
PRACTICE NOTES

E. Classifying Concerns about Children and Adolescents

Deciding how to label a problem, especially related to children and
adolescents, is a difficult and controversial matter.

The current scheme that dominates practice is the Diagnostic and Statistical
Manual published by the American Psychiatric Association.

To counter the tendency toward turning common states manifested by
young people into pathology, the American Academy of Pediatrics has
developed The Classification of Child and Adolescent Mental Diagnosis
in Primary Care (DSM-PC). It provides a perspective on what are simply
developmental variations as contrasted to common problems and real
disorders.

Excerpted on the following pages the sections of the DSM-PC that focus
on mood and affect.

1. Developmental Variations

2. Problems

3. Disorders



DEVELOPMENTAL VARIATIONS  COMMON DEVELOPMENTAL PRESENTATIONS  

1. Developmental Variations: Behaviors within the Range of
Expected Behaviors for That Age Group*

Sadness Variation
Transient depressive responses or mood
changes to stress are normal in otherwise
healthy populations.

Bereavement
Sadness related to a major loss that typically
persists for less than 2 months after the
loss... 

Thoughts of Death Variation
Anxiety about death in early childhood.

Focus on death in middle childhood or
adolescence.

Early Childhood
The child may have transient withdrawal and sad affect that may
occur over losses and usually experiences bereavement due to the
death of a parent or the loss of a pet or treasured object.

Middle Childhood
The child feels transient loss of self-esteem aver experiencing
failure and feels sadness with losses as in early childhood.

Adolescence
The adolescent's developmental presentations are similar to those
of middle childhood but may also include fleeting thoughts of death.
Bereavement includes loss of a boyfriend or girlfriend, friend, or
best friend.

Early Childhood
In early childhood anxiety about dying may be present

Middle Childhood
Anxiety about dying may occur in middle childhood, especially after
a death in the family.

Adolescence
Some interest with death and morbid ideation may be manifest by a
preference for black clothing and an interest in the occult. If this
becomes increased to a point of preoccupation, a problem or a
serious ideation should be considered.

*Adapted from The Classification of Child and Adolescent Mental Diagnoses in Primary Care. (1996) American Academy of Pediatrics
Notes: Dots (...) indicate that the original text has a reference to another section of the document.



*Adapted from The Classification of Child and Adolescent Mental Diagnoses in primary Care. (1996) American Academy of Pediatrics
Notes: Dots (...) indicate that the original text has a reference to another section of the document.

COMMON DEVELOPMENTAL PRESENTATIONS  PROBLEM

SPECIAL INFORMATION

2. Problems--Behaviors Serious Enough to Disrupt Functioning
with Peers, at School, at Home, but Not Severe Enough to Meet

Criteria of a Mental Disorder.* 

Sadness Problem
Sadness or irritability that begins to include some
symptoms of major depressive disorders in mild form.

• depressed/irritable mood
• diminished interest or pleasure
• weight loss/gain, or failure to make expected

weight gains
• insomnia/hypersomnia
• psychomotor agitation/retardation
• fatigue or energy loss
• feelings of worthlessness or excessive or

inappropriate guilt
• diminished ability to think/concentrate

However, the behaviors are not sufficiently intense to
qualify for a depressive disorder.

These symptoms should be more than transient and have a
mild impact on the child's functioning. Bereavement that
continues beyond 2 months may also be a problem.

Early Childhood
The child may experience similar symptoms as in infancy, b
sad affect may be more apparent. In addition, temper
tantrums may increase in number and severity, and physical
symptoms such as constipation, secondary enuresis (...),
encopresis (...), and nightmares may be present.

Middle Childhood
The child may experience some sadness that results in brief
suicidal ideation with no clear plan of suicide, some apathy,
boredom, low self-esteem, and unexplained physical
symptoms such as headaches and abdominal pain (...).

Adolescence
Some disinterest in school work, decrease in motivation, and
day-dreaming in class may begin to lead to deterioration of
school work. Hesitancy in attending school, apathy, and
boredom may occur.

Sadness is experienced by some children beyond the level of a normal developmental variation when the emotional
or physiologic symptoms begin to interfere with effective social interactions, family functioning, or school performance. These
periods of sadness may be brief or prolonged depending on the precipitating event and temperament of the child.
Reassurance and monitoring is often needed at thisevel. If the sad behaviors are more severe, consider major depressive
disorders.

The potential for suicide in grieving children is higher. Evaluation of suicidal risk should be part of a grief workup for
all patients expressing profound sadness or confusion or demonstrating destructive behaviors toward themselves or others.

Behavioral symptoms resulting from bereavement that persist beyond 2 months after the loss require evaluation
and intervention. Depressed parents or a strong family history of depression or alcoholism (...) puts youth at very high risk for
depressive problems and disorders. Family and marital discord, ... exacerbates risk. Suicidal ideation should be assessed
(see Suicidal Thoughts or Behaviors cluster).

Lying, stealing, suicidal thoughts (see Suicidal Thoughts or Behaviors cluster), and promiscuity may be present.
Physical symptoms may include recurrent headaches, chronic fatigue, and abdominal pain (...).

Thoughts of Death Problem
The child has thoughts of or a preoccupation with his or
her own death.

If the child has thoughts of suicide, consider suicidal
ideation and attempts (...).

Early and Middle Childhood
The child may express a wish to die through discussion
or play. This often follows significant punishment or
disappointment.

Adolescence
The adolescent may express nonspecific ideation related
to suicide.

SPECIAL INFORMATION

Between 12% and 25% of primary school and high school children have some form of suicidal ideation. Those with a specific
plan or specific risk factors should be considered at most risk.



*Adapted from The Classification of Child and Adolescent Mental Diagnoses in primary Care. (1996) American Academy of Pediatrics
Notes: Dots (...) indicate that the original text has a reference to another section of the document.

3. Disorders that Meet the Criteria of a Mental Disorder as Defined by the
Diagnostic and Statistical Manual of the American Psychiatric

DISORDERS COMMON DEVELOPMENTAL PRESENTATIONS

SPECIAL INFORMATION

Major Depressive Disorder
Significant distress or impairment is manifested by five
of the nine criteria listed below, occurring nearly every
day for 2 weeks.

These symptoms must represent a change from
previous functioning and that either depressed or
irritable mood or diminished interest or pleasure must
be present to make the diagnosis.

• depressed/irritable
• diminished interest or pleasure
• weight loss/gain
• insomnia/hypersomnia
• psychomotor agitation/retardation
• fatigue or energy loss
• feelings of worthlessness
• diminished ability to think/concentrate
• recurrent thoughts of death and suicidal

ideation

(see DSM-IV Criteria ...)

Infancy
True major depressive disorders are difficult to diagnose in infancy. However, the
reaction of some infants in response to the environmental cause is characterized
by persistent apathy, despondency (often associated with the loss of a caregiver
or an unavailable [e.g., severely depressed] caregiver), nonorganic failure-to-thrive
(often associated with apathy, excessive withdrawal), and sleep difficulties. These
reactions, in contrast to the “problem” level, require significant interventions.

Early Childhood
This situation in early childhood is similar to infancy.

Middle Childhood
The child frequently experiences chronic fatigue, irritability, depressed mood, guilt,
somatic complaints, and is socially withdrawn (...). Psychotic symptoms
(hallucinations or delusions) may be present.

Adolescence
The adolescent may display psychomotor retardation or have hypersomnia.
Delusions or hallucinations are not uncommon (but not part of the specific
symptoms of the disorder).

Depressed parents or a strong family history of depression or alcoholism puts youth
at very high risk for depressive disorder (...). Risk is increased by family and marital
discord (...), substance abuse by the patient (...), and a history of depressive
episodes. Suicidal ideation should be routinely assessed.

Sex distribution of the disorder is equivalent until adolescence, when females are
twice as likely as males to have a depressive disorder.

Culture can influence the experience and communication of symptoms of
depression, (e.g., in some cultures, depression tends to be expressed largely in
somatic terms rather than with sadness or guilt). Complaints of “nerves” and
headaches (in Latino and Mediterranean cultures), of weakness, tiredness, or
“imbalance" (in Chinese and Asian cultures), of problems of the “heart” (in Middle
Eastern cultures), or of being heartbroken (among Hopis) may express the
depressive experience.

Subsequent depressive episodes are common. Bereavement typically improves
steadily without specific treatment. If significant impairment or distress is still
present aver 2 months following the acute loss or death of a loved one, or if certain
symptoms that are not characteristic of a “normal” grief reaction are present (e.g.,
marked functional impairment, morbid preoccupation with worthlessness, suicidal
ideation, psychotic symptoms, or psychomotor retardation), consider diagnosis and
treatment of major depressive disorder.



*Adapted from The Classification of Child and Adolescent Mental Diagnoses in primary Care. (1996) American Academy of Pediatrics
Notes: Dots (...) indicate that the original text has a reference to another section of the document.

DISORDER

DISORDER

COMMON DEVELOPMENTAL PRESENTATIONS

SPECIAL INFORMATION

COMMON DEVELOPMENTAL PRESENTATIONS

SPECIAL INFORMATION

Dysthymic Disorder
The symptoms of dysthymic disorder are less severe or
disabling than those of major depressive disorder but
more persistent.

Depressed/irritable mood for most of the day, for more
days than not (either by subjective account or
observations of others) for at least 1 year.

Also the presence, while depressed/ irritable, of two (or
more) of the following:

• poor appetite/overeating
• insomnia/hypersomnia
• low energy or fatigue
• poor concentration/difficulty making de-cisions
• feelings of hopelessness

(see DSM-IV Criteria ...)

Adjustment Disorder With Depressed Mood

(see DSM-lV Criteria ...)

Depressive Disorder, Not Otherwise Specified

Bipolar I Disorder, With Single Manic Episode

(see DSM-IV CRITERIA...)

Bipolar II Disorder, Recurrent Major Depressive
Episodes With Hypomanic Episodes

Includes presence (or history) of one or more major
depressive episodes, presence of at least one
hypomanic episode, there has never been a manic
episode (similar to manic episodes but only need to be
present for 4 or more days and are not severe enough
to cause marked impairment in function) or a mixed
episode. The symptoms are not better accounted for by
schizoaffective disorder, schizophrenia, delusional
disorder, or psychotic disorder. The symptoms cause
clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

Infancy
Not diagnosed.

Early Childhood
Rarely diagnosed.

Middle Childhood and Adolescence
Commonly experience feelings of inadequacy, loss of Interest/pleasure, social
withdrawal,  guilt, brooding, irritability or excessive anger, decreased
activity/productivity. May experience sleep/ appetite/weight changes and psychomotor
symptoms. Low self-esteem is common.

Because of the chronic nature of the disorder, the child may not develop adequate
social skills.

The child is at risk for episodes of major depression.

Infancy
Not diagnosed.

Early Childhood
Rarely diagnosed.

Middle Childhood
The beginning symptoms as described for adolescents start to appear.

Adolescence
During manic episodes, adolescents may wear flamboyant clothing, distribute gifts or
money, and drive recklessly. They display inflated self-esteem, a decreased need for
sleep, pressure to keep talking, flights of ideas, distractibility, unrestrained buying
sprees, sexual indiscretion, school truancy and failure, antisocial behavior, and illicit
drug experimentation.

Substance abuse is commonly associated with bipolar disorder (...).

Stimulant abuse and certain symptoms of attention-deficit/ hyperactivity disorder may
mimic a manic episode (see Hyperactive/ lmpulsive Behaviors cluster).

Manic episodes in children and adolescents can include psychotic features and may be
associated with school truancy, antisocial behavior (...), school failure, or illicit drug
experimentation. Long-standing behavior problems often precede the first manic
episode.

One or more manic episodes (a distinct period of an abnormally and persistently
elevated and expansive or irritable mood lasting at least 1 week if not treated) frequently
occur with one or more major depressive episodes. The symptoms are not better
accounted for by other severe mental disorders (e.g., schizoaffective,
schizophrenegenic, delusional, or psychotic disorders). The symptoms cause mild
impairment in functioning in usual social activities and relationships with others.



*Adapted from The Classification of Child and Adolescent Mental Diagnoses in primary Care. (1996) American Academy of Pediatrics
Notes: Dots (...) indicate that the original text has a reference to another section of the document.

DISORDER COMMON DEVELOPMENTAL PRESENTATIONS

SPECIAL INFORMATION

Suicidal Ideation and Attempts
The child has thoughts about causing intentional self-
harm acts that cause intentional self-harm or death.

This code represents an unspecified mental disorder. It
is to be used when no other condition is identified.

Infancy
Unable to assess.

Early Childhood
The child expresses a wish and intent to die either verbally or by actions.

Middle Childhood
The child plans and enacts self-injurious acts with a variety of potentially lethal methods.

Adolescence
The adolescent frequently shows a strong wish to die and may carefully plan and carry
out a suicide.

A youngster's understanding that death is final is not an essential ingredient in
considering a child or adolescent to be suicidal. How-ever, very young children, such
as preschoolers who do not appreciate the finality of death, can be considered to be
suicidal if they wish to carry out a self-destructive act with the goal of causing death.
Such behavior in preschoolers is often associated with physical or sexual abuse (...).

Prepubertal children may be protected against suicide by their cognitive immaturity and
limited access to more lethal methods that may prevent them from planning and
executing a lethal suicide attempt despite suicidal impulses.

The suicide rate and rate of attempted suicide increase with age and with the presence
of alcohol and other drug use. Psychotic symptoms, including hallucinations, increase
risk as well.

Because of societal pressures, some homosexual youth are at increased risk for suicide
attempts (...).

In cases of attempted suicide that are carefully planned, adolescents may leave a note,
choose a clearly lethal method, and state their intent prior to the actual suicide. In
contrast, most suicide attempts in adolescence are impulsive, sometimes with little
threat to the patient's life. The motivation for most attempts appears to be a wish to gain
attention and/or help, escape a difficult situation, or express anger or love. However,
irrespective of motivation, all suicide attempts require careful evaluation and all patients
with active intent to harm themselves should have a thorough psychiatric evaluation.

Although suicidal ideation and attempts is not a disorder diagnosis, more extensive
evaluation may identify other mental conditions (e.g., major depressive disorder).


