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Dr Thalia Eley, Senior lecturer and MRC Fellow, 
Institute of Psychiatry, London opened the conference 
with an overview of the gene-environment interplay and 
the differing levels of genetic and environmental risks on 
childhood depression. She presented the findings of her 
study Genesis 12/19, which looked at measures including 
symptoms, cognitions, DNA and shared environments in 
1300 twin samples and 1300 adolescent offspring. 
Genetic influences are known to be generally moderate; 
the influence increases from childhood into adolescence. 
There is a large non-shared environmental influence for 
example relationships with parents and friends. 

She then focused on the 
parental familial 
vulnerability, family 
environments and their 
interactions as predictors of 
depressive symptoms in 
adolescence. The results 
showed that the odds of 

severe adolescent depressive symptoms increased by a 
factor of 1.5 per standard deviation increase in familial 
vulnerability to depression; parental BMI and 
educational level had significant influences independent 
of parental vulnerability. The study concluded that 
adolescents with a family history of depression whose 
parents also lacked qualifications may benefit from 
intervention. She went on to discuss the possible steps 
involved in the development of depression, hypothesising 
that individuals with a genetic risk for depression may be 
particularly sensitive to interpreting ambiguous stimuli as 
threatening, in which case the interpretation should be 
heritable and share genetic risk with depression. Data 
from a sample of young twins, looking at the 
interpretation of ambiguous stimuli and its association 
with depressive symptoms indicated a moderate genetic 
and environmental overlap between cognitive styles and 
symptoms.  

Summarising, Dr Eley suggested that interaction 
with stress may be the key to identifying genetic risks 
and that inclusion of measures of cognitive processes 
may add valuable information. In terms of the 
implication for psychologists, genetic data could inform 
theories and lead to clearer understanding with regard to 
cognitive functioning in the development of emotional 
symptoms. Cognitive processes could be markers for 
genetic risk and this could help with earlier identification 
of children at risk and development of tailored 
treatments. 

Professor Ian Goodyer, Professor of Child and 

Adolescent Psychiatry, University of Cambridge 
presented the Named Lecture on features of depression in 
young people and reviewed the processes within the at- 
risk adolescent and how these operated when exposed to 
environmental and social adversities. 

He looked at the 2 hit temporal model for the 
development of subsequent depression and concluded 
that this may not be necessary; the processes at any point 
in time may exert negative effects within a short period 
of time and that severe ongoing adversities with high 
negative impact may be partial activators of subsequent 
depression. Current findings suggested that there are 
brain based differences in adolescents that arise from 
genetic and epigenetic processes in childhood.  

He went on to look at the impact of childhood 
experiences on the brain substrates particularly serotonin 
and cortisol. He briefly outlined that the structure and the 
function of emotion centres in the brain are serotonin 
sensitive with the serotonin promoter gene indexing 
individual differences. There is an inverse relationship 
between the volume of the limbic cortex and amygdala in 
s allele carriers and the activity at a neural level. The 
Serotonin.BDNF relationship indexes response to 
adversity and the risk for childhood depression.  

Corisol is a peripheral chemical marker of emotional 
learning and is regulated at the level of the hippocampus. 
Professor Goodyer looked at the literature regarding the 
impact of early environment on epigenetic programming 
of the HPA axis. The relative contribution of genetic 
control of cortisol secretion is unknown. He reported that 
formally depressed adolescents who are now well and 
functioning, have decreased hippocampal density, but 
increased activation when encoding information.  

In summary he suggested that depression in 
adolescence may result in cortisol neurotoxicity which 
could lead to abnormal brain development at a time of 
high neural change. He suggested that depression 
becomes more likely at any point in the first two decades 
via neurochemical processes and that there are dual 
effects on mood and cognition via serotonin and cortisol 
respectively mediated via early trophic genes. The 
implications for clinical practice in the future might be 
that we can predict and treat depression depending on the 
neurochemical picture, brain imaging and genotyping.  

Dr Rebecca Park, Clinical Senior Lecturer, in the 
Dept of Psychiatry, University of Oxford presented 
empirical studies on psychological processes in 
adolescent depressive disorder.  

The role of rumination on depressive themes, 
overgeneral autobiographical memory (OGM) and 



 

negative schematic models in 
first episode adolescent Major 
Depressive Disorder (MDD) 
were explored using 
experimental strategies with 
three groups of adolescents 
and a longitudinal strategy 
with MDD patients followed 
up at 12 months. She 
summarised the experimental 
duties, indicating that 
ruminative vs distraction 

increased depressed mood in MDD and controls. This 
effect was absent in non-MDD psychiatric patients. 
Rumination vs distraction increases negative OGM 
specifically in MDD. SSRI’S were associated with 
greater responsivity to distraction and rumination. 

The results of the longitudinal study showed that 
persistent major depression in adolescents is 
independently predicted by the degree of self-devaluative 
dysphoric experience (DSC) and observer-rated 
depression severity (Hamilton score). Neither 
overgeneral memory nor ruminative style independently 
predict persistent MDD in adolescents,  though low IQ 
seems to contribute to the persistence of MDD. High 
levels of self-devaluative dysphoric experience increase 
the liability for persistence of first episode MDD. 
Treatment implications suggest that in the light of the 
above findings, therapy should focus on modifying the 
subjective experience of dysphoria and enhance the 
ability to disengage from depressogenic ruminative 
thoughts. 

Dr Tony James, 
Consultant Child and 
Adolescent Psychiatrist, 
Oxford presented the recent 
developments in the 
diagnosis and management of 
early onset bipolar disorder. 

He highlighted the 
controversy surrounding  
prevalence and diagnosis, 
particularly in younger 
children as well as the issue 

of the overlap with ADHD. There is an ongoing debate 
about the use of narrow or broad phenotypes and whether 
the diagnosis should include chronic irritability as a 
criterion. 

The ongoing debate around irritability as a 
diagnostic criterion was debated with evidence cited 
from Wozniak et al 1995, Tanguaray 1997, Carlson and 
Kelly, 1998 and Klein et al 1998. It was traditionally 
thought that paediatric onset BAD was rare. Data from 
the Oregan Adolescent Depression Project (Lewinsohn et 
al, Acta Psych Sca 2003) have shown prevalence of BAD 
in adolescence approaching 1%. Early onset BAD was 
associated with a higher rate of ADHD as well as a 
higher rate of first degree ADHD and Conduct 
Disorder.(Renede et al, JAACAP 2007).  

Dr James reviewed the latest evidence regarding the 
treatment of BAD. He discussed the issue of early 

treatment vs maintenance treatment and looked at  
combination therapy in treatment as well as the role of 
ECT. The different therapeutic options considered 
included Interpersonal Therapy, Interpersonal Social 
Rhythm Therapy, Cognitive Behaviour Therapy, Family 
Therapy and Multifamily Psychoeducation Groups. 

Guest speaker, 
Professor John March of 
Duke University, US, 
opened a stimulating 
afternoon session by 
reporting the outcome data 
from the Treatment for 
Adolescents with 
Depression Study (TADS) 
across 36 weeks of 
randomized treatment.  

He began by 
reviewing the results from the 12 week acute treatment 
phase of TADS 1 in 2003 (n= 439), whereby fluoxetine 
was more effective than CBT for adolescents with 
moderate to severe depression, and that the combined use 
of CBT and fluoxetine offered a better risk/benefit 
profile than monotherapy; response rates were COMB 
73%, FLX 62% and CBT 48%. He then presented 
outcome data at 18 weeks which showed improved 
response rates particularly for CBT: COMB 85%, FLX 
69% and CBT 65%. Data outcome presented at 36 weeks 
from 327 patients aged 12 to 17 demonstrated similar 
response rates across treatments: COMB 86%, FLX 81% 
and CBT 81%. Suicidal events were more common in 
patients treated with FLX (14.7%) than with COMB 
(8.4%) or CBT (6.3%). He concluded that the results 
indicated that treatment with fluoxetine alone or in 
combination with CBT accelerates response as compared 
with CBT alone in adolescents with moderate to severe 
depression. Professor March recommended treatment 
with combined therapy, as adding CBT to medication 
improves outcomes and enhances the safety of 
medication.  

Professor March discussed predictors of response  
(for example younger age, shorter duration, little co-
morbidity, low suicidal ideation and no co-morbid 
anxiety disorders. Poor predictors of response were 
gender, race, co-morbid dysthmia, ADHD, verbal IQ, 
referral source and parental depression. Moderators to 
response identified were high family income for CBT 
and severe depression (though there was a lack of a 
control group for CBT). Overall the results provided a 
stimulating discussion and it will be very interesting to 

read the remission and relapse 
rates results due out later this 
year. 

Dr Eia Asen, Consultant 
Child Psychiatrist, Malborough 
Family Services, London, 
provided an entertaining and 
informative presentation on 
systemic interventions for 
depression. He described 
interventions at various different 



 

levels of the ‘system’. Individual interventions included 
‘externalisation’ work, ‘post-suicide trips’ and ‘the story 
of the other child’. Externalisation work at the individual 
level aims to make depression (Mr Moody/ Ms Glum) 
more visible and has a particular role when working with 
pre-pubertal children. Parental interventions which can 
have a preventive focus included video taped mirror 
work aiming to enhance parental mentalization. Dr Asen 
also discussed family level interventions aiming to 
connect parents with their children’s depression ‘in vivo’ 
and he concluded with the specialist ‘family school’. 
Descriptions of the various interventions were 
complimented with video recordings of Dr Asen’s own 
innovative work with children and their families. He 
highlighted that clinicians working in the ‘swamps’ of 
busy CAMHS often draw on a whole range of different 
non-purist interventions in order to find pragmatic and 
efficient ways of managing depressed children and 
teenagers. 

Professor Judith 
Trowell, Honorary Consultant 
Child and Adolescent 
Psychiatrist, Tavistock Clinic, 
argued a place for 
psychodynamic psychotherapy 
in childhood depression.  

It is an area in which 
there is little systematic 
research and she presented 
evidence supporting the use of 

both individual psychodynamic psychotherapy and 
family therapy as treatments for depression in children 
and young teenagers. She described the results of a 
randomised control trial involving 72 patients (aged 9-
15) across three treatment sites in Athens, Helsinki and 
London. Patients were treated over a nine month period 
and followed up after seven months. Cases included 
Dysthymia and “double depression” (co-existing Major 
Depressive Disorder and Dysthmia). She highlighted the 
difficulties with recruitment across the different sites. 
Results for individual therapy at end of therapy and at 
follow up indicated 74.3% and 100% of cases 
respectively were no longer clinically depressed. In the 
family therapy treatment group 75.7 % at end of therapy 
and 81% at follow up were no longer depressed. The 
significant influence of the four drop outs in the family 
therapy group on the results at follow up was discussed. 

Professor Trowell concluded by 
highlighting the similar 
response rates across the three 
different cultural settings. 

Dr Bernadka Dubicka, 
Consultant Child Psychiatrist, 
University of Manchester and 
CMMC University Hospital 
NHS Trust, presented the much 
awaited results of the 
Adolescent Depression 

Antidepressant and Psychotherapy Trial (ADAPT), 

highlighting it is the only pragmatic trial of its kind in the 
UK looking at treatment in the NHS. In contrast to the 
results of the TADS study presented earlier in the 
afternoon, ADAPT found no additional benefit of adding 
CBT to Fluoxetine (+ clinical care) for depressed 
symptoms, suicidality or impairment in the short-term 
when treating adolescent depression. The results also did 
not support the protective effect of suicidality with CBT. 
Dr Dubicka discussed in detail the methodology of this 
large randomised control trial, emphasising the 
differences in comparison with the TADS study. 
Differences included the higher comorbidity rates in the 
ADAPT trial (90% v 52%). ADAPT had fewer exclusion 
criteria and therefore a more severely and persistently 
depressed population was studied, including those with 
active suicidality, psychosis and conduct disorder. 
ADAPT participants also had more suicidal thinking 
(47% vs. 27%) and there was no recruitment through 
adverts.  

A lively discussion followed the presentation and 
Professor March shared his thoughts that ADAPT and 
TADS were not directly comparable given the difference 
in the severity of depression studied in both trials; 
however ADAPT confirmed the effectiveness of 
medication for severely depressed adolescents. The 
importance of ‘clinical care’ was also highlighted and the 
lack of CBT plus clinical care arm in ADAPT. The 
audience welcomed the results of both these studies, 
which may assist in answering the dilemma of what types 
of treatment work for which types of children. 

Dr Gordana Milavic, Clinical Director, Child & 
Adolescent Directorate, 
Maudsley Hospital, closed 
the conference with a 
presentation on the NICE 
guidelines for depression, 
with particular  reference to 
the evidence base underlying 
the guideline 
recommendations. Dr 
Milavic focused on the new 
and updated evidence 
available. The new 
regulatory advice from EMEA June 2006 stated that if 
moderate to severe depressive episodes in children and 
adolescents aged eight and above are unresponsive to 
psychological therapy after 4-6 sessions, antidepressant 
medication should be offered only in combination with a 
concurrent psychological therapy. The CHMP concluded 
that the benefits of fluoxetine are greater than its 
potential risk for the treatment of moderate to severe 
episodes in children and adolescents. Dr Milavic also 
discussed SSRIs and suicidality, the applicability of 
evidence based modalities of treatment and issues 
regarding implementation of NICE guidelines at a local 
level. 
 

Lisa Davies, Richmond Royal Hospital, Surrey 
Michelle Clifford, SLAM NHS, London

 


