnostic 

criteria for a depressive disorder. 

 The most common symptoms of the depressed group were low mood or 

irritability, suicidal ideation, cognitive disturbances, sleep disturbances and 

negative self-perceptions. 

 Suicidal ideation was much higher in all groups than reported in clinical trials.  

 There are currently no guidelines in place regarding 1) how to treat 

adolescents who do not meet diagnostic criteria for any disorder, but are 

experiencing distress, impairment and often risk, and 2) how to support and 

manage clinical staff who are dealing with such high levels of risk.  
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Low mood and depression often emerge during adolescence (Green, McGinnity, 

Meltzer, Ford, & Goodman, 2005) and are highly prevalent (Costello, Erkanli, & Angold, 

2006). Nearly 6 % of adolescents meet criteria for a depressive disorder at any given time 

(Costello et al., 2006), with the cumulative frequency of depression rising to as high as 20% 

by the end of adolescence (Thapar, Collishaw, Pine, & Thapar, 2012). Experiencing 

depression in youth can have long-term negative impacts, and increases risk of further 

episodes of depression as an adult (Dunn & Goodyer, 2006; Harrington & Dubicka, 2001), 

and of developing other mental health disorders (Fergusson & Woodward, 2002; Halperin, 

Rucklidge, Powers, Miller, & Newcorn, 2010; Harrington, Fudge, Rutter, Pickles, & Hill, 

1991; Lewinsohn, Rohde, Klein, & Seeley, 1999; Rao et al., 1995; Rudolph & Klein, 2009). 

Adolescent onset depression has also been associated with educational underachievement, 

low income levels and unemployment (Fergusson, Boden, & Horwood, 2007; Franko, 

Striegel-Moore, Thompson, Schreiber, & Daniels, 2005; Gotlib, Lewinsohn, & Seeley, 1998), 

and is a risk factor for suicidal behavior (Bridge, Goldstein, & Brent, 2006). 

Major Depressive Disorder (MDD) is defined as a cluster of specific symptoms that 

are associated with impairment. The Diagnostic and Statistical Manual of Mental Disorders – 

5 (DSM-5; APA, 2013) identifies possible 9 symptoms of depression -  low mood (or in 

adolescents, irritability), anhedonia, suicidal ideation, sleep disturbances, fatigue, appetite 

disturbances, impaired concentration or ability to make decisions, psychomotor changes and 

negative self-perceptions. Five symptoms must be present and must include either low mood 

(or irritability in young people), or anhedonia. These symptoms must have been present for at 

least two weeks and must cause clinically significant distress or impairment in occupational, 

social or other important domains of life. The gold standard diagnostic interview for 

adolescent depression, the Kiddie-Schedule for Affective Disorders and Schizophrenia 
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(KSADS; Kaufman et al., 1997), is currently still based on the DSM-IV (APA, 1994).  

However, changes for the diagnosis of depressive disorders in DSM-5 were minimal. The 

only change was that a diagnosis of major depression following grief or bereavement is no 

longer excluded. Two additional disorders were included, ‘Disruptive Mood Dysregulation’ 

and ‘Premenstrual Dysphoric Disorder’, and ‘Dysthymia’ was changed to ‘Persistent 

Depressive Disorder’. 

Depression is often not identified in adolescents (Leaf et al., 1996). With the 

exception of irritability, the features of depression are supposedly similar in adolescents and 

adults (Lewinsohn, Rohde, Seeley, Klein, & Gotlib, 2003). A recent qualitative study by 

Midgley et al. (2015) focused on young people’s experience of depression which highlighted 

some key features that are not part of diagnostic criteria e.g. feeling isolated. Weiss and 

Garber (2003) conducted a meta-analysis of research on the developmental stage of the child 

or adolescent and the associated phenomenology of depression and found that anhedonia, 

hopelessness, hypersomnia, weight gain and social withdrawal are more common in older 

adolescents compared with younger children. 

Given the frequency and associated risks of adolescent depression, along with the 

wide variety of possible symptoms, it is important to understand the clinical presentation of 

depressed young people in order to inform assessment and treatment. Data about the 

characteristics of depression in young people come from epidemiological studies or from 

clinical trials of medication and psychotherapies. Epidemiological studies indicate that 

female adolescents are twice as likely as male adolescents to experience depression (Hyde, 

Mezulis, & Abramson, 2008; Thapar et al., 2012). Other risk factors include having a parent 

that has experienced depression (Rice, Harold, & Thapar, 2002; Tully, Iacono, & McGue, 

2008), exposure to stressful live events (Goodyer, Wright, & Altham, 1990; Pine, Cohen, 
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Johnson, & Brook, 2002) and experiencing bullying (Hawker & Boulton, 2000). Two thirds 

of depressed adolescents have at least one comorbid disorder (Ford, Goodman, & Meltzer, 

2003). Anxiety is the most common co-morbid mental health problem in young people with 

depression (Angold, Costello, & Erkanli, 1999); around 75% of young people with 

depression experience symptoms of anxiety (Essau & Chang, 2009) and, almost 20% of 

depressed adolescents also meet diagnostic criteria for generalized anxiety disorder (Angold 

& Costello, 1993). 

Treatment trials for adolescent depression also provide information about the clinical 

characteristics of their participants. A recent multi-site RCT for adolescent depression 

recruited 465 young people with depression from routine public mental health services for 

children and adolescents in England (Goodyer et al., 2015). On the basis of K-SADS 

diagnostic interviews carried out before treatment, the most common symptoms reported 

were sleep disturbance, low mood and cognitive disturbances. Recruitment to the Treatment 

of Adolescent Depression Study (TADS) trial in the U.S. was selective and over 

representative of females; 54.4% of participants were female (TADS, 2005). Of the 

adolescents with a primary diagnosis of depression, 27.4% had comorbid anxiety disorders, 

and 23.5% had comorbid behavior disorders. Symptoms elicited by the K-SADS diagnostic 

interview indicated that 29.2% of adolescents had thoughts of death or suicidal ideation in the 

two week period before assessment. In the Treatment of Resistant Depression in Adolescents 

trial (TORDIA; Brent et al., 2008) participants were adolescents who had not responded to at 

least 2 trials of SSRI or at least 7 sessions of CBT. This sample had a mean age of 16 years, 

70% were females and 82% were “white”. On the basis of the Suicidal Ideation 

Questionnaire (Reynolds & Mazza, 1999), 58.5% of the sample reported clinically significant 
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suicidal ideation in the past month, and 51.7% of participants had at least one comorbid 

disorder. 

The extent to which these data generalise to routine UK mental health services is not 

known. There is relatively little data currently reported about the characteristics of depressed 

adolescents who present for assessment and treatment. This paper presents data that was 

routinely collected in a public mental health service for children and adolescents in the south 

of England. It describes the clinical characteristics of 100 consecutive assessments following 

a referral for depression with the aim of helping inform service delivery and design.   

Methods 

Participants 

Participants were a subset of young people and primary caregivers referred to a 

community public mental health service, which is free at the point of entry and assesses and 

treats children and adolescents with anxiety and depression. The service is based at the 

University of Reading as collaboration between the local healthcare service and the 

University (see Procedure for details of referral process). Of 103 patients who were invited to 

take part in the study, 3 declined participation in the research assessment so their data is not 

reported in this paper. Therefore 100 young people aged 12 to 17 years, and their primary 

caregiver, were recruited between November 2013 and August 2015. Caregivers who 

attended were usually their biological mother (79%); there were also fathers (15%) and other 

family members, e.g. step-parent, aunt, adopted mother (6%).   

Procedure 

Children and adolescents were referred by primary and secondary care services. 

Referrals were triaged and those presenting with primarily moderate to severely impairing 

anxiety, depressive or obsessive-compulsive symptoms are transferred to the anxiety and 
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depression service based at the University of Reading. Young people with mildly impairing 

symptoms of anxiety or depression are usually diverted to other services. Furthermore, young 

people who were felt to be in a high risk category due to suicide risk, safeguarding issues or 

psychosis were seen for urgent assessments and were not invited to take part in this research 

(n = 43). Young people with very significant psychosocial complexity, requiring significant 

multiagency liaison and multi-model treatment packages were also excluded as they were 

directed to a different child and adolescent mental health team designed to meet their 

particular needs.  

Between November 2013 and August 2015, 103 young people were eligible for the 

standard depression assessment, and were invited to take part in this study. The study was 

approved by the Berkshire Local Research Ethics Committee and the University of Reading 

Research Ethics Committee. Adolescents aged 16-18 years provided informed consent for 

themselves, while adolescents aged 12-15 years required consent from their caregiver as well 

as providing assent themselves. Caregivers also provided written consent for themselves 

taking part. 

Assessments were conducted on one day. As part of a generic clinical assessment the 

young person and their primary caregiver were interviewed separately. This included 

information on family structure, developmental history, education, and physical health. Risk 

assessments were carried out and a care plan was completed with the young person and 

primary caregiver. This was followed by a diagnostic assessment separately with the young 

person and primary caregiver, and the completion of standardized symptom questionnaires.  

Measures 

Demographics. As part of the routine clinical assessment, demographic information 

was collected including age, gender, ethnicity and socioeconomic status. 
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Diagnoses. Adolescents referred to the clinic were assigned diagnoses on the basis of 

the Kiddie Schedule of Affective Disorders and Schizophrenia (K-SADS), a structured 

diagnostic interview for DSM-IV affective disorders and schizophrenia, with well-established 

psychometric properties (Kaufman et al., 1997). As is conventional, the interview was 

conducted with adolescents and caregivers separately, and diagnoses were based on the 

information obtained from both interviews. Assessors (psychology graduates) were trained on 

the standard administration and scoring of the K-SADS through verbal instruction, listening 

to assessment audio-recordings and participating in diagnostic consensus discussions. 

Competence was evaluated with reference to the assessors’ ratings of a standard assessment 

recording. Once trained, all diagnoses were double-rated by both the assessor and a clinical 

psychologist. Inter-rater reliability for K-SADS diagnoses overall was κ = .97 and reliability 

for depression diagnosis specifically was κ = 1.00. 

Symptom Measures. The Mood and Feelings Questionnaire (MFQ) is a 33 item self-

report scale of depressive symptoms for adolescents which has good psychometric properties 

(Burleson Daviss et al., 2006). This study included adolescent (MFQ-C) and parent (MFQ-P) 

versions. Each symptom is rated on a 3 point scale from 0 (not true) to 2 (true). Internal 

consistency for the MFQ was very high (MFQ-C α = .92; MFQ-P α = .97) 

The Revised Child Anxiety and Depression Scale (RCADS) is a 37 item self-report 

scale used to assess anxiety and depression symptoms (Chorpita, Yim, Moffitt, Umemoto, & 

Francis, 2000). Parent (RCADS-P) and adolescent (RCADS-C) reports of symptoms of 

adolescent anxiety and depression were included. The RCADS scoring has norms for 

respondent version (child or parent) and age of child. The measure has good construct 

validity and test-retest reliability (Chorpita, Moffitt, & Gray, 2005). Internal consistency for 

the RCADS depression subscale was acceptable (RCADS-C-D α = .78; RCADS-P-D α = 
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.87). Internal consistency for the RCADS total anxiety subscale was excellent (RCADS-C-

TOA α = .95; RCADS-P-TOA α = .97). 

Caregivers’ symptoms of depression, anxiety and stress. Caregivers’ own 

symptoms were assessed using the short-version of the Depression Anxiety Stress Scale 

(DASS-21). This is a 21 item, self-report measure which has three scales relating to 

symptoms of depression, anxiety and stress (Lovibond & Lovibond, 1995). Each scale 

consists of 7 items and items are scored using a scale of 0 (did not apply to me at all) to 3 

(applied to me very much or most of the time). The DASS-21 has been used with non-clinical 

and clinical populations and the scales show good internal consistency and concurrent 

validity (Antony, Bieling, Cox, Enns, & Swinson, 1998). Internal consistency for the DASS-

21 was excellent (DASS-21-D α = .99; DASS-21-A α = .99; DASS-21-S α = .99). 

Results 

Data Analysis 

There was no missing data on K-SADS diagnoses and symptoms, or on demographic 

information for the 100 participants. Some data was missing on self-report measures. 

Participants were excluded from the analysis of self-report measures if more than 25% of 

their data was missing. As a result, the following numbers were excluded from the relevant 

analyses: parent reported MFQ (n = 9), adolescent reported MFQ (n = 9), parent reported 

RCADS (depression subscale n = 8; anxiety subscale n = 10), adolescent reported RCADS (n 

= 8) and DASS-21 (n = 7).  

When describing the data, frequencies and percentages are provided for categorical 

variables, and means and standard deviations (SDs) for continuous variables. Continuous data 

were screened in relation to the assumptions of parametric tests (Tabachnick & Fidell, 2007). 

The distributions of caregivers’ symptoms of depression and anxiety were positively skewed. 
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As these variables could not be successfully transformed, confirmatory analyses were 

conducted by running analyses with 1000 bootstrap samples. Results were consistent, 

suggesting that the original analyses were robust to the violations of assumptions, so results 

based on the original (non-bootstrapped) analyses are presented for simplicity. 

Demographic Characteristics 

The mean age of the adolescents was 15.78 years (SD = 1.19; range = 12-17), with the 

majority (60%) aged 15 or 16 years. Most (85%) were female and white British (89%)  Other 

ethnicities included white and black Caribbean, Asian, Indian and Pakistani. Most families 

were classed as ‘professional’ (78%). The mean age of males and females did not differ 

significantly (mean (SD): males = 15.97 (.92), females = 15.72 (1.24), t(95) = -.74, p = .46). 

Primary Disorder 

Forty-two of the 100 young people met criteria for a depressive disorder as the 

primary diagnosis on the K-SADS. Thirty seven met criteria for major depressive disorder, 3 

met criteria for major depressive disorder with psychosis, and 2 participants met criteria for 

schizoaffective depressive disorder.  

Of the remaining fifty-nine participants, 23 met criteria for an anxiety disorder as their 

primary diagnosis (social phobia n = 9, generalized anxiety disorder n = 9, anxiety disorder 

not otherwise specified n = 2, separation anxiety n = 1, obsessive compulsive disorder n = 1, 

agoraphobia without panic disorder n = 1). One participant met criteria for oppositional 

defiant disorder as their primary diagnosis. Thirty-four young people did not meet criteria for 

any mental health disorder.  

Depressive Symptoms 

The majority of adolescents that were diagnosed with a depressive disorder met 

criteria for 5 or 6 symptoms (respectively; 44%, 34%). All participants met the core criterion 
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of ‘low mood/irritability’. Over half of the adolescents with depression also met the additional 

core criterion of anhedonia. Other very common symptoms were negative self-perceptions, 

suicidal ideation and sleep disturbance. The frequencies of each of the depressive symptoms 

reported by adolescents with depression, another mental health disorder and no mental health 

diagnosis are presented in Table 1.  

 

[Insert Table 1] 

 

Comorbidity 

Twenty-five percent of young people from the total sample met criteria for one or 

more comorbid disorder. One participant met criteria for 5 disorders, one participant met 

criteria for 4 disorders, one participant met criteria for 3 disorders, and 22 participants met 

criteria for 2 disorders. Comorbid diagnoses included social anxiety disorder (n = 15), 

generalized anxiety disorder (n = 10), panic disorder with agoraphobia (n = 2), panic disorder 

(n = 1), specific phobia (n = 1), anxiety disorder not otherwise specified (n =1), major 

depressive disorder (n = 1, in the presence of a primary anxiety disorder). Of the adolescents 

that met criteria for a primary diagnosis of depression, 54% had comorbid disorders. These 

included social anxiety disorder (32%), generalized anxiety disorder (14%), panic disorder 

(3%), specific phobia (3%) and anxiety disorder not otherwise specified (3%). 

 

Disorders and Age/Gender 

There was no difference in age between those that did and did not meet criteria for 

any disorder, t (95) = -1.95, p = .06, and no association between presence of any diagnosis 

and gender, (1) = .28, p = .60. There were also no differences in age between those that did 
2
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and did not meet criteria specifically for a diagnosis of depression, t(95) = -.50, p = .62, and 

no gender difference in those with and without depression,  (1) = 1.70, p = .19. 

Symptom Measures 

The mean scores of the whole sample on adolescent and caregiver reported symptoms 

of anxiety and depression in the referred adolescents are shown in Table 2. Adolescent self-

reported anxiety and depression were highly correlated (Table 2). Parent reported MFQ and 

adolescent reported MFQ were significantly difference t(72) = 5.96, p < .001.  The mean 

adolescents MFQ score was well above the suggested cut-offs for clinically meaningful 

symptom scores (i.e. cut offs of 29 and 27, respectively Burleson Daviss et al., 2006; Wood, 

Kroll, Moore, & Harrington, 1995). In contrast the mean parent MFQ score was below the 

suggested cut-off of 27 for parent-reported scores (Burleson Daviss et al., 2006). Surprisingly 

there was also no significant association between adolescent and parent reported symptoms of 

adolescent depression (see Table 2). 

Adolescents who met diagnostic criteria for any disorder reported significantly higher 

MFQ scores; (M = 40.36, M=33.30; t(86) = -2.52, p = .013).  Caregivers of adolescents with 

and without diagnoses did not differ in their MFQ ratings (with diagnosis, M = 25.00, without 

diagnosis, M = 23.13; t(75) = -.64, p = .52).  

Caregiver’s symptoms 

Caregivers completed self-reports of their own symptoms of depression, anxiety and 

stress. According to the DASS, 27% of caregivers had depression scores that fell in the 

severe to extremely severe range, 33% had anxiety scores that fell within a severe to 

extremely severe range. 36% had stress scores that fell within a severe to extremely severe 

range. Mean caregiver DASS scores did not differ between caregivers whose adolescent did 

and did not meet criteria for any diagnoses (p > .05), or between caregivers of an adolescent 

2
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with and without a diagnosis of depression (p > .05). As expected, there were significant 

positive correlations between caregiver’s own symptoms and those they reported for their 

child (Table 2). 

 

[Insert Table 2] 

 

Discussion 

This study assessed the diagnoses and symptoms of adolescents referred for 

depression to a UK routine public mental health service for children and adolescents. The 

majority of referred adolescents did not meet criteria for depression (57%); 23% of the 

sample met diagnostic criteria for an alternate mental health disorder, and 34% did not meet 

criteria for any disorder. However adolescents who did not meet diagnostic criteria for any 

disorder reported MFQ scores well above the cut-off for clinically meaningful scores and a 

significant proportion reported suicidal ideation.  

Treatment guidelines for depression focus on those with the disorder and services are 

typically commissioned and structured to provide treatment for young people with a 

diagnosis. Despite this, most child and adolescent mental health teams do not conduct 

structured diagnostic interviews and may therefore not distinguish between those with a 

diagnosis of depression and those who do not meet diagnostic criteria. This raises questions 

about what treatment or intervention should be offered to young people who present with 

symptoms of depression but do not meet criteria for a diagnosis. Longitudinal research 

indicates that adolescents who have a sub-clinical depression are at increased risk of 

developing a depressive disorder (Klein, Shankman, Lewinsohn, & Seeley, 2009; Lewinsohn, 

Solomon, Seeley, & Zeiss, 2000) and are likely to experience continued impairment 



15 

Clinical characteristics of adolescent depression 

Corresponding author: Orchard 

(Fergusson, Horwood, Ridder, & Beautrais, 2005) if treatment is not provided. This could 

therefore present an opportunity to potentially prevent depression from developing for these 

young people if input was provided at an earlier stage. Although individuals with sub-clinical 

levels of depression are likely to still benefit from treatment (e.g. Cuijpers, Koole, van Dijke, 

Roca, Li, & Reynolds,2014), there are not currently evidence-based interventions for this 

population.  

The present sample was highly comorbid; of those who met criteria for a depressive 

disorder 55% had a comorbid anxiety disorder. These data are consistent with reports from 

different countries and presenting to different types of services (Angold & Costello, 1993; 

Costello et al., 2006; Ford et al., 2003). In this sample externalizing problems were 

infrequent, however, this may be an artefact of recruiting from a specialist service for anxiety 

and depression. Therefore young people with externalizing problems (and low mood or 

anxiety) may be more likely to be referred to a different care pathway where their 

externalising symptoms may ‘overshadow’ internalising symptoms.  

Of the adolescents who met criteria for a depressive disorder, the most common 

symptoms were low mood (or irritability), cognitive and sleep disturbances, suicidal thoughts 

and negative self-perceptions. Rates of suicidal ideation were very high (86% of those 

diagnosed with depression, 35% of those with no diagnosis) and in excess of those reported 

in recent RCTs (TADS, 29.2%; TADS team, 2005; TORDIA, 58.5%; Brent et al., 2008; 

IMPACT 61%; Goodyer et al., 2015). This is even more striking given that our sample 

excludes young people identified as at immediate risk who were given a different assessment 

and are not included in this study.  

We do not know if this level of risk is typical of UK public mental health services for 

children and adolescents. However, the theme of self harm is consistent with a recent 
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qualitative study of 77 depressed adolescents. Young people’s accounts of their experiences 

highlighted ‘anger and violence towards self and others’ (Midgley et al., 2015). This level of 

risk may also reflect a referral and selection process in UK child and adolescent mental health 

services that prioritises young people who disclose thoughts of self harm and suicide. This 

would be clinically understandable and may be the best way to prioritise scarce resources. 

However, the extremely high rate of suicidal ideation in the sample suggests that other 

adolescents with clinically significant symptoms of depression who do not disclose or declare 

suicidal thoughts, may not be referred for treatment and assessment. Such high levels of risk 

also present a significant emotional burden and workload for clinicians which may not be 

acknowledged in commissioning, job planning or staff support services. 

Young people and their caregivers presented strikingly different descriptions of the 

severity of young people’s anxiety and depression symptoms. Using parent and young person 

versions of the same self-report questionnaires, caregivers reported that their child’s 

symptoms were significantly and substantially lower than the child themselves reported. 

Within dyads there was no association between parent reported severity and the young 

person’s own rating of severity. These data are different from research on child anxiety. 

Niditch and Varela (2011) found that among children aged 7-13 years, parents under-reported 

symptoms of anxiety in the younger children, and over-reported symptoms for the older 

children. It has also been found that there is greater agreement for observable symptoms in 

child anxiety (Comer & Kendall, 2004). Observational and questionnaire based studies have 

shown that depressed adolescents and their parents experience high rates of conflict 

(McLeod, Weisz, & Wood, 2007), which may result in poor communication between 

adolescents and their parents. This may partly explain why a large proportion of young 

people with mental health problems do not access health services (Green et al., 2005).  
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A key strength of this study is that participants and caregivers were recruited from a 

routine mental health service for children and adolescents. A very large proportion of those 

invited to take part gave consent i.e. just below 100%. However, not all referrals could be 

invited into the study. Adolescents were excluded both at the point of entry to the service (if 

symptoms appeared mild or inappropriate), and at the assessment stage (if an urgent 

assessment or alternate intervention was needed). This limitation to recruitment was enforced 

by the service leaders in order to ensure patients were given the appropriate clinical care. A 

second strength was that diagnostic assessments were conducted by trained and reliable 

assessors using standardised clinical interviews and well-validated self-report measures and 

young people and their caregivers were assessed separately to increase reliability (Costello, 

1989). This assessment process is not typically part of routine clinical assessment in public 

child and adolescent mental health services in the UK but as it is recommended in the UK 

guidelines for assessment of depression in young people (NICE, 2015) it may warrant 

replication in other settings. However, diagnostic interviews should still be used as part of a 

multimethod-multistage approach to assessment (e.g. Rutter, Tizard & Whitmore, 1970), 

which includes a range of both self-report measurements and clinical interviews.  

Caution is needed when interpreting these data. It is unclear how well these data can 

be generalized to other services. Commissioning arrangements and context may mean that 

service user characteristics are very different. Of particular concern is that in this study 

participants were predominantly White British and from relatively high socioeconomic 

backgrounds. Thus the service users did not reflect the demographics of the local community, 

which suggests a clear problem with access.   

These important caveats highlight the pressing need for similar data to be collected 

more systematically in routine public child and adolescent mental health services. Planning, 
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developing and delivering effective, accessible and comprehensive mental health services is a 

high priority on the national political agenda (Department of Health, 2015, 2016). Accurate 

information about the basic characteristics and needs of service users is an essential tool for 

decision making about service transformation and investment to improve mental health care 

for children and young people.  

Conclusion 

Depression was diagnosed in 43 of 100 adolescents aged 12-18 years referred for 

depression to a routine public child and adolescent mental health service in England. 

Adolescents who met criteria for a depressive disorder most commonly experienced 

symptoms of low mood (or irritability), cognitive and sleep disturbances, suicidal thoughts 

and negative self-perceptions. There was a very high level of suicidal ideation in young 

people with and without a diagnosis of depression. This may reflect a referral bias whereby 

depressed young people who do not describe suicidal ideation are not prioritised or 

signposted to local services, and may not be able to access assessment or treatment.  
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Table 1. Frequencies of DSM-IV criteria depressive symptoms in adolescents that were 

assessed. 

Frequency (%) Adolescents 

diagnosed with a 

depressive disorder 

n = 43 

Adolescents 

diagnosed with 

another DSM-IV 

disorder 

n = 23 

Adolescents with 

no DSM-IV 

diagnosis 

n = 34 

Low mood / irritability 100 54 62 

Anhedonia  50 0 9 

Suicidal ideation 86 33 35 

Sleep disturbances 71 33 18 

Fatigue  43 25 3 

Eating disturbances 60 25 15 

Cognitive disturbances 70 17 21 

Psychomotor changes 19 0 0 

Negative self-perceptions 86 50 35 
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Table 2. Adolescent and caregiver reported symptom measure means and inter-correlations 

 MFQ-C 

 

 

n = 91 

MFQ-P 

 

 

n = 91 

RCADS-C-

D  

 

n = 92 

RCADS-P-

D  

 

n = 92 

RCADS-C-

TOA  

 

n = 92 

RCADS-P-

TOA 

 

n = 90 

DASS-21-

D 

 

n = 93 

DASS-21-

A 

 

n = 93 

DASS-21-

S 

 

n = 93 

Mean (SD) 37.89 

(12.62) 

25.48 

(13.27) 

17.46 

(5.42) 

12.86 

(5.35) 

54.82 

(17.65) 

37.17 

(17.25) 

8.97 (8.10) 5.94 (5.24) 12.06 

(7.00) 

MFQ-C -         

MFQ-P .09 -        

RCADS-C-D .78* .03 -       

RCADS-P-D .02 .70* -.02 -      

RCADS-C-TOA .72* .09 .64* -.04 -     

RCADS-P-TOA .17 .64* .06 .68* .11 -    

DASS-21-D .21 .35 .01 .36* .04 .28 -   

DASS-21-A .10 .29 .04 .32 .04 .29* .51* -  

DASS-21-S .20 .17 .08 .24 .14 .28 .46* .46* - 
Note. N: Number of participants; SD: Standard Deviation; DASS-21-D: Depression Anxiety and Stress Scale – Depression subscale; DASS-21-A: Depression Anxiety and 

Stress Scale – Anxiety subscale; DASS-21-S: Depression Anxiety and Stress Scale – Stress subscale; MFQ-C: Mood and Feelings Questionnaire - Child Report; MFQ-P: 

Mood and Feelings Questionnaire - Parent Report; RCADS-C-D: Revised Child Anxiety and Depression Scale - Child Report on Depression; RCADS-P-D: Revised Child 

Anxiety and Depression Scale - Parent Report on Depression; RCADS-C-TOA: Revised Child Anxiety and Depression Scale - Child Report on Total Anxiety; RCADS-P-

TOA: Revised Child Anxiety and Depression Scale - Parent Report on Total Anxiety. 
*p < .001 


