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ADHD & Depression
Introduction

Many children have mental health problems that interfere with normal development and functioning.  In the U.S., 1 in 10 children and adolescents suffer from mental illness severe enough to cause some level of impairment.  However, in any given year, it is estimated that less than 1 in 5 of these children receives needed treatment.  Recent evidence compiled by the World Health Organization indicates that by the year 2020, childhood neuropsychiatric disorders will rise proportionately by over 50% internationally, to become one of the five most common causes of morbidity, mortality, and disability among children.

Attention Deficit Hyperactivity Disorder (ADHD)

Attention Deficit Hyperactivity Disorder (ADHD) is a condition that becomes apparent in some children in the preschool and early school years. It is hard for these children to control their behavior and/or pay attention. It is estimated that between 3 and 5% of children have ADHD, or approximately 2 million children in the United States. This means that in a classroom of 25 to 30 children, it is likely that at least one will have ADHD.
Symptoms and types

The principal characteristics of ADHD are inattention, hyperactivity, and impulsivity. These symptoms appear early in a child’s life. Because many normal children may have these symptoms, but at a low level, or the symptoms may be caused by another disorder, it is important that the child receive a thorough examination and appropriate diagnosis by a well-qualified professional. There are three main types of ADHD.  One type is characterized by inattentiveness; one type is characterized by hyperactive or impulsive behavior. The third type is combined, when children exhibit signs of both inattentiveness and hyperactivity.  
Some signs of hyperactivity-impulsivity are:
· Fidgeting excessively 

· Difficulty staying seated 

· Running or climbing inappropriately 

· Talking excessively 

· Difficulty playing quietly 

· Always seeming to be “on the go” 

· Blurting out answers or frequently interrupting 

· Having trouble waiting his or her turn 

· Interrupting or intruding on others

Some signs of inattentive behavior are:    
· Difficulty following instructions    

· Difficulty focusing on tasks     

· Losing things at school and at home     

· Forgetting things often      

· Becoming easily distracted or having difficulty listening     

· Lacking attention to detail, making careless mistakes or being disorganized
· Failing to complete homework or tasks   
The presence of some symptoms, however, does not confirm a diagnosis of ADHD.  Just because a child has a lot of energy or difficulty paying attention in school does not mean the child has ADHD. An accurate diagnosis relies on the presence of a range of symptoms and difficulties that prevent the child from performing at an appropriate level for his or her age and intelligence level.  Symptoms may go unnoticed until a child enters school. Teachers are often first to observe these issues, and their input should be considered seriously. 
Is it really ADHD?

The child’s pattern of behavior is compared against a set of criteria and characteristics of the disorder as listed in the DSM-IV-R. To be diagnosed with ADHD, a child must show symptoms in at least two settings, such as home and school, and the symptoms must interfere with the child’s ability to function at home or school for at least six months.  Critical questions include: Are these behaviors excessive, long-term, and pervasive? That is, do they occur more often than in other children the same age? Are they a continuous problem, not just a response to a temporary situation? Specialists have agreed that at least six symptoms from the previous lists must be present for an accurate diagnosis, and symptoms must begin by age 7.
Seeking help
Parents and other caregivers play a crucial role in ensuring that children receive the care that they need.  Children with symptoms of ADHD should be referred to and evaluated by a mental health professional that specializes in treating children, or a primary care doctor who has experience in treating this disorder.  The diagnostic evaluation should include behavioral observation in the classroom and at home.  A comprehensive treatment plan should be developed with the family, and, whenever possible, the child should be involved in making treatment decisions.  Educational testing should be performed when learning disabilities are present. 
A variety of professionals may be helpful:
	Specialty
	Can diagnose ADHD
	Can prescribe medication, if needed
	Can provide counseling or training

	Psychiatrists
	Yes
	Yes
	Yes

	Psychologists
	Yes
	No
	Yes

	Pediatricians or Family Physicians
	Yes
	Yes
	No

	Neurologists
	Yes
	Yes
	No

	Clinical Social Workers
	Yes
	No
	Yes

	Licensed Marriage and Family Therapists
	Yes
	No
	Yes


What causes ADHD?

ADHD is nobody’s fault. Researchers believe that biology plays a large role in the development of ADHD. 30 to 40% of children diagnosed with ADHD have relatives with the same disorder, suggesting that genes are at least partly responsible. Children with ADHD are thought to have problems with the part of the brain that controls the organization and direction of thought and behavior. Brain scans reveal that the brains of children with ADHD differ from those of children without the disorder.
How does ADHD affect school and social life?
Symptoms of ADHD such as trouble sitting still, paying attention to details, and listening can make school difficult for a child with ADHD. Although most children with ADHD have normal or above-normal intelligence, 40 to 60% have serious learning difficulties.  Many others have specific problems with schoolwork or maintaining good grades, and face particular challenges with assignments and tests that require focused attention, lengthy writing, or have time limits. On a social level, children with ADHD often have trouble developing meaningful relationships with peers and family members.  Other children may find it frustrating to play with a child who has ADHD, because of classic symptoms such as difficulty following rules, waiting one’s turn, or excessive talking. 
Disorders that sometimes accompany ADHD
Children and adolescents with ADHD are more likely than children without the disorder to suffer from other mental disorders. About one-half of all young people with ADHD have oppositional defiant disorder; about one-quarter have an anxiety disorder; and as many as one-third have depression and one-fifth have bipolar disorder. Adolescents with untreated ADHD are at risk for substance abuse disorders. Research shows that young people treated for ADHD have lower rates of substance abuse than children who go untreated. 
Learning disabilities

Many children with ADHD, approximately 20 to 30%, also have a specific learning disability.  In preschool years, these disabilities include difficulty in understanding certain sounds or words and/or difficulty in expressing oneself in words. In school age children, reading or spelling disabilities, writing disorders, and arithmetic disorders may appear. Dyslexia, a reading disorder, is quite widespread. Reading disabilities affect up to 5% of elementary school children.
Tourette’s syndrome

A very small proportion of people with ADHD have a neurological disorder called Tourette’s syndrome. People with Tourette’s syndrome have various nervous tics and repetitive mannerisms, such as eye blinks, facial twitches, or grimacing. Others may clear their throats frequently, snort, sniff, or bark out words. These behaviors can be controlled with medication. While very few children have this syndrome, many cases of Tourette’s syndrome have been associated ADHD. 
Oppositional defiant disorder

As many as one-third to one-half of all children with ADHD, mostly boys, have another condition, known as oppositional defiant disorder (ODD). These children are often defiant, stubborn, and non-compliant. They are likely to have outbursts of temper, or become belligerent. They argue with adults and refuse to obey.
Conduct disorder

About 20 to 40% of ADHD children may eventually develop a more serious pattern of antisocial behavior known as a conduct disorder (CD). These children frequently lie or steal, fight with or bully others. They are at risk of getting into trouble at school or with the police. They are aggressive toward people and/or animals, destroy property, commit thefts, carry or use weapons, or engage in vandalism. These children or teens are at greater risk for substance use experimentation, and later dependence and abuse. They need immediate help.
Anxiety and depression

Some children with ADHD have co-occurring anxiety or depression. If the anxiety or depression is recognized and treated, the child will be better able to handle the problems that accompany ADHD. Conversely, effective treatment of ADHD can have a positive impact on anxiety as the child is better able to master academic tasks.
Bipolar disorder

There are no accurate statistics on how many children with ADHD also have bipolar disorder. Differentiating between ADHD and bipolar disorder in childhood can be difficult. In its classic form, bipolar disorder is characterized by mood cycling between periods of intense highs and lows. But in children, bipolar disorder often seems to be a rather chronic mood dysregulation with a mixture of elation, depression, and irritability. There are some symptoms that can be present both in ADHD and bipolar disorder, such as a high level of energy and a reduced need for sleep. For differentiating children with ADHD from those with bipolar disorder, elated mood and grandiosity are distinguishing characteristics for bipolar disorder.
The treatment of ADHD
Early identification, diagnosis and treatment help children reach their full potential.  The most effective treatments for ADHD include a combination of medication, behavioral therapy, and parental support and education.  Nine out of ten children respond to medication, and 50% of children who do not respond to an initial medication will respond to a second. When ADHD co-occurs with another disorder, such as depression or anxiety, a combination of medication and psychotherapy is shown to be particularly effective. 

Medications

For decades, medications have been used to treat the symptoms of ADHD. The medications that seem to be the most effective are a class of drugs known as stimulants. Following is a list of the stimulants indicating their generic names, their trade (or brand) names, and approved age. “Approved age” means that the drug has been tested and found safe and effective in children of that age.
	Generic name
	Trade name
	Approved age

	Amphetamine
	Adderall
	3 and older

	Dextroamphetamine
	Dextrostat, Dexedrine
	3 and older

	Dexmethylphenidate
	Focalin
	6 and older

	Methylphenidate
	Ritalin
	6 and older 

	methylphenidate
(extended release)
	Metadate ER, Metadate CD, 

Ritalin SR
	6 and older

	methylphenidate
(long acting)
	Ritalin LA, Concerta
	6 and older

	Pemoline
	Cylert*
	6 and older

	*Because of its potential for serious side effects affecting the liver, Cylert should not ordinarily be considered as first-line drug therapy for ADHD.


The U.S. Food and Drug Administration (FDA) recently approved a medication for ADHD that is not a stimulant. The medication, Strattera®, or atomoxetine, works on the neurotransmitter norepinephrine, whereas the stimulants primarily work on dopamine. Both of theses neurotransmitters are believed to play a role in ADHD. More studies will need to be done to contrast Strattera with the medications already available, but the evidence to date indicates that over 70% of ADHD children given Strattera manifest significant improvement in their symptoms.
The stimulant drugs come in long- and short-term forms. The newer sustained-release stimulants can be taken before school and are long-lasting so that the child does not need to go to the school nurse every day for a pill. Doctors can discuss with parents the child's needs, decide which preparation to use, and whether the child needs to take the medicine during school hours only or in the evening and on weekends too.
Side effects of the medications

Most side effects of the stimulant medications are minor and are usually related to the dosage of the medication being taken. Higher doses produce more side effects. The most common side effects are decreased appetite, insomnia, increased anxiety, and/or irritability. Some children report mild stomachaches or headaches. 
The stimulant drugs, when used with medical supervision, are usually considered quite safe. Stimulants do not make the child feel “high,” although some children say they feel different or funny. Such changes are usually minor. Although some parents worry that their child may become addicted to the medication, to date there is no convincing evidence that stimulant medications used for treatment of ADHD cause drug abuse or dependence. A review of all long-term studies on stimulant medication and substance abuse, conducted by researchers at Massachusetts General Hospital and Harvard Medical School, found that teenagers with ADHD who remained on their medication during the teen years had a lower likelihood of substance use or abuse than did ADHD adolescents who were not taking medications.
Facts to remember about medication for ADHD

· Medications for ADHD help many children focus and be more successful at school, home, and play. Avoiding negative experiences now may actually help prevent addictions and other emotional problems later. 

· About 80% of children who need medication for ADHD still need it as teenagers. Over 50% need medication as adults. 

As with other mental health issues, it is important that practitioners keep abreast of current research on ADHD.
Depression 

No one thing causes depression.  Children who develop depression may have a family history of the disorder.  Family history, stressful life events such as losing a parent, divorce, or discrimination, and other physical or psychological problems are all factors that contribute to the onset of the disorder.  Children who experience abuse, neglect, or other trauma or who have a chronic illness are at a higher risk for depression.  Depression in children often occurs along with other mental health problems such as anxiety, bipolar, or disruptive behavior disorders.  
Depression can lead to academic underachievement, social isolation, and create difficult relationships with family and friends. Depression in children is also associated with an increased risk for suicide.  In fact, the U.S. Surgeon General estimates that more than 90% of children and adolescents who take their lives have a mental health disorder such as depression. The rate of suicide among young people has nearly tripled since 1960. 
Adolescents who become clinically depressed are also at a higher risk for substance abuse problems. They will use alcohol and drugs as a way to numb or manage their pain.  Any child or adolescent who abuses substances should be evaluated for depression.  If an addiction develops, it is essential to treat both the mental health disorder and the substance abuse problem at the same time. 
Once a young person has experienced an episode of depression, he or she is at an increased risk for having another episode of depression within the next five years.  Children who experience a depressive episode are five times more likely to have depression as an adult.

What are the signs and symptoms?

The list below outlines possible signs of depression.  If a child is struggling with any combination of these symptoms for more than two weeks, a doctor or mental health professional should be consulted.
· Frequent sadness, tearfulness, or crying 

· Feelings of hopelessness

· Withdrawal from friends and activities 

· Lack of enthusiasm or motivation 

· Decreased energy level

· Major changes in eating or sleeping habits

· Increased irritability, agitation, anger or hostility

· Frequent physical complaints such as headaches and stomachaches 

· Indecision or inability to concentrate

· Feelings of worthlessness or excessive guilt 

· Extreme sensitivity to rejection or failure

· Pattern of dark images in drawings or paintings 

· Play that involves excessive aggression directed toward oneself or others, or involves persistently sad themes

· Recurring thoughts or talk of death, suicide, or self-destructive behavior 

Risk factors

In childhood, boys and girls appear to be at equal risk for depressive disorders, but during adolescence, girls are twice as likely as boys to develop depression.  Children who develop major depression are more likely than patients with adolescent- or adult-onset depression to have a family history of the disorder, often a parent who experienced depression at an early age.  Adolescents with depression are also likely to have a family history of depression though the correlation is not as high as it is for children. 

Other risk factors include

· Stress 

· Cigarette smoking

· A loss of a parent or loved one

· Break-up of a romantic relationship

· Attention, conduct or learning disorders 

· Chronic illnesses, such as diabetes

· Abuse or neglect

· Other trauma including natural disasters
The depressed child

The first step in helping the depressed child is to recognize the depression. This can be challenging. It is difficult for adults to accept that young children, even infants, can suffer from depression.  Childhood is supposed to be a happy, carefree time of life. Only in recent years has scientific evidence convinced most mental health specialists that childhood depression exists.

Recognizing the symptoms of childhood depression can also be difficult.  While some children display the classic symptoms (sadness, anxiety, restlessness, eating and sleeping problems), others express their depression through physical problems (various aches and pains) that do not respond to treatment.  Still others hide their feelings of hopelessness and worthlessness under a cover of irritability, aggression, hyperactivity, and misbehavior.

Complicating the recognition of depression are the developmental stages that children pass through on the way to adulthood.  Negativism, clinginess or rebellion may be normal and temporary expressions of a particular stage.  In addition, children go through temporary depressed moods just as adults do.  Careful observation of a child for several weeks may be required to determine if there is a problem.  When symptoms of possible depression seem severe or continue for more than a few weeks, an evaluation by the child's pediatrician to rule out a physical illness would be a good first step.  A next step, if deemed necessary, would be consultation with a mental health professional that specializes in treating children. While parents typically assume prime responsibility for getting treatment for their depressed child, other people such as relatives, teachers, and friends can play a role. 

Treatment  
An evaluation for depression may include consultation with a child psychiatrist, psychological testing, and medical tests to rule out an underlying physical condition that might explain the child’s symptoms.  A comprehensive treatment plan should include psychotherapy and, in some cases, medication.  Selective Serotonin Reuptake Inhibitors (SSRIs) such as Prozac, Paxil, and Zoloft have been shown to be more effective with children.  Studies do not support the use of tricyclic antidepressants (Elavil, Imipramine, etc.) in youth.  However, Imipramine is sometimes used to treat enuresis (bed-wetting) because it improves the functioning of the smooth muscle of the bladder.  A plan to treat depression should be developed with the family, and, whenever possible, the child should be involved in making treatment decisions.
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