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effects of fluoxetine, often most
prominent in the first fortnight of
treatment are listed in table 4, above.
Rarely, fluoxetine may cause increased
thoughts of self-harm and hostility or
high fever, excessive sweating and
confusion. GPs should remind their
patients to seek medical help
immediately in these situations.24

CONCLUSION
Despite the fact that major depressive
disorder is relatively common in
adolescents, it often goes undetected.
As we develop our understanding of the
causes of depression in terms of
cognitive processes, emotional
regulation and coping strategies, we can
tailor more effective treatments to the
individual. For example, particular
treatments might be better suited to
certain clusters of symptoms or at a
specific stage of the disease. 

The GP plays a vital role in the
identification and treatment of
depressive symptoms in young people
and the NHS now provides much better
access to psychological services for
these individuals. 

The recent NICE guidelines have
focused on a fully comprehensive
biopsychosocial model, with a renewed
focus on psychological interventions for
major depression in young people. 

There are new models of care being
introduced to improve the access of
young people to these much needed
psychological therapies. As well as 
CYP IAPT, described above, there has
been a surge in interest regarding early
intervention services, for example in
schools.25

Furthermore, many new and
innovative psychological therapies are
being developed with a focus on
treating depression, for example,
mindfulness based cognitive therapy,
which has been associated with
enduring positive outcomes in
depressed adults.26 It is hoped that a
stronger evidence base for these

Table 4

Common side effects of fluoxetine

• Headache
• Dizziness
• Nausea, vomiting or diarrhoea 
• Dry mouth 
• Difficulty sleeping
• Tiredness, sleepiness, weakness, or
difficulty thinking clearly
• Feeling nervous, excitable, irritable, or
restlessness

treatments will develop in the next few
years. 

Finally, research into resilience has the
potential to help us identify targets for
prevention of depression. Studies
suggest that intelligence, good
interpersonal relationships, as well as
potentially modifiable factors such as
emotional regulation and adaptive
coping styles, can be effective at
buffering young people against life’s
adversities.27

By the time the adolescents of today
become adults, it has been predicted
that depression will carry an ever greater
burden of global disease. Given that 
half of those with lifelong recurrent
depression start to develop their
symptoms before the age of 15 years,6
investing in early interventions to treat
depression effectively will have positive
implications for a young person at such
an important stage in their social,
educational and personal development. 
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Until the 1970s, it was believed that depressive disorders  
were uncommon among the young. It is now known that
many young people suffer from clinical depression. 
Major (unipolar) depression is one of the most common
mental health disorders in children and adolescents, with
an estimated one year prevalence of 4-5% in mid-late
adolescence.

Depression is probably the single most important risk   
factor for teenage suicide, the second to third leading
cause of death in this age group and a forerunner of adult
depressive disorder. Half of those with lifelong recurrent
depression started to develop their symptoms before the
age of 15 years. 

Family history is a well established risk factor and 
children born to depressed parents face three to four
times increased rates of depression. Both genetic and
environmental factors contribute to this risk. Adolescent
girls are more vulnerable to depression in a ratio of 2:1.
However, prepubertal depression has an equal sex ratio
and is thought to be more strongly related to family
dysfunction.

Low mood is the predominant feature and depressed
children might also have various unexplained physical
symptoms, eating disorders, school refusal or substance
misuse. Two thirds of adolescents with depression are
thought to have at least one comorbid psychiatric
disorder, most commonly the range of anxiety disorders,
disruptive behavioural disorders and substance misuse
problems.

NICE highlights the importance of active listening and   
conversational techniques in order to screen for mood
disorders effectively. The key questions used for screening
are from the PHQ-2 which asks about whether, in the
past few weeks, the young person has experienced a
lack of interest or pleasure in doing things, and if they
have felt down, depressed or hopeless.

When a young person poses a high risk of self-harm or    
suicide or significant ongoing self-neglect it is usually
quite obvious that they need a highly specialist service –
CAMHS tier 4. For children and young people with
moderate to severe depression, referral to tier 2 or 3
CAMHS care is recommended. The new NICE guidelines
state that once referred, all these patients should be
offered a specific psychological therapy.  

Fluoxetine is the only SSRI antidepressant currently    
licensed for use in the UK for those under 18 although
the evidence base is limited. It is important that the
decision to start medication is made in secondary and
not primary care as the balance of risks and benefits
needs to be carefully considered.


