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ABSTRACT: This paper employs Ian Hacking's notion of interactive kinds
to examine the recent construction of the kind, “depressed adolescent.” I examine first how adolescents themselves were constructed. I then trace how, in North America, we have moved in the past thirty-odd years from a situation of virtually no adolescent depression to the current situation where it is estimated that approximately one in four adolescents is depressed. I offer some reasons why we should be uncomfortable both with the exponential increases in this kind and with the way in which depressed adolescents are being treated at present. In conclusion, I tentatively suggest some ways of proceeding in the future.
T
he rate of depression amongst adolescents is shocking. Although exact figures vary considerably-between 1.3% and 28%, according to a recent
literature search (Navarette, 1999)-many suggest rates of depression in this age group of approximately 20-25% (Hendricks et. aL, 1999; Reynolds, 1990). Surely, if these estimates are anything close to the truth, they suggest an epidemic of quite staggering proportions. Hence, they raise a variety of questions: Are these figures accurate? On what are they based? How is depression defined and classified? Have these classifications changed over the past ten, twenty, or fifty years? Have rates of depression in adolescents changed during this period? What important consequences follow from these rates of depression? What is being done, and what can be done, to isolate and treat these "ill" young adults. Are these treatments "working"?
In this paper, I will suggest that "adolescent depression" is a construction of fairly recent origin. In arguing toward this conclusion, I will employ a conceptual device conceived and used by Ian Hacking in his work on multiple personality disorder and elsewhere (Hacking, 1995; 1999a; 1999b;1991a; 1991b; 1994; &1986). Very briefly, Hacking claims that for some kinds of entity, which he calls "human" or "interactive" kinds,! the classification which is employed constructs and alters both the behavior and the identity of those classified. In
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this, Hacking's thesis sounds very like what psychotherapists call "labeling theory" which occurs when an individual begins to change his or her behavior based upon the label or classification they have been given. That is, according to labeling theory, an individual conforms to their label. This is different from Hacking's thesis about interactive kinds, however, in at least two significant ways. First, Hacking's thesis talks instead of groups, and the way a classification can alter the behavior of groups (and, derivatively, of members of the group). Second, and most importantly, these groups, and their classifications, are not stable. They are, Hacking claims, subject to "looping effects." This involves a triadic relationship between the classified (e.g., depressed adolescents), behavior, and the classifiers (e.g., health care professionals, particularly, psychologists and psychiatrists). Hacking maintains that at times a looping effect occurs where those classified react to the classification and force changes in that classification. Over a period of time, then, an original classification gets radically altered through the work of both those classified and the ones doing the classification. lt is precisely this process which has occurred with respect to adolescent depression. There has been a dramatic increase over the past thirty years in the numbers of people categorized in this way, and this increase has more or less paralleled changes in the categorization itself; moreover, looping effects have begun with those so classified acting back vis-a.-vis the categorization.
Let me make something perfectly clear at the outset. In saying that adolescent depression is a construction, I do not deny that it is real. Lots of things can be both constructed and real, and adolescent depression is one of them. Some adolescents, just as some adults, suffer terribly from depression: it really can be a debilitating disease. Furthermore, at times therapy and/ or drugs can be of tremendous help in allowing such people to lead more productive, fulfilling, and "happy" lives. This being said, however, I will also argue that the way in which adolescent depression has been constructed is not inevitable. More importantly, we have some reason for concern regarding the creation of the "depressed adolescent" in its current form, and the way in which such young people are being treated. In particular, I shall suggest that we ought to be concerned whether we are creating, particularly through drug therapy, but also through some forms of "talk" therapy agents, who are more passive than they otherwise would be. In expressing this concern, I am again following the work of Hacking who claims, in his work on multiple personality disorder, that a (if not the) primary basis for judgement regarding a particular therapy is whether it leads to the patient's autonomy (Hacking, 1995,258-268).2 Indeed, Hacking goes so far as to claim that whether or not a particular classification is "true" in some objective sense is irrelevant; what is relevant is successful therapy, and this is defined normatively in terms of patient autonomy. While I do not wholeheartedly support Hacking on this issue, I do believe that at least some of the current treatments for adolescent depression are troublesome since, as I will suggest, there is some reason to suspect that the classification and its therapy for a number of "depressed adolescents" has failed according to Hacking's criteria; that is to say, it may be that they are becoming, through
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therapy, more dependent and hence less autonomous. As a consequence, if we think that the enhancement of patient autonomy is at least an important therapeutic goal, we have reason to be wary of current treatments for depressed adolescents.
I. DEFINING DEPRESSION
Defining ailments of the mind is notoriously difficult, particularly when their etiology has, like depression, no clear physical basis. Therapists in North America rely upon the American Psychiatric Association's Diagnostic and Statistical Manual (DSM), which is now in its fourth edition (1994). There was a radical change in the structure of the DSM from its first two editions to the third and fourth. Prior to the third edition, published in 1980, therapy was still influenced heavily (perhaps excessively) by the Freudian psychoanalytic tradition and the diagnostic manual reflected this. DSM-III (1980), however, moved to a multi-axial system which attempted, theoretically at least, to be as free as possible from any particular psychological ideology.3 Its first two axes classify all psychological "diseases" with Axis I targeting all of these with the exception of personality disorders and mental retardation which are dealt with in Axis II. The third, fourth, and fifth axes look to general medical conditions, psychological and environmental problems, and" global assessment of function" respectively. DSM IV lists depression under Axis I as a kind of "mood disorder" and further subdivides depression into four different types: only three of the types, however, are thought to be psychopathological. They are: "major depressive disorder," "dysthymia" (formerly "depressive neurosis"), and "bipolar depression" (formerly manic depression) (APA, 1994).4 Bipolar depression is characterized by radical mood swings: elated mania and deep depression. It is least common in adolescents, and hence I shall say nothing more of it here.s Major depressive disorder requires a depressed mood or loss of interest or pleasure in almost all activities for at least two weeks. Also necessary here is the presence of at least four other symptoms from the following list: (i) marked weight gain or loss when not dieting, (ii) constant sleeping problems, (iii) agitated or slowed down behavior, (iv) fatigue, (v) inability to think clearly, (vi) feelings of worthlessness, and (vii) frequent thoughts of death or suicide (DSM-IV, 1994; Sarason, I. G. and Sarason, B. R., 1999, 280). A third type of depression is dysthymia which is less severe but longer lasting than major depressive disorder (APA, 1994; Navarrete, 1999, 138). It is characterized by mild but chronic depressive symptoms. Indeed, because dysthymia is so persistent, some have claimed it ought to be classified as a personality order (Sarason, I. G. and Sarason, B. R., 1999,278). Part of the reason it continues to be classified as a mood disorder has to do with the fact that antidepressants have had some success in its treatment (Markowitz, 1993).6 A diagnosis of dysthymia requires the presence of a depressed mood most of the day, more days than not, for at least two years (in adults) or one year (in children and adolescents). In addition, at least two of the following six symptoms must be present while in a state of depression: (1) poor appetite or overeating, (2) insomnia or
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sleeping too much, (3) low energy, (4) low self esteem, (5) poor concentration or difficulty making decisions, and (6) feelings of hopelessness. These symptoms must not be absent for more than a two year period (or one year in children and adolescents), and other diagnoses and/ or problems, such as bipolar and major depression as well as substance abuse, must be ruled out. Finally, the condition must be debilitating (Sarason, LG. & Sarason, B.R., 1999,279; DSM-IV, 1994).
Even a cursory examination of the descriptions of dysthymia and major depressive disorder can indicate why rates of depression can be high. Consider dysthymia for example, particularly in the case of adolescents. A fifteen year old makes the transition from a small junior high school populated mainly by a relatively homogeneous group, many of whom are friends, to a large high school. Due to her place of residence, she gets sent to a different school than many of her friends. Her grades drop and she seems "moody." Toward the end of the year, her parents send her to a school councillor who, during an interview, discovers that she often feels "blue." Upon further investigation, the councillor discovers that she suffers from insomnia, has gained fifteen pounds due to overeating and lack of exercise (which bores her), and has difficulty concentrating. This all-too-common description of a fairly "normal" teenager now has a label: dysthymia. She is also a statistic in the growing number of depressed adolescents.
Although the case just described is fictional, it does mirror surprisingly well actual first person accounts. In her memoir, Mockingbird Years, Emily Fox Gordon documents her life in and out of therapy (Gordon, 2000). Initially diag
nosed as depressed, she began therapy at the age of thirteen shortly after mov-'
ing from a more or less comfortable setting in the small college-town of Williams town, Massachusetts to New York City. Between the time of this move and the age of seventeen, she went through five therapists, and after what she describes as a "feeble" suicide attempt-she scratched her wrists with nail scissors-was sent for a three-year period, initially as an in-patient, to the Austin Riggs sanitarium. But by her own admission, she was not "ill": rather, she, like most of the residents of Austin Riggs, was bored and "smitten with the romance of madness;" (Gordon, 2000, 5) she had "swallowed whole the familiar ideology that connects madness to beauty of spirit" (Gordon, 2000, 63). Indeed, she claims: "1 wasn't interested in being happier but in growing more poignantly, becomingly, meaningfully unhappy" (Gordon, 2000, 63).
It is, in part, for reasons such as this that researc.hers such as Barry Nercombe suggest that dysthymia is "a classificatory nightmare into which many problems have been dumped" (Nercombe, 1994, 61). More particularly, Nercombe suggests that clinical bias may be a factor here.
Clinicians affected by customary bias may unwittingly suggest symptoms to their interviewees or encourage them to endorse marginal complaints, whereas "halo" effects will incline interviewers to detect the remaining criteria for a favorite syndrome after the cardinal features have been identified. In this way, square pegs are jammed into round holes (Nercombe, 1994,64).
And, according to Kovacs (1986), meta-cognitive immaturity prevents chil
dren from exhibiting the introspective, self-monitoring thought required to
" . .
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report accurately on their own feelings, upon which so much rests in clinical interviews aimed at diagnosis. Perhaps this is a reason why children almost always report stronger feelings of depression than their parents and teachers (Reynolds and Johnston, 1994, 7).
Let us accept, then, at least for the time being, that rates of depression in adolescents may not be quite so shocking as the numbers suggest initially. Questions of course remain: have rates changed recently, and if so, what can account for the changes. I turn to this in the next section.
II. DEPRESSION IN ADOLESCENTS
According to statistics such as those found in StatsCan, depression was thought initially to be primarily an adult affliction, and diagnosed as such. But this has altered radically over the past thirty years. Currently, those aged 12-24 years are more likely to be treated for depression than any other group: "from 1994 to 1995, for instance, Canadians aged 15 were twice as likely as their 45-year-old counterparts to report having experienced a depressive episode in the previous 12 months" (McLaren, 2000, R1).The situation is not peculiar to Canada: similar statistics are available for the U.S.A. (Reynolds, 1999; Reynolds, 1985). Currently, then, there seems little doubt about it: teenage angst beats mid-life crisis hands down.
Part of the reason for this change stems from changes in DSM, particularly between the second and third editions. As stated above, DSM-I & II were highly influenced by Freudian psychoanalysis and Freudian psychoanalysis hardly dealt with childhood depression at all since its practitioners felt that depression required developments not yet experienced by the young (Kovacs and Beck, 1977; Mahler, 1961). In particular, Freudian psychoanalysts believed that children lacked the superego development necessary to manifest a true melancholia (Nercombe, 1994). Childhood depression became a serious and wide-spread area of research only in the 1970's (Reynolds and Johnstone, 1994). Indeed, reading work in the area from this time strikes one mainly for the sense that researchers themselves felt they were tackling something genuinely new. For example, Kovacs and Beck, two of this century's pioneers in adult depression, note repeatedly in their 1977 paper, "An Empirical-Clinical Approach toward a definition of childhood depression" how new and foreign childhood depression seemed at that time. Indeed, in his commentary of that paper, Anthony Nowels congratulates Kovacs and Beck for their "courage" in proceeding in this area which is full of "widespread disagreement and confusion" (Now ells, 1977, 27) Clearly, they were attempting to establish a paradigm of childhood depression where none existed previously. As Nowells notes: "They have not allowed the confusion and the morass of unknowns to keep them from getting to work. They appear to assume that we are all starting from a particular point where we can agree that: depression does exist, it can be measured, it exists in children, and it can exist in any child" (Nowells, 1977, 27). The main tenet of Kovacs and Beck was that childhood depression and adult depression were essentially similar, and that one can take the "'knowns' of the adult world and extrapolate backwards" (Now ells, 1977, 28).
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Although this seems a perfectly reasonable hypothesis, there is a great deal of theoretical excavation which must be done here in order to make this extrapolation from adults to children and adolescents. As stated above, part of the reason here emanates from developmental issues and Freudian psycho
analytic theory. But part too lies in a deeper and less obvious area having to do
with the conceptualization of the child, and later of the "teenager" or adolescent. As Hacking notes, the very category "child" is subject to a fairly recent construction (Hacking, 1995,55-68; Aries, 1962). So too is the idea of a teenager and adolescent a recent construction. We need, then, to understand the concept of "human" or "interactive" kind and to see how interactive kinds such as children and adolescents get constructed. Finally, we have to understand what that construction tells us of the identity of these entities. What this discussion will show in part is that a claim commonly heard about adolescent depression-that it has always been with us but is only now being recognized-is false. The idea of adolescent depression has not always been with us: we have only recently developed the notion of an adolescent at all, and only even more recently have we created a classification which would allow for this age group to be designated as depressed.
III. THE CONSTRUCTION OF HUMAN/INTERACTIVE KINDS
There is an age-old philosophical debate between nominalists and realists which can be traced back at least as far as the debate between Plato (and Socrates) and the Sophists. As a metaphysical realist, Plato maintained that we must be careful "to carve nature at her joints" and not merely "hack off parts like a clumsy butcher" (Plato, Phaedrus, 266b). In contrast, the sophist and nominalist Protagoras (in)farnously claimed that 'man is the measure of all things.' The debate, at one level at least, is concerned with classification, and in particular whether the classifications we make are constructed (nominalism) or discovered (realism). That is, the nominalist argues that the objects of our world which we happen to classify together "have nothing in common except our names." Alternatively, realists maintain that there exist "n<;ltural kinds" out there "which we have painstakingly come to recognize and classify correctly" (Hacking, 1986,227).
Hacking is a firm realist with respect to most of the objects which populate our universe, so called "natural" or "indifferent" kinds.7 Such objects are different than interactive kinds in that they care not how we classify them (indeed, whether we classify them) or what we feel and think about them. That is, for example, the bacteria responsible for tuberculosis is unaffected by the words we employ in classifying it (properly or improperly): "A century ago I would have said that consumption is caused by bad air and sent the patient to the Alps. Today, I may say that TB is caused by microbes and prescribe a two-year course of injections. But what is happening to the microbes and the patient is entirely independent of my correct or incorrect description, even though it is not independent of the medication prescribed. The microbes' possibilities are delimited by nature, not by words" (Hacking, 1986, 231).
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Human or interactive kinds, alternatively, are affected by words. The classifications we make, and the attitudes we have toward various interactive kindsfrom "homosexual" to "multiple personalities," to use two examples from the history of psychological classification-affects the behavior of those entities. This sterns from the fact that human behavior is intentional and, following Elizabeth Anscombe, such intentional actions must be "actions under a description" (Anscombe, Intention; cited in Hacking, 1986,230). "This is," Hacking claims, "no mere lingualism, for descriptions are embedded in our practices and lives. But if a description is not there, then intentional actions under that description cannot be there either; that, apparently, is a fact of logic" (Hacking, 1986, 230).
With respect to interactive kinds, then, Hacking believes that the idea of us is 'made up,' and the person-kinds we become changes over time as the descriptions under which our actions occur change. "We are not only what we
are but what we might have been, and the possibilities for what we might have been are transformed" (Hacking, 1986, 233). In one sense, Hacking's claims here amount to nothing more than the claim that how people are labeled affects who they are. But, as I said at the outset, there is more to Hacking's account than this. "Labeling theory" is typically about individuals, human kinds are about individuals within a fluid, changing kind. One possibility that this opens up has to do with the ways in which interactive kinds can react with and actually alter the labeling classification. We are to think of this label
	ing process as a framework consisting of two vectors:
One is the vector of labeling from above, from a community of experts who create a "reality" that some people make their own. Different from this is the vector of the autonomous behavior of the person so labeled, which possesses from below, creating a reality every expert must face (Hacking, 1986,234).
Because there are two vectors at play here, we can have what Hacking calls
"looping effects." This is a "feedback cycle" which occurs when a classification affects those classified (labeling from above) and this in turn results in a change in the classification itself by the classified (labeling from below-see, e.g., Latus, 2000). For example, let us say, following people such as Arnold Davidson, that "homosexual" carne into existence as an interactive kind during the later part of the nineteenth century as the result of the labeling from above by "experts" who constructed "homosexuality" as a medical condition in need of treatment. However, the classification itself was subject to a looping effect as those classified as "homosexual" reacted with and to the classification changing the very category itself by successfully de-medicalizing the "condition" (See Davidson, 1990). Hence, Hacking claims it is "not that there was a kind a person who carne increasingly to be recognized by bureaucrats or by students of human nature but rather that a kind of person carne into being at the same time as the class itself was being invented. In some cases, that is, our classifications and our classes conspire to emerge hand in hand, each egging the other on" (Hacking, 1986, 228).
This is the process which Hacking describes in Rewriting the Soul with respect to Multiple Personality Disorder. And in general, there have been a
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wide variety of things which are said to be socially constructed beginning with Tile Social Construction of Reality (Berger and Luckmann, 1966) and extending from Postmodernism, quarks, deafness, and teenage pregnancy, to name only a few (see Hacking, 1999b). In this paper, I examine the social construction of adolescent depression beginning first, following the work of Thomas Hine (1999), with the construction of the adolescent and teenager.
IV: THE CONSTRUCTION OF THE ADOLESCENT AND OF ADOLESCENT DEPRESSION
In 1835, Alexis de Tocqueville wrote: " In America, there is in truth no adolescence. At the close of boyhood, he is a man and begins to trace out his own path" (In Hine, 1999,74). Given our current conceptual framework, this claim seems bizarre, perhaps even unfathomable. For us, adolescence could not be more firmly established as an important, integral, and discrete period in one's life. The category comes replete with official sanctioning from the law (e.g., the "Young Offenders Law" in Canada), from professional and academic organizations (e.g., the Journal of the American Academy of Child & Adolescent Psychiatry), and a whole host of convictions about the nature of this age group ranging from their "raging hormones" to their need to "find themselves" over the course of what we former adolescents think of as a troubled, angst-ridden decade.8 How, then, did we travel over the course of a century and a half from the one paradigm of adolescence to the other? According to Thomas Hine, the transition began with the Great Depression and Roosevelt's policy in the 1930's which threw almost all young people out of work. In the current climate, teenagers are intimately tied with education. In the West, strictly enforced laws require all children to attend school until a certain age (typically 16) and almost all graduate from high school with increasingly large proportions going on to some form of post-secondary education. But, as Hine notes, it took 112 years from the opening of the first public high school in Boston in 1821 until we get a majority of high-school-age students in the United States actually enrolled in high school (Hine, 1999, 74). While the middle and upper classes typically sent their children to high school, the working class was absolutely dependant upon their income. For example: "In Fall River, Massachusetts, some mill owners hired only men who had able-bodied sons who could also work. In Scranton, Pennsylvania, children's incomes usually added up to more than their fathers'" (Hine, 1999,76).
The Great Depression changed all of this because of the enormous loss of jobs in the wake of the West's economic collapse. "As in previous panics and depressions, young people were among those thrown out of work. What was different was that after 1933, when Franklin D. Roosevelt took office, virtually all young people were thrown out of work, as part of a public policy to reserve jobs for men trying to support their families. Businesses could actually be fined if they kept childless young people on their payrolls" (Hine, 1999, 72). Eventually, these young people-working, middle, and upper classes together found their way into what perhaps was their only alternative: school. As a
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result, high school in particular was no longer a signifier of class; it was a signifier of age. With this conceptual shift comes the requisite alteration in language: not coincidentally, then, the term "teenager" made its first appearance in print shortly thereafter in a 1941 article in Popular Science (Hine, 1999, 72).
But what exactly was this new category, the teenager or adolescent? How was it described, and in what behaviors were such entities supposed to engage? Interestingly, we can look back to 1904 and the publication of G. Stanley Hall's influential tome, Adolescence, Its Psychology and Its Relations to Physiology, Anthropology, Sociology, Sex, Crime, Religion and Education. With this work, Hall, then president of Clark University as well as a psychologist, constructed what later came to be known as the field of adolescent psychology. Although some of his claims appear outrageous and his work has been widely discredited by experts in the field, what he said of teenagers reverberates in some of our current framework, albeit in different forms. Hall suggested that adolescence was a universal, and unavoidable stage in a person's development. Indeed, adolescence is so different from adulthood that what we would consider abnormal, even psychopathological behavior in adults is "normal" for teenagers. Teenagers cannot be insane per se, then, because that is their very nature. Or, at the very least, such was the widespread belief before the 1970s; that is, because of "the notion or myth of adolescent turmoil overshadowed for many professionals the validity of depression as a form of psychopathology in this age group," they were not diagnosed as depressed (Reynolds and Johnston, 1994; Offer and Schonert-Reichl, 1992). In part, this is why researchers from the first half of this century did not diagnose children as depressed: according to Melanie Klein, for example, it is "normal" for children to pass through a depressive stage (Klein, 1948, 1949). Given this framework, it is not at all surprising that adolescents were not diagnosed as depressed. Statistics bear this out: as few as 1% of the population was diagnosed as depressed in 1910 (Seligman, 1988). Neither is it surprising that this view of adolescents as so different and, in a sense, deranged, would lead to society segregating them from the rest of the population. The fact that most of them were now in high school provided the institution through which this segregation could be effected.
The earliest high schools treated their students almost as adults and allowed
them to make decisions about their social lives. Students organized their own extracurricular activities and played on athletic teams with older men and workers. Toward the end of the nineteenth century, however, high schools increasingly sought to protect their charges from the dangers of the larger world. They organized dances so that students wouldn't go to dance halls. They organized sports so that students would compete with others their own age (Hine, 1999, 76).
	This segregated space for the adolescent was not just physical. Writing in
the 1950's, Eric Erickson suggested that adolescence was not only a developmental stage in one's life; it necessarily involved an "identity crisis." Because of this, Erickson thought that segregated physical space for adolescents had to be combined with segregated mental space: we should place adolescents under what he termed a "psycho-social moratorium" to allow them the time and
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space to establish their new adult identity (See Hine, 1999,79). Given this, we can now begin to see why the claims of Kovacs and Beck in the 1970's were so foreign and novel in their time. For some thirty to forty years, adolescence had been treated as a completely blocked off part of a life, where the norms of adulthood (and childhood) held no validity. To base one's paradigm of depression for adolescence upon adult depression was a gestalt shift from previous thinking.
Paradoxically, however, while the thesis of Kovacs and Beck took hold and adolescents began to be thought capable of being classified as depressed, there remained and still remains much in our current thought regarding adolescence which can be traced back to their "separation" from us. Take marriage as an example. In 1959 teenage pregnancy reached its all-time high (Hine, 1999, 79). At the time, however, this was not thought to be a problem. There are many reasons for this but one is that almost half of all brides in 1959 were under twenty. As a result, the vast majority of teenage pregnancies were married "women" and hence not subject to negative normative judgements. Today, teenage pregnancy is a scandal, and associated with all sorts of pejorative connotations: welfare mothers, uncontrollable sexual urges, burdens to society, and so on. Clearly, our thinking about people in their late teens has changed since 1959. Today, we think teenagers far too young to get married: that is a distinctively adult role. Teenagers are, we believe, not sufficiently like adults: they are simply too immature for all the responsibility. Indeed, teenagers as a whole are thought to be a rather untrustworthy lot; we continue, that is, to think of them as Hall thought of them-savages struggling to enter into civilized adult life. As Hine notes:
Throughout history Americans in their teens have often played highly responsible roles in their society. They have helped their families to survive. They have worked with new technologies and hastened their adoption. Young people became teenagers because we had nothing better for them to do. High schools became custodial institutions for the young. We stopped expected young people to be productive members of society and began to think of them as gullible consumers. We defined maturity primarily in terms of being permitted adult vices, and then were surprised when teenagers drank, smoked, or had promiscuous sex (Hine, 1999, 80).
	Some of this dual view of adolescents has created a problem with respect to
the diagnosis of teenage depression, and in fact has had a part to play in the recent proliferation of such diagnoses. While we now accept that adolescence is a discreet stage in one's developmental life-and a period rife with all sorts of angst ridden developmental turmoil-we also treat adolescents as "mini
adults." Hence, although there has been work on the ways in which depression will manifest differently in adolescents than it does in adults (e.g., Kovacs, 1996), most of the criteria associated with adult depression have been applied wholesale9 to children and adolescents with developmental considerations that may affect such a diagnosis (and subsequent treatment) being minimized or disregarded completely (Cicchetti and Toth, 1998). To be brief, while we still see adolescents as Hall and others did in the sense of being "abnormal adults,"
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we simultaneously use adult criteria to diagnose them as suffering from psychological ailments. It is little wonder, then, that when we view adolescents from a framework of "adult normality," we find them deficient and hence in need of therapeutic remedies.
"LOOPING EFFECTS” AND THE BUSINESS OF ADOLESCENT DEPRESSION
This conceptual duality is not the only reason for the proliferation of diagnoses of depression in teenagers. As an interactive kind, "adolescent depression" is a fluid category and subject to "looping effects" which can alter both the classification and its treatment. Business interests have a part to play in this looping process in, I believe, at least three senses. On the one hand, the pharmaceutical companies which produce and market antidepressant drugs have a huge financial stake in children, adolescents, and adults being diagnosed as depressed. This cannot be overstated: with 17,000,000 Americans alone on Prozac, and an increase from 1994 to 1997 of 212% of prescriptions or recommendations of the drug for children under twelve, curing unhappiness through drugs is estimated to be a $6 billion (U.S.)/year industry (Kingwell, 1998, pp. 96,99).10 On the other hand, depression is thought to represent a $43 billion (U.S.) cost to American businesses per year in terms of absenteeism, losses in productivity, and so on. (Cicchetti and Toth, 1998; Hirschfield et aI., 1997)11 Finally, we have the business of therapy itself. Surely, it is not mere coincidence that the proliferation in diagnoses of depression in children and adolescents began during the 1970's when there began a proliferation of therapists, something which continues in exponential increases today: for example, the number of licensed psychologists in Canada increased 52% between 1982 and 1997 (McLaren, 2000). One need not be a complete cynic to think that all these therapists need people on whom to do therapy, and that groups like adolescents represent a huge growth potential. Recent reports that teenagers "sign up for couples therapy with their steady boyfriends or girlfriends when things get rocky" (McLaren, 2000, R1) only confirm this suspicion of excessive pathologizing of behavior for a rapidly increasing work force of therapists.
Suspicion regarding the proliferation of diagnoses for depression in children and adolescents also comes from a consideration of the vast increase in the number of ailments listed in various versions of the DSM. In 1840, for
example, the phrase "mental illness" had not yet even entered the vocabulary, and the U.S. census classified only one sort of mental disorder, "idiocy /insanity." By the 1880 census the number of such disorders jumped to seven: mania,
melancholia, monomania, paresis, dementia, dipsomania, and epilepsy (Kingwell, 1998, 128-129). Early this century, the German psychiatrist, Emil Kraepelin, began what has been taken to be the beginnings of categorical classification in psycho-pathology but it wasn't until after World War II that complete systems began to be developed with the initial publications of the DSM and the International Classification of Diseases (ICD) (Oltmans and Emery, 1998, 117). DSM I (1952) listed twenty six classifiable mental disorders. Such disor
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ders ha ve now mushroomed, however: for example, DSM IIi R (1987) listed 297 disorders and DSM IV, the most current edition published just seven years later in1994, now lists 374 (Kingwell, 1998, 128-129). That is an addition of 77 disorders representing approximately a 26% increase. Numbers such as these give one pause, and force upon us at least the suspicion that something has gone terribly wrong with psychotherapeutic classification. Of course, a dramatic increase within a classificatory scheme is not necessarily a bad thing. For example, the Periodic Table of Elements has experienced a dramatic increase since its inception in the nineteenth century.12 But there is at least one important difference between the DSM listing of psychological ailments and the Periodic Table of Elements. The Periodic Table is founded firmly on a physical basis, and is based in such a way that Mendeleev (and others) predicted not only what further elements would be discovered, but also indicated what their properties would be. Psychological classification of mental disease is not based in a similar way at all. No one could have predicted fifteen years ago, let alone 115 years ago, what types of mental disease would be constructed or how these diseases would be characterized. Hence, in the case of the DSM, exponential increases are at the very least a cause for concern.
VI. LOOPING 'FROM BELOW': PATIENT REACTION TO THEIR CLASSIFICATION
Clearly, then, there is a great deal of interest in those labeling "from above"in constructing adolescent depression along the lines it has currently taken. What of labeling "from below"? How have depressed adolescents themselves (and perhaps their parents) reacted to the classification from experts? It is fairly typical in socially constructed groups thqt they begin to identify themselves with their classification. Yet, this identification need not be passive-that is, it need not necessarily accept wholesale the classification but may alter it either by extending the classification to make it broader or by rejecting the classification in its current manifestation (Hacking, 1999b, 75). Homosexuals, for example, were initially classified in a completely pejorative way as social and psychological deviants. Through gay pride movements, however, those classified as homosexual were able to change the classification itself in large part by rejecting the position advanced by the experts, and indeed forcing the experts to alter their classification (Hacking, 1999b, 75; Davidson, 1990). While those classified as depressed adolescents have not (yet?) effected such radical alterations in the classification, there is some evidence that they are beginning such a process in at least two different ways. Some have begun to extend the classification (thereby altering it to some extent) and some have rejected the expert classification altogether. Let's discuss each of these in turn.
Certainly, some depressed teenagers (along with their parents) have extended the notion of what depression (in teenagers and elsewhere) and therapy are. For example, in 1988, Donna Moss, a 47-year-old mother, sent her then six-year-old daughter to therapy when she began to exhibit a fear of the wind (McLaren, 2000). Clearly, this is to extend the patholQgizing of
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behavior. Interestingly, however, because the notion of a pathological affliction has been so extended, some adolescents in therapy have begun to demedicalize their "ailments" even as they are engaged in "talk" or drug therapy. For example, one young woman who began therapy at the age of 11, and who recently spent a year in "couples therapy" when her relationship with her boyfriend was faltering, thinks therapy is wonderful: "People who've never done it have no idea how fun it can be. What's more fun than talking about yourself for half an hour?" (McLaren, 2000, R2).
Psychology itself reinforces the extension or broadening of psychopathology while keeping such behavior distinctly within the medical framework. They insist for a variety of reasons that we "properly" diagnose and treat all depressives, of whatevei" age. For example, the literature is full of references to the correlation between adolescent depression and suicide (e.g., Birmaher et aL, 1996). Indeed, there is said to be high co-morbidity between depression and all sorts of other mental health problems (Bermaher et aL, 1997; Cicchetti and Toth, 1998). And, finally, there is the concern that 'uncured' depressed adolescents become depressed adults, and that their condition worsens over time (Kovacs, 1989). Hence, it is claimed that there is an urgent need to find and treat these seriously ill young people, something which psychology claims it hasn't yet achieved because it is estimated that 70-80% of depressed adolescents go untreated (Cicchetti and Toth, 1998).
There is a certain irony, however, in these calls to alarm since treatment success is quite poor for depressed adolescents. The drugs often used in treating this group-the tricyclic antidepressants, such as imipramine, amitriptyline, and nortriptyline-have a "success" rate thatis no better than that for placebos (Stark et aL, 1996). Psychotherapy has had only slightly better results: that is, psychotherapy here is better when compared to a waiting list control group. But even here, the positive results are mitigated by the fact that the studies have tended to deal only with white middle and upper class children with mild to moderate (not severe) depression (Cicchetti and Toth, 1998). Interestingly, and perhaps puzzling, is that researchers like Cicchetti and Toth, after documenting the poor success rates of psychotherapy and drug treatment for depressed children and adolescents, immediately proceed to claim that the problem is not too much therapy, but too little and too late: that is, they claim that intervention should occur much earlier than it typically has to date, and that it should be directed at a much broader range of cases (Cicchetti and Toth, 1998).
The problem, however, might be thought to be the opposite; that we have medicalized behavior too much, and that health care intervenes too often and in too many places. Emily Fox Gordon, who spent much of her life in therapy (and recovering from it), echoes this sentiment when she says: "The world we now live in is one which nearly all of us, whether enrolled formally in psychotherapy or not, are so thoroughly indoctrinated in the ideology of therapy that society has remade itself in therapy's image" (Gordon, 2000, 229). We have become so completely-"saturated in therapy" that we have come to think of our entire world as a hospital (Gordon, 2000, 21). As a result, we have come to take therapy in general, and adolescent depression more particularly, for granted.
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For us, it now appears both inevitable and natural. Gordon offers up her life in autobiographical form as an example of why we ought to resist this thought and come to believe instead that depression, whether adolescent or not, can be conceived and treated differently. Indeed, she thinks the way in which we have constructed and treated these individuals is, at least some of the time, doing them more harm them good. Consider in this regard, the following passage where she provides an account of what her years were like as a patient at Austin Riggs Hospital where she was being treated for adolescent depression.
Apathy wasted us. I had been a failure as a student, but I had always read
voraciously. At Riggs, I stopped. We lost our normal adolescent interest in sex-for the most part at least. We hung out in groups, but we tended not to form real friendships; we saw one another as fundamentally inaccessible, three quarters submerged. We wore kimonos and hair curlers, jeans and slippers, as we padded around the Inn-half dressed, half there. . . .
Many of us got worse rather than better, and for some, getting worse was dangerous (Gordon, 2000, 10-11).
	Gordon began her long road to recovery under the guidance of a "maverick
therapist," Dr. Leslie Farber, who offered her an alternative to the psychotherapeutic treatment of the day:
Years of psychotherapy had made me smoothly practiced at collapsing into my components, exposing them for convenient inspection on cue. I had learned to "assume the position" so automatically that Dr. Farber's requirement that J come to our talks as pulled together as possible-ready to exercise judgement, to make distinctions, to listen and respond, to view myself first as a moral and then a psychological being, most important, to tell the truth; to accept the high value he placed on tact, empathy, intellectual substance, witall this bewildered me at first. It bewildered me later too. In fact, it bewilders me now all over again, having lived for nearly twenty years after Dr. Farber's death. . . (Gordon, 2000, 20-21).
	Gordon provides a clearer view of this alternative toward the end of her
autobiography when she describes going back to a therapist later in her life, this time to deal with some difficulties she was experiencing in her marriage.
On the subject of my marriage, Dr. B. and I were talking past each other. I had come into therapy asking the implicit question-is my marriage a good one? Dr. B. understood me to be asking, "is it good for me?" I wanted to know the answer to that question, but I was really after something else-the answer to
a question Dr. Farber and I might have addressed. I can only phrase it, awkwardly, as follows: Is my marriage part of the good? It should hardly have surprised me that from Dr. B. I got psychological answers to philosophical questions (Gordon, 2000, 209).
	Gordon suggests, in other words, that we turn away from the current trend
where increasing amounts of behavior are thought of as medical conditions. If this loop were successful in attracting sufficient numbers of adherents, instead of the current dramatic increases in the numbers of adolescents being classified as depressed, we would see a decrease. Indeed, Gordon's position would advocate for a contraction of psychotherapy in general in favor of a process of
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self-examination more philosophical in nature. Is there any reason for thinking that Gordon is correct in her analysis? Note that if Hacking's thesis about interactive kinds is (more or less) correct, and if, further, that adolescent depression is a particular type of interactive kind, then there is no fixed and objective truth about this kind beyond its present description. Hence, if one wants to criticize the current construction of adolescent depression and its treatment, then one has to find grounds for such criticism beyond the ontological and epistemological. Hacking and Gordon both suggest, in their different ways, that such criticism must be normative in nature and that it must have something to do with patient autonomy. Gordon argues, for example, that there was something about her therapy which made her increasingly passive.
I felt the powerful reduction of psychoanalytic thinking. My years of psychotherapy had taught me to move away from the future toward the past, away from the cognitive toward the simple, . . . away from sophisticated toward the primitive, away from the active toward the passive. . . (Gordon, 2000, 110).
	In part, this passivity was generated from being completely enwrapped in
psychotherapy, hence eschewing concerns of everyday life. As she says, she had to learn to "view myself first as a moral and then a psychological being" (Gordon, 2000, 20). This is what her therapist, Farber, helped her to do, but he was considered a maverick therapist. Most therapists don't take this approach. As psychologist Cathy Gildiner says: "It's very hard for a therapist to give moral advice. When someone comes in and says, 'I just got divorced for the fourth time and I'm depressed,' I want to say, 'Yeah, that is depressing, you've really screwed up your life.'" (In McLaren, 2001, L3). With many patients, she says, you tell them "'Change your life,' and they say, 'I can't.' So finally you just end up throwing antidepressants at them" (In McLaren, 2001, L3).
An argument against current trends in classifying and treating depression can not, however, rest solely on claims such as these by Gordon and Gildiner. Both are purely anecdotal-Gordon from the perspective of a longstanding patient, and Gildiner as a practicing psychotherapist. Moreover, Gordon began receiving treatment more than thirty years ago: hence, much of her treatment, outside that provided by Farber, was based upon the then dominant Freudian psychoanalysis which has since fallen from its former privileged position. I think, however, that claims such as those made by Gordon and Gildiner, along with claims made in empirical studies regarding the rather low success rates in treating depressed adolescents (see Section 6 above; Stark et. aI, 1996; Cicchetti and Toth, 1998) allow for a healthy scepticism and indeed necessitate further research in this area.
CONCLUDING REMARKS
I have attempted to demonstrate in this paper that the categories of adolescence and adolescent depression are interactive, and hence constructed kinds. I have also shown how, on the one hand, business interests, through drug companies and the community of psychotherapeutic clinicians themselves, have pushed the construction of adolescent depression toward an ever more
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expansive notion of what constitutes the category, and how it ought to bE treated. Some patients have actively embraced this conception of adolescent depression and have in fact made it more expansive than ever. In effect, then, these "groups"-patients, drug companies and clinicians-have egged each other on in the construction of an ever more all encompassing notion of depression in teenagers. I have also suggested, however, that not all patients and not all therapists are happy with the current state of affairs. Gordon and Gildiner both argue on normative grounds for changes to be made. This is in keeping with Hacking's treatment of mental illness for he claims that patient autonomy ought to our guide in assessing treatment success.
This last point, of course, raises a number of questions even granted that one accepts the broad outlines of Hacking's thesis regarding interactive kinds. Why is autonomy the {sole} criterion of therapeutic success? How is autonomy being defined here, and how does one measure its increase? What empirical studies have been done, or could be done, to test for this? With respect to Gordon's complaints in particular, and assuming that increasing patient autonomy is at least a legitimate goal of psychotherapy, we need to investigate what forms of treatment engender passivity and what ones, alternatively, enhance autonomy. Will such therapies be more philosophically oriented, perhaps of the sort discussed in recent years under the headings "philosophical counseling" and "philosophical practitioners," or are there forms of more traditional psychotherapy which accomplish the desired goal? Unfortunately, I do not have the space here to deal with these issues. I hope, however, that I have at least shown why such questions are legitimate and that I have opened doors for further research.
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	1. The change in name-from human kind to interactive kind-is fairly recent.
See Hacking, 1999a.
	2. With respect to MPD, this involves Hacking's thesis of "the indeterminacy of
the past," which is not relevant in this case. See Hacking (1995, 234-257).
3. According to critics of the DSM, this is not actually the case. Such critics claim, rather, that what gets included in the DSM is incredibly political. On this, see, e.g., Kingwell (1999, 127ff.), Caplan (1995), and Davis (1997).
	4. These can be, and have been, further subdivided. However, since it makes no
difference to the points I raise in this paper, I omit them.
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	5. Perhaps of significance regarding bipolar depression is that it is the form of
depression most likely to stem from a neurological base.
	6. The extent to which there is any successful treatment of adolescent depression
is controversial and I shall have more to say about it below in sections 5 and 6.
7. As in the case of human/interactive kinds, there has been a change in terminology by Hacking, from "natural kind" to "indifferent kind." The reason, presumably, was to rid himself of all the connotations associated with "natural kind." See Hacking (1999a).
8. This idea of the troubled 10- to 20-year-old has been with us for some time. Indeed, it gave rise to Margaret Mead's traveling to Samoa in the 1920s to discover what no one thought they could find, an "untroubled" adolescent. See Hine (1999, 71).
9. There are minor adjustments here only: for example, with respect to dysthymia, the time period is reduced from two years in the case of adults to one for adolescents.
10. Drug companies appear to take their financial interests very seriously indeed. Recently, the Centre for Addiction and Mental Health at the University of Torontowhich receives some funding from pharmaceutical companies-revoked the contract of Dr. David Healy allegedly for publicly pointing out that no research at all has been done on the question whether SSRI's (such as Prozac) can lead to suicide in some cases (as has been anecdotally reported). See CAUT Bulletin, 2001.
11. On the face of it, this may not seem relevant to adolescent depression since the claim being made here speaks of work which we take to apply to adults, not adolescents. Two things, however, make the claim relevant: (1) many adolescents work, sometimes logging as many as twenty hours per week; (2) researchers claim, as discussed in more detail below, that there is a high probability of adolescent depressives becoming adult depressives (where these claims apply directly in full force).
12. J. Shieber pointed out this example to me.
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