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Abstract
Children and adolescents with major depressive disorder (MDD) appear to be more responsive to placebo than adults in 
randomized placebo-controlled trials (RCTs) of second and newer generation antidepressants (SNG-AD). Previous meta-
analyses obtained conflicting results regarding modifiers. We aimed to conduct a meta-analytical evaluation of placebo 
response rates based on both clinician-rating and self-rating scales. Based on the most recent and comprehensive study on 
adult data, we tested whether the placebo response rates in children and adolescents with MDD also increase with study 
duration and number of study sites. We searched systematically for published RCTs of SNG-AD in children and/or ado-
lescents (last update: September 2017) in public domain electronic databases and additionally for documented studies in 
clinical trial databases. The log-transformed odds of placebo response were meta-analytically analyzed. The primary and 
secondary outcomes were placebo response rates at the end of treatment based on clinician-rating and self-rating scales, 
respectively. To examine the impact of study duration and number of study sites on placebo response rates, we performed 
simple meta-regression analyses. We selected other potential modifiers of placebo response based on significance in at least 
one previous pediatric meta-analysis and on theoretical considerations to perform explorative analyses. We applied sensitiv-
ity analyses with placebo response rates closest to week 8 to compare our data with those reported for adults. We identified 
24 placebo-controlled trials (2229 patients in the placebo arms). The clinician-rated placebo response rates ranged from 22 
to 62% with a pooled response rate of 45% (95% CI 41–50%). The number of study sites was a significant modifier in the 
simple meta-regression analysis [odds ratio (OR) 1.01, 95% CI 1.01–1.02, p = 0.0003, k = 24) with more study sites linked 
to a higher placebo response. Study duration was not significantly associated with the placebo response rate. The explora-
tive simple analyses revealed that publication year may be an additional modifier. However, in the explorative multivariable 
analysis including the number of study sites and the publication year only the number of study sites reached a p value ≤ 0.05. 
The self-rated placebo response rates ranged from 1 to 68% with a pooled response rate of 26% (95% CI 10–54%) (k = 6; 
n = 396). This meta-analysis confirms a high pooled placebo response rate in children and adolescents based on clinician 
ratings, which exceeds that observed in the most recent meta-analysis of placebo effects in adults (36%; 95% CI 35–37%) 
published in 2016. However, and similar to findings in adults, the pooled response rates based on self-ratings were substan-
tially lower. In accordance with previous meta-analyses, we corroborated the number of study sites as significant modifier. In 
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comparison to the recent adult meta-analysis, the substantially lower number of pediatric studies entails a reduced power to 
detect modifiers. Future studies should provide more precise and homogenous information to support discovery of potential 
modifiers and consider no-treatment—if ethically permissible—to allow differentiation between placebo and spontaneous 
remission rates. If these differ, practicing clinicians should facilitate placebo effects as an addition to the verum effect to 
maximize benefits. Further research is required to explain the discrepant response rates between clinician and self-ratings.

Keywords Major depressive disorder · Placebo response rates · Modifiers of placebo effect · Meta-analysis · Children and 
adolescents

Introduction

Depressive disorders are one of the most common life-short-
ening diseases worldwide [1, 2] and may severely burden 
patients, their family members and employers [3], as well as 
the public health systems [4]. The medical need for efficient, 
patient-centered, and cost-effective treatment [5] is large, 
especially for children and adolescents [6, 7]. The 1-year 
prevalence rates over the whole age range for all mental 
disorders and MDD in Europe were 40% and 6.9% in 2011, 
respectively [8]. The estimated point prevalence rates for 
MDD were 2.8% in children aged 6–12 years and 5.6% in 
adolescents according to a US study [9]. The incidence in 
juveniles rises steeply, especially in girls after puberty [10]. 
Symptoms of mental disorders frequently arise in childhood 
or adolescence and persist into adulthood [9, 11–16]. About 
half of the cases diagnosed in adulthood with a mental disor-
der date their first symptoms back to early adolescence [17].

The current armamentarium for treating depressive dis-
orders in children and adolescents [16] is meager and repre-
sents a huge medical need. Most clinical guidelines [18–20] 
recommend psychological interventions as first-line treat-
ment for children and adolescents. However, antidepressants 
are widely used with increasing prescription rates [21]. In 
many cases, antidepressants are prescribed off-label since 
an approval for children and adolescents is lacking for most 
antidepressants. A recent network meta-analysis by Cipriani 
and colleagues [22] provided some evidence that among 14 
antidepressant treatments, only fluoxetine is more effective 
than placebo in reducing depressive symptoms in children 
and adolescents with MDD.

In the most recent adult meta-regression analysis, the 
average clinician-rated placebo response rate was 36% (95% 
CI 35–37%) with a range of 0–70% [23], thus revealing a 
high proportion of non-pharmaceutically mediated effects in 
clinical trials of antidepressants. In children and adolescents, 
Cohen et al. [24] observed an even higher average placebo 
response rate of 49.6% with a wide range of 17–90% in a 
study including both tricyclic antidepressants and SNG-AD.

Given the large placebo effects, it is warranted to incre-
ment our understanding of modifiers which increase or 
decrease placebo response rates [25, 26]. The main underly-
ing and most established mechanisms of individual placebo 

effects with the highest empirical evidence are treatment 
expectation, behavioral conditioning, and the quality of the 
patient-physician relationship [25]. Earlier studies based on 
adults suffering from MDD found a higher placebo response 
rate with increasing publication year [27, 28], and longer 
study duration [28]. However, the most recent systematic 
meta-analysis of placebo response rates in studies of first, 
second and newer generation antidepressants for acute 
treatment of adult MDD revealed that the average placebo 
response rate-defined as ≥ 50% reduction in depression 
severity scores on a standardized clinician-rating scale-has 
remained constant since the year 1991 in a multivariable 
model [23]. Moreover, this large scale meta-analysis [23] 
found that, of all analyzed potential modifiers, placebo 
response rates increased with longer study duration and with 
a larger number of study sites.

It is so far unknown whether the results on placebo 
response rates and their modifiers in adult MDD RCTs can 
be transferred to children and adolescents and vice versa. 
Investigators [29, 30] have argued that there is little rea-
son to extrapolate adult data to children because of the 
neurodevelopmental and psychological differences. These 
differences also include potential modifiers. For example, 
adults have more likely experienced two or more depressive 
episodes, thus entailing that the total duration of the disor-
der and chronic courses more frequently affect adults than 
children or adolescents. Differences in the placebo response 
rates are also mirrored in the two recent meta-analyses of 
Cipriani et al. [31, 32] which revealed that all analyzed anti-
depressants were more efficacious than placebo in adults 
with MDD [32] in contrast to the results in children and 
adolescents, for whom only fluoxetine was cautiously viewed 
as efficacious [31]. These differences suggest that the results 
on placebo response rates and their modifiers obtained in 
adult studies cannot readily be extrapolated to children and 
adolescents, thus warranting further pediatric analyses.

To our knowledge, seven systematic reviews and meta-
regression analyses [22, 24, 29, 33–36] examined placebo 
response rates in children and adolescents with MDD (some 
also addressed additional disorders). All focused on clinician 
based response rates; self-rated placebo response rates have 
not been meta-analyzed. The most comparable study [33] to 
our own focused also on both placebo response rates and their 
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modifiers in youth with MDD; it is now nearly a decade old 
and included exactly half (k = 12; n = 2862) of the studies that 
were now available for analysis. The most recent meta-analysis 
of Locher and coworkers [35] covered 17 of the 24 studies 
included in our current analysis. Locher and colleagues also 
analyzed the placebo response rate in studies of various psy-
chiatric disorders including MDD defined as the mean change 
scores of preanalyses vs. postanalyses in the placebo group. 
However, modifiers were only analyzed for the drug-placebo 
differences [35]. In accordance with Bridge et al. [33], we 
focused on placebo response rates and their modifiers per se. 
In addition to SSRI and SNRI, we included the recent studies 
on SNG-ADs including the serotonin antagonist and reuptake 
inhibitor (SARI) nefazodone (k = 2; [37, 38]) and the noradr-
energic and specific serotonergic antidepressant (NaSSA) 
remeron (k = 2; [39, 40]).

We therefore aimed to meta-analytically investigate placebo 
response rates for SNG-antidepressants in studies on children 
and adolescents with MDD using a methodological approach 
similar to that of Bridge and coworkers [33]. Moreover, we 
aimed to follow up on the most recent and comprehensive 
study on adult data [23] and test whether the clinician-rated 
placebo response rate in children and adolescents with MDD 
also increases with increasing study duration and number of 
study sites. The effect of both modifiers had also been inves-
tigated by Bridge et al. [33]: whereas the number of study 
sites proved to be a significant modifier, this was not the case 
for study duration (r = 0.13, 95%CI − 0.67 to 0.80; p > 0.05, 
k = 12).

In addition, we explored three other previously identified 
direct modifiers of placebo response (in contrast to modifi-
ers of drug-placebo differences [34, 35]) in meta-regression 
analyses of studies on children and adolescents with MDD): 
publication year [33], mean baseline severity [33], and sample 
size [33].

Finally, we assessed seven additional modifiers due to the 
following considerations: (1) because of the significance of 
study duration in the adult meta-regression conducted by Furu-
kawa et al. [23] we also assessed the effect of a run-in phase 
as a time component as well as risk of bias despite previous 
negative results [33, 34], (2) concomitant psychotherapy was 
analyzed as an additional potential modifier because psycho-
therapy may influence expectations towards the efficacy of 
drug/placebo treatment, (3) based on an anonymous review-
er’s comment we analyzed the proportion of females, funding 
source, mean age and chance to receive placebo (in two- vs. 
more armed studies).

Materials and methods

We conducted the systematic review and meta-regression 
analysis in accordance with current guidelines [41] and 
prepared the manuscript in accordance with the Preferred 
Reporting Items for Systematic Reviews and Meta-Analysis 
(PRISMA) statement [42].

Eligibility criteria

We included all double-blind RCTs comparing SNG-AD 
(defined as all antidepressants that were introduced since 
the 1970s as follow-ups of tricyclic antidepressants and 
monoamine oxidase inhibitors; for details see Table 1) with 
placebo (as oral monotherapy) in the acute treatment of chil-
dren and adolescents (age range 6–18) of both sexes with a 
primary diagnosis of MDD. For eligibility, the diagnosis had 
to rely on standardized diagnostic criteria, i.e., according to 
the actual DSM or ICD versions at the time of publication 
of the respective study. In line with the adult meta-analysis 
of placebo response rates [23], we only included data from 
studies pertaining to acute treatment of MDD. However, our 
search criteria did not reveal any trial with duration of less 
than 6 or more than 12 weeks; this time span is in accord-
ance with the definition of acute treatment of Furukawa et al. 
[23]. Trials involving patients with comorbid, non-affective 
psychiatric disorders (e.g., “comorbid alcohol and cannabis 
use disorders”; [43]), and trials which did not prohibit con-
comitant psychotherapeutic treatments on top of the study 
treatment were not excluded to increase external validity of 
results. However, studies which included psychotherapy as 
part of the treatment and/or placebo arm were excluded. Our 
primary outcome was the placebo response rate at the end of 
the intervention as assessed with a clinician-rating scale. Our 
secondary outcome was the placebo response rate at the end 
of intervention measured using a self-rating scale.

Search strategy, study selection and data extraction

In accordance with current guidelines [41], we searched 
for published trials in public databases including Pub-
Med, Cochrane Library, Web of Science, PsychINFO, and 
for unpublished trials in clinical trial databases including 
Clinical Trial Registers of Australia (ANZCTR), China 
(CHiCTR), USA (ClinicalTrials.gov), Japan (UMIN-CTR), 
The Netherlands (Trial Register), the UN (ISRCTN), the 
World Health Organization (ICTRP), and the US Food 
&Drug Administration (FDA) for publicly accessible trial 
data up to September 5, 2017. In addition, references were 
identified from published articles and reviews [22, 24, 
33, 36]. The search strategy for PubMed was “depressive 
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disorder” (MESH) AND “antidepressive agents”, “second 
generation” (Pharmacological Action) AND “randomized 
controlled trial” (Publication Type) AND “Clinical Trial” 
(ptyp) OR “Randomized Controlled Trial” (ptyp) AND 
“human” (MeSH Terms) AND “child” (MeSH Terms) OR 
“adolescent” (MeSH Terms). We checked reference titles, 
abstracts and full texts for inclusion criteria. We identified 
and excluded duplicate records and collated multiple reports 
that relate to the same trial so that each trial rather than each 
report is the unit of interest in the review. Subsequently, 
two authors (MA, YP) independently extracted study char-
acteristics and outcome data using a pre-defined extraction 
sheet with specific coding instructions. The extracted data 
contained methodological characteristics (study duration, 
sample size, study location, number of study sites, placebo 
run-in phase, publication year, assessment instruments, etc.), 
sample characteristics (mean age, proportion of females, 
baseline severity of depressive symptoms), intervention 
characteristics (antidepressive agent, permission to addi-
tionally receive psychotherapeutic treatment), and outcome 
data (primary and secondary outcomes). Risk of bias was 
assessed by two independent raters using the Cochrane risk 
of bias tool [41]. Any disagreements were resolved by dis-
cussion among at least two authors (RM, JA, YN, TP, and 
YP).

Statistical analysis

Outcomes were response rates at the end of interventions 
as assessed with clinician-rating scales (primary), and with 
self-rating depression scales (secondary). Response accord-
ing to the criteria laid out in the respective studies was either 
defined as a reduction of 50% on the depression scale from 
baseline to the end of treatment or as “much improved” 
or “very much improved” on the Clinical Global Impres-
sion Scale (see Table 1). Because response rates were not 
reported by two RCTs, we estimated them using the baseline 
mean, endpoint mean, and their standard deviations [63, 64]. 
For self-rated response analysis, response rates for all six 
studies had to be estimated [63, 64].

If more than one clinician-rating scale was used, we 
chose the one with the best psychometric properties as 
listed [65]: (1) The Children´s Depression Rating Scale 
Revised (CDRS-R), (2) the Hamilton Depression Rating 
Scale (HAMD), and (3) the Montgomery Asberg Depres-
sion Rating Scale (MADRS). In case of the application of 
both a clinician-rating scale for depression and the CGI-I, 
we preferred the clinician-rating scale. Similarly, in RCTs 
using more than one self-rating scale, we selected the fol-
lowing scales in the order as indicated: (1) Beck Depression 
Inventory (BDI), (2) Reynolds Adolescent Depression Scale 
(RADS), (3) Kutcher Adolescent Depression Scale-16 item 
(KADS), and (4) SCL-58 (Hopkins Symptom Checklist). 

The psychometric properties of the latter two measures had 
not been evaluated previously by Zhou et al. [65] and were 
thus placed at a low hierarchy.

We summarized the outcomes using odds with the cor-
responding 95% confidence intervals (CI). Odds were cal-
culated using the intention-to-treat principle for all studies. 
The odds were log-transformed for all analyses and back 
transformed afterwards. Statistical analyses were per-
formed according to the Cochrane Handbook for Systematic 
Reviews of Interventions [41]. We conducted random-effects 
meta-analyses using the restricted maximum likelihood 
estimator. The extent of statistical heterogeneity was tested 
for significance using Cochrane´s Q test and quantified by 
means of the I2 statistic [66]. We visually displayed the 
results as forest plots. To examine the impact of study dura-
tion and number of study sites on placebo response rates, 
we performed simple meta-regression analyses using the 
restricted maximum likelihood estimate method. Due to 
power considerations, we conducted meta-regression anal-
yses only upon availability of at least ten studies for the 
respective analysis [41].

We also applied simple meta-regression analyses to 
explore all clinical and methodological effect modifiers that 
had previously been identified and seven additional modifi-
ers (see final paragraph of the introduction). We then entered 
each modifier resulting in p value ≤ 0.05 in the respective 
simple meta-regression analysis into a multivariable meta-
regression analysis including one or both of the two a priori 
hypothesized modifiers study duration and number of study 
sites in case they emerged as significant in the simple meta-
regression analyses.

In total, the clinical effect modifiers were mean age, pro-
portion of females, concomitant psychotherapy, and mean 
baseline severity of depression. To obtain comparable base-
line severity despite the different measures which were used 
across trials, we computed three categories (“mild”, “mod-
erate”, and “severe”) according to the cut-offs reported in 
the manuals.

The methodological modifiers were publication year, 
study duration, number of study sites, sample size, funding 
source (industry vs. independent), run-in phase, the chance 
to receive placebo and risk of bias. If RCTs did not report 
an explicit placebo run-in we assumed that it had not been 
performed. As noted in Table 2, studies with ≥ two (of six) 
applicable sources of bias were classified as high risk. Stud-
ies with one applicable source of bias and additional unclear 
bias control factors were classified as moderate, while stud-
ies with no more than one risk of bias and adequate control 
of all other five factors were classified as low risk of bias 
[22].

To make our data comparable to the most recent adult 
data, we ran sensitivity analyses using the placebo response 
rates reported closest to week 8 [23].
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Furthermore, a sensitivity analysis was performed within 
the studies utilizing a placebo-run phase, since these poten-
tially impact the association of study duration and placebo 
repose.

All analyses were performed in the open source statistical 
environment R with the metafor package [67].

Role of funding source

All authors are university employees, had full access to all 
data of the study and shared final responsibility for the deci-
sion to submit the results for publication. This study was 
neither funded by industry nor any specific grant.

Results

Included studies

The literature search identified 24 placebo-controlled RCTs 
(a total of 2229 patients in the placebo arms) published 

between 1997 and 2017 with sample sizes ranging from 34 
to 463 patients, as shown in the flow-chart (Fig. 1).

Fifteen of the 24 studies were conducted in one country 
only (thirteen in the United States, one each in Canada and 
Japan). Nine studies were conducted in more than one coun-
try, three thereof in Eurasian countries including Finland, 
France, Germany, Slovakia, Estonia, Russia, Ukraine, Bel-
gium, Italy, Spain, United Kingdom, and The Netherlands 
and the remaining six studies in the United States, Mexico, 
Chile, South Africa, Canada, United Arab Emirates, Argen-
tina, India, and Costa Rica.

The average age of the patients ranged from 12 to 
16.5 years (with a weighted mean age of 12.5 years); the 
proportion of female patients ranged from 15 to 67%. Sev-
enteen studies compared placebo with one antidepressant in 
a single medication arm and seven studies compared pla-
cebo with different antidepressants in at least two medica-
tion arms. Placebo was compared with citalopram (k = 2), 
desvenlafaxine (k = 2), duloxetine (k = 2), escitalopram 
(k = 2), fluoxetine (k = 8), nefazodone (k = 2), paroxetine 
(k = 4), mirtazapine (k = 2), sertraline (k = 1), and venlafax-
ine (k = 2). Most studies (k = 22 out of 24) were funded by 

Table 2  Risk of bias in individual studies

1 allocation generation, 2 allocation concealment, 3 blinding of participant, personnel and outcome assessors, 4 incomplete data adequately 
addressed, 5 free of selective reporting, 6 free of other bias

1 2 3 4 5 6 Global judgment

Atkinson et al. [44] Yes Yes Yes Yes Yes Yes Low
Berard et al. [45] Yes Yes Yes No Yes Yes Low
US Food and Drug Administration [37, , 46] Unclear Unclear Unclear Unclear No Unclear Moderate
Lilly [47] Unclear Unclear Unclear Yes Yes No Moderate
Emslie et al. [48] Yes Yes Yes Yes No Yes Low
Emslie et al. [49] Yes Unclear Yes Yes No Yes Moderate
US Food and Drug Administration [37, , 46]/Emslie et al. [38] Unclear Unclear Unclear Yes No Unclear Moderate
Emslie et al. [50] Yes Unclear Yes Yes Yes Yes Low
Emslie et al. [51] Unclear Unclear Unclear Yes No Yes Moderate
Emslie et al. [51] Unclear Unclear Unclear Yes No Yes Moderate
Emslie et al. [52] Unclear Unclear Unclear Yes Yes Yes Moderate
Emslie et al. [53] Yes Yes Yes Yes Yes Yes Low
Findling et al. [43] Yes Yes Yes Yes Yes Yes Low
GSK [54] Unclear Unclear Unclear Yes Yes Yes Moderate
Keller et al. [55] Yes Yes Yes Yes Yes No Low
March et al. [56] Yes Unclear Yes Yes Yes Yes Low
US Food and Drug Administration [39]/Cheung et al. [40] Unclear Unclear Unclear Unclear No Unclear Moderate
US Food and Drug Administration [39]/Cheung et al. [40] Unclear Unclear Unclear Unclear No Unclear Moderate
Von Knorring et al. [57] Unclear Unclear Unclear No Yes Yes Moderate
Wagner et al. [57] Yes Yes Yes Yes Yes Yes Low
Wagner et al. [59] Unclear Unclear Unclear Yes Yes Yes Moderate
Wagner et al. [60] Yes Yes Yes Yes Yes Yes Low
Pfizer [61] Unclear Unclear Yes Yes Yes Yes Moderate
Pfizer [62] Unclear Unclear Yes Yes Yes Yes Moderate
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industry. Six studies listed concomitant psychotherapy as 
an exclusion criterion, while the remaining studies (k = 18) 
did not prohibit concomitant psychotherapy explicitly but 
allowed it as part of TAU in both arms. The study duration 
ranged from 6 (k = 1) to 12 weeks (k = 3), with a peek at 
8 weeks (k = 16). The baseline severity was mostly rated as 
moderate (k = 16). Ten studies conducted a placebo run-in 
phase as a screening prior to study start to exclude rapid 
placebo responders from study participation. The number 
of study sites ranged between one and 65, with a median of 
26.5. Response criteria based on clinician-rating scales were 
reported in 22 studies. The detailed characteristics of each 
study are presented in Table 1.

Risk of bias

The overall risk of bias was evaluated as “low” and “moder-
ate” for eleven and thirteen studies, respectively. Knowledge of 
allocation was adequately prevented in twelve studies, whereas 
an adequate concealment of the allocation was reported in nine 
studies. The results of the methodological quality assessment 
are presented for all individual studies in Table 2.

Overall placebo response rate

The clinician-rated placebo response rates (primary out-
come) at the end of intervention ranged from 22 to 62% 
with a pooled response rate of 45% (95% CI 41–50%; k = 24; 
n = 2229; see Fig. 2a). The self-rated placebo response rates 
(secondary outcome) ranged from 0 to 68% with a pooled 
response rate of 26% (95% CI 10–54%; k = 6; n = 396; 

Fig. 2b). The I square values were high (71.9% for clinician-
rating scales and 94.9% for self-rating scales) and indicated 
substantial heterogeneity in placebo response rates among 
the included trials.

Modifiers of placebo response rates

For clinician-rated placebo response rates at the end of inter-
vention, simple meta-regression analyses revealed (Table 3) the 
number of study sites as a significant modifier (OR 1.01, 95% 
CI 1.01–1.02, p = 0.0003 for more study sites, k = 24; Fig. 3b) 
in accordance with the adult meta-regression of Furukawa et al. 
[23] and with the pediatric meta-regression of Bridge et al. [33]. 
Study duration on the other hand was not significant (OR 1.00, 
95% CI 0.89–1.12, p = 0.984, k = 24; Fig. 3a).

Among the explored clinical and methodological 
effect modifiers (Table 3), only publication year revealed 
a p value ≤ 0.05 (OR 1.03, 95% CI 1.01–1.07, nominal 
p = 0.007, k = 24). Moreover, industry funding revealed a 
trend for higher placebo response rates (OR 1.67, 95% CI 
0.93–3.00, p = 0.086, k = 24).

We then entered publication year—the only modifier with 
a p value ≤ 0.05 in the explorative simple meta-regression 
analyses—into a multivariable meta-regression analysis 
together with number of study sites. Only the number of 
study sites remained a modifier (OR 1.01, 95% CI 1.00—
1.02, nominal p = 0.042, k = 24; publication year: OR 1.01, 
95% CI 0.98–1.0005, nominal p = 0.400, k = 24).

For our secondary outcome (self-rated placebo response 
rates at end of intervention) less than ten studies were avail-
able for a meta-regression analysis. In accordance with the 

Fig. 1  Study flow diagram
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Cochrane Handbook, we thus did not perform meta-regres-
sion analyses [41].

Sensitivity analysis

Because Furukawa et al. [23] had based their meta-analysis 
on adult placebo response rates closest to week 8, we post 
hoc analyzed our data accordingly: the placebo response 
rates at “closest to week eight” (44%, 95% CI 38–49%) were 
comparable to those found at the end of intervention analy-
sis (45%, 95% CI 41–50%). With regard to the two effect 
modifiers identified by Furukawa et al. [23], the sensitivity 

analysis of clinician-rated placebo response rates assessed 
closest to week 8 [23] again revealed the number of study 
sites (OR 1.02, 95% CI 1.01–1.03, nominal p = 0.002 for 
more study sites, k = 24) as a modifier of placebo response 
rates in children and adolescents. In contrast, the study dura-
tion did not result in a nominal p value ≤ 0.05 (OR 1.16, 95% 
CI 0.95–1.40, nominal p = 0.138, k = 24). On a descriptive 
level, an inverse U-shaped distribution was observed for the 
study duration (Fig. 3a). Thus, its impact on the placebo 
response increased until week 10 and decreased at week 12.

The funding source [OR 4.53, 95% CI: 1.96–10.45, 
nominal p = 0.0004 for industry sponsored (k = 22) vs. 

Fig. 2  a Forest plot of clinician-
rated response rates in the 
placebo arms at the end of 
intervention. b Forest plot of 
self-rated response rates in 
the placebo arms at the end of 
intervention
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independent studies (k = 2)] and publication year (OR 
1.04, 95% CI 1.01–1.08, nominal p = 0.025, k = 24) led 
to nominal p values ≤ 0.05 in the simple meta-regression 
analyses based on endpoint data closest to week 8. When 
publication year and funding source were entered together 
with the number of study sites, only funding source led 
to a p value ≤ 0.05 (OR 3.28, 95% CI 1.40–7.68, nominal 
p = 0.0061 for sponsored (k = 22) vs. independent studies 
(k = 2)).

Sensitivity analyses of the secondary outcome (self-rated 
placebo response rates) based on data closest to week 8 were 
not conducted as less than ten studies were available for each 
analysis.

The sensitivity analysis focusing on RCTs based on cli-
nician ratings with a placebo run-in phase (k = 10, n = 865 
patients in placebo arms) resulted in non-significant effects for 
the modifier study duration (last week reported: OR 1.05, 95% 
CI 0.88–1.22; closest to week 8: OR 0.75, 95% CI 0.52–1.08), 
while overall placebo response rates remained unchanged (last 
week reported: 45.5%, 95% CI 40.2–50.9%; closest to week 8: 
44.6%, 95% CI 38.8–49.6%) as compared to the mean placebo 
response from all included trials.

Discussion and outlook

This systematic review and meta-regression analysis rep-
resents the most comprehensive investigation of placebo 
response rates in double-blind RCTs comparing SNG-AD 
(SSRI, SNRI, SARI, and NaSSA) with placebo in the acute 
treatment of children and adolescents with a primary diagno-
sis of MDD. Moreover, we investigated a variety of potential 
modifiers of placebo response rates including one that to 
our knowledge has not yet been investigated in children and 
adolescents (concomitant psychotherapy). This enables us to 

Table 3  Modifiers of clinician-rated placebo response rates

p p value, OR odds ratio, 95% CI 95% confidence interval, N number 
of studies

Modifier/outcome N OR 95% CI P

Confirmatory simple meta-regression analyses
 Study duration 24 1.00 0.89–1.12 0.982
 Number of study sites 24 1.01 1.01–1.02 0.0003

Simple meta-regression analyses for additional modifiers
 Publication year 24 1.03 1.01–1.07 0.007
 Baseline severity (ref. moderate) 18
  Severe 1.16 0.61–2.19 0.654

 Run-in phase (ref. not performed) 24
  Performed 1.00 0.70–1.41 0.979

 Co-psychotherapy (ref. not pro-
hibited)

24

  Prohibited 0.98 0.67–1.42 0.896
 Risk of bias (ref. low) 24
  Moderate 0.81 0.58–1.12 0.206

 Funding source (ref. independent) 24
  Industry 1.67 0.93–3.00 0.086

 Mean age 24 1.01 0.89–1.14 0.919
 Proportion female 23 2.84 0.32–25.63 0.352
 Sample size 24 1.00 1.00–1.00 0.178
 Chance to receive placebo 24 0.30 0.04–2.08 0.221

Multivariable analysis (using all significant modifiers)
 Publication year 24 1.01 0.98–1.05 0.400
 Number of study sites 1.01 1.00–1.02 0.042

Fig. 3  a Scatterplot showing the association between the odds of 
response in the placebo arm and the study duration in weeks. b Scat-
terplot showing the association between the odds of response in the 
placebo arm and the number of study sites
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compare our results on children and adolescents with those 
of Furukawa and colleagues on adults [23]. In addition, this 
is the first meta-analytical investigation of self-rated placebo 
response rates in children and adolescents with MDD.

Placebo response rates

We found a pooled mean clinician-rated placebo response 
rate of 45% with a 95% confidence interval ranging from 41 
to 50% (Fig. 2a). By that, placebo responses in children and 
adolescents are higher than the reported mean response rate 
of 36% with 95% confidence intervals ranging from 35 to 
37% for comparable studies performed in adults [23].

Our results are comparable with previous systematic 
reviews and meta-analyses encompassing children and 
adolescents with MDD [24, 33, 36]. Cohen and colleagues 
(k = 23 for MDD) and Tsapakis and colleagues (k = 30) 
included both SNG-AD and tricyclic antidepressants 
and found a mean placebo response rate of 49.6% (95% 
CI 17–90%) and median response rate of 49.2% (95% CI 
35.7–59.1%), respectively [24, 36]. Bridge [33] and col-
leagues (k = 12) included SNG-AD only and found a mean 
placebo response rate of 46% ranging from 33 to 57%. 
Bridge et al. 2007 [34] (k = 15 for MDD) aimed to assess the 
efficacy and safety of SNG-AD for MDD, but also for obses-
sive–compulsive disorder (OCD) and non-OCD anxiety dis-
order and found a pooled placebo response rate of 50% (95% 
CI 47–53%) for MDD. Locher et al. [35] (k = 17 for MDD) 
also reported placebo response rates, but defined them as the 
mean change scores of preanalyses vs. postanalyses in the 
placebo groups. Thus, they operationalized placebo response 
as a continuous outcome, while we operationalized placebo 
response as a dichotomous outcome. Both the continuous 
and the dichotomous outcomes have advantages and disad-
vantages. Dichotomous outcomes on the one hand indicate 
how many patients profited from the intervention and are 
relatively easy to understand for clinicians and patients. On 
the other hand, dichotomizing outcomes results in a loss of 
information, reduced power and artificial boundaries [68, 
69].

For clinicians and patients, however, Cohen’s d is diffi-
cult to understand and does not indicate how many patients 
benefited from the treatment. Dichotomous outcomes, on the 
other hand, are relatively easy to understand for clinicians 
and consumers, but there is no consensus about the criteria 
for these efficacy standards [69] and the statistical power of 
detecting significant differences is smaller than the power 
of Cohen’s d.

The overlap of the 24 included trials of our study with 
each of these reviews is as follows: thirteen of the 23 MDD 
trials analyzed by Cohen et al. [24], fourteen of the 30 
trials analyzed by Tsapakis et al. [36], and twelve of the 
twelve studies analyzed by Bridge et al. [33], all of the 

15 studies analyzed by Bridge et al. [34] and all of the 17 
studies analyzed by Locher et al. [35]. With regard to the 
number of included studies with only SNG-AD (k = 24), 
our current meta-analysis is the most comprehensive.

We calculated a pooled mean placebo response rate 
of 26% with a broader range of the 95% CI from 10 to 
54% for self-rated response; however, this analysis was 
based on a substantially lower number of pediatric trials 
(k = 6; n = 396 patients); the large 95% confidence interval 
observed for self-rated placebo response rates reflects the 
low power and overlaps with that observed for clinician-
rated placebo response rates. The lower mean response 
rate is in line with results from adult studies according to 
which the proportion of adult placebo responders based on 
self-ratings was only one-third of that observed for clini-
cian ratings [70]. Taken together, we hypothesize that the 
placebo response rates based on self-ratings may prove to 
be lower than those based on clinician ratings across the 
whole age range; however, future studies are necessary to 
prove this hypothesis due to the low power of pediatric 
studies. Self- and clinician-rated depression severity is 
known to be only modestly correlated [71–73]; younger 
age, depressive subtype, and higher educational attainment 
have been shown to account for higher BDI scores relative 
to clinician ratings (HAMD) [73]. With respect to remis-
sion, only about half of the patients assessed as remitted 
by the HAMD score in a more recent study, considered 
themselves as being remitted [74]. Other pediatric meta-
analyses had not analyzed self-rated placebo response 
rates.

Placebo responses are considered to be driven by implicit 
or explicit treatment expectations induced by verbal infor-
mation or prior experience (learning) and have been associ-
ated with distinct neurobiological mechanisms [25]. These 
mechanisms are being also studied in the field of depression; 
first studies point towards the relevance of, e.g., the prefron-
tal cortex, anterior cingulate, premotor, parietal, posterior 
insula, and posterior cingulate [75]. The prefrontal cortex, 
for example, undergoes significant maturation throughout 
childhood and puberty which may interfere with one’s abil-
ity to generate and maintain placebo responses [29]. Both 
psychological and neurobiological factors relevant to the 
development and maintenance of treatment expectation are 
subject to significant neurodevelopmental changes across 
the lifespan [29]. For instance, a study investigating pla-
cebo analgesic responses in children and adolescents [76], 
has provided evidence that a learning mechanism plays a 
stronger role in driving placebo analgesic effects in chil-
dren and adolescents than in adults. It has further been 
hypothesized that associative learning mechanisms includ-
ing the observation of treatment effects in others (“placebo 
by proxy”) may play a crucial role in placebo responses in 
children and adolescents [77].
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Suggestibility differs between individuals and develops 
over time. It has been demonstrated that suggestibility in 
children around 12 years reaches 80% while 15% of adults 
are highly suggestible. This factor could also play a role in 
the high placebo response in children and adolescents [29]).

Unfortunately, the granularity of the published details 
does not allow an in depth evaluation of potential causes.

Tsapakis et al. [36] reasoned that study samples of juve-
nile patients with MDD might be even more heterogeneous 
than adult study samples. They argued that juvenile trials 
may include higher proportions of mildly depressed patients 
without prior experience to hospitalized treatments who may 
speculatively improve spontaneously, adding therewith to 
the high effect of placebo treatments observed for young 
patients. The hypothesis of Tsapakis [36] of an elevated 
spontaneous improvement rate in youths as compared 
to adults is intriguing, but hard to prove, since studies on 
the “effect” of “no-treatment” are scarce. Since a placebo 
response is not equal to spontaneous improvement, studies 
which compare the placebo arm with a no-treatment arm are 
warranted to extract the “real” placebo effect, because clini-
cal changes might occur due to the “placebo intervention”, 
but also due to regression towards the mean, or even spon-
taneous remission [35], or finally a combination of these 
effects [78]. To unravel the “true” placebo effect it will be 
necessary to consider the difference between the placebo 
response rate upon a placebo intervention and the spontane-
ous improvement rate in untreated patients. Gold standard 
designs [25, 79] would thus consider no-treatment arms [80], 
which, however, entail ethical issues that would need to be 
addressed.

One potential way to unmask the contribution of the pla-
cebo pill per se is to omit the concealment character and 
inform the patient that he/she will receive an inert substance 
within trials applying the so-called open-label placebo reg-
imen [29, 81]. To our knowledge, there is only one such 
open-label pilot placebo study for MDD in adults which 
compared placebo with no treatment [82]. Unfortunately, 
there is not yet any open-label placebo study for children 
and adolescents with MDD. We cautiously speculate that 
a medium or even high effect size for this age group might 
apply. Accordingly, we support future open-label placebo 
studies in children and adolescents with MDD, or other 
study types that make clinical use of the documented high 
placebo responses in this age group.

Tsapakis et al. [36] suggested that the relatively higher 
placebo response rates in children and adolescents represent 
the main reason for the so-called “failed” antidepressant tri-
als for this age range. In contrast, the verum response rates 
in adolescents were observed to be very similar to those in 
adults. The authors specifically noted that the similar verum 
response is in accordance with the similar pharmacokinet-
ics in adolescence and adulthood [83]. In conclusion, the 

higher placebo response in the pediatric age range results 
in a difference that is too small between verum and placebo 
effects, which in turn, frequently leads to a failure to prove 
superiority of the studied verum [84]. Potential other rea-
sons for failure might depend on the challenging differential 
diagnosis between ‘true’ MDD in young patients and other 
behavioral and emotional disorders or a reduced mean length 
of a depressive episode in children and adolescents.

Modifiers of placebo response rates

The most recent and comprehensive meta-analysis of anti-
depressant trials in adults with a focus on placebo response 
rates [23] identified study duration and number of study 
sites to be consistently and independently associated with 
placebo response. Our pediatric meta-regression analysis 
based on a substantially smaller number of studies (k = 24 
vs. k = 252) was not able to identify study duration; however, 
we too [33] identified the modifying influence of number of 
study sites (OR = 1.01, 95% CI 1.01–1.02, p = 0.0003 for 
more study sites, k = 24). This association remained stable 
when controlling for publication year (OR = 1.01, 95% CI 
1.00–1.02, p = 0.042 for more study sites, k = 24), which in 
analogy to adult analyses [23, 28] and pediatric analyses 
[33] emerged as a modifier in our explorative simple meta-
regression analysis.

Based on results obtained in adults [23] one of our two 
tested hypotheses pertaining to modifiers was that the pla-
cebo response is more pronounced in studies of a longer 
duration. However, this hypothesis was not supported (end 
of intervention data: OR 1.00, 95% CI 0.89–1.12, p = 0.984, 
k = 24; closest to week 8 data: OR 1.16, 95% CI 0.95–1.40, 
p = 0.138, k = 24). Overall, our results are in accordance 
with those published by Bridge et al. [33], who found no 
significant correlation between the proportion of placebo 
responders and the duration of the treatment period. This 
might be speculatively due to the considerably lower number 
of RCTs and therewith lower number of individual cases in 
the investigated trials of children and adolescents. In adults, 
the significant relative risk (RR) of 1.03 (95% CI 1.01–1.05) 
for 1 additional week in trial length using data closest to 
week 8 was observed [23]. It appears of interest to determine 
if as in our analysis the odds ratio in adults also decreases 
upon use of end of study data.

We additionally investigated other clinical and methodo-
logical modifiers of placebo response in an explorative man-
ner. We had selected these modifiers, because they had been 
identified in at least one of the six previous meta-analyses 
with pediatric studies as modifier of placebo response [24, 
33] or because of theoretical considerations or reviewer sug-
gestions. Only publication year predicted placebo response 
rate in a simple meta-regression analysis, but this associa-
tion was no longer apparent when entered in a multivariable 
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model including number of study sites. This finding is in 
accordance with the findings of the most recent adult study 
[23] and seemingly reflects the average increase of the num-
ber of study sites per study over the years.

In accordance with our results which showed that age is 
not a modifier of the placebo response in pediatric MDD 
patients, Bridge et al. [33], too, did not find a significant 
difference in placebo response rates between adolescents 
(44.5%) and children (49.6%). An overall age effect for 
placebo response rates was not identified in recent adult 
studies [23, 28]. However, a meta-analysis in older adults 
(mean age > 60, k = 6 studies) showed a significantly higher 
placebo response rate and a relatively lower medication 
response [85]. Potentially, future RCTs should include both 
adolescents and adults to overcome the current dichotomy; 
however, a single clinician-rating diagnostic tool would be 
required that covers the respective age range.

Regarding baseline severity of MDD, the drug-placebo 
difference was significant for adult patients in the upper 
range of severe depression according to Kirsch et al. [86], 
whereas a recent analysis of patient-level data of 34 RCTs 
did not support this finding [87]. Potentially due to the small 
number of severely depressed patients in our analysis (only 
two trials reported a mean score in the “severely depressed” 
range at baseline), the modifier baseline severity was non-
significant (OR 1.16, 95% CI 0.61–2.19; p = 0.654, k = 18). 
However, recent meta-analyses in children and adolescents 
with MDD focusing on modifiers of placebo response [24, 
33] showed that youths with severe baseline depression 
presented a smaller association with placebo response, if 
symptoms were measured with the CGI-I. However, this 
association became insignificant in multivariable regression 
analysis if controlled for number of study sites [33].

Considering end of study data (OR 1.67, 95% CI 
0.93–3.00; p = 0.086, k = 24), funding source showed a trend 
for a modifying effect. Finally, in our close to week 8 sensi-
tivity analysis, the funding source showed to be a modifier 
(OR 4.53, 95% CI 1.96–10.45; nominal p = 0.0004, k = 24). 
Due to the small number (k = 2 out of 24) of non-industry 
sponsored studies analyzed by us, the results need to be 
interpreted with caution and cannot be generalized.

Finally, the modifier sample size which was found to be 
associated with placebo response in one pediatric study [cor-
relation: r = 0.71 (0.23–0.91; t = 3.18; p ≤ 0.01) k = 12] [33] 
did not show up in our explorative analysis (OR 1.00, 95% 
CI 1.00–1.00; nominal p = 0.178; k = 24). However, because 
of the relatively small number of studies and therewith low 
statistical power, null findings need to be interpreted with 
caution.

It is important to bear in mind that our analysis focused 
on placebo response only. Thus, the important and con-
tinuing scientific debate about the efficacy of antidepres-
sants in general [86, 88] does not represent the focus of this 

meta-analysis. Based on our results we nevertheless sug-
gest that the larger clinician-rated placebo response rates 
confirmed in our analysis seem to be age dependent [77] 
and diminish the verum effect of antidepressants in RCTs in 
children and adolescents [22] more than in adult trials [32].

Limitations: We cannot rule out that our search failed 
to identify single studies, especially if published in another 
language than English or if published not at all in the pub-
lic domain or reported in clinical trial databases. However, 
we did not limit our search to articles in English language. 
We included only trials that studied a priori defined SNG-
AD. However, this was decided intentionally by all authors 
in light of the current best practice in child and adolescent 
psychiatry [18–20]. We faced a substantial heterogeneity 
as revealed by high I-squared values. The pooled placebo 
response rates should therefore be interpreted with due cau-
tion. Further limitations result from the methodology of 
meta-regression analyses, which may produce false-positive 
associations that reflect no true associations but are caused 
by chance alone [89]. However, our results for children 
and adolescents with respect to modifiers were similar to 
those obtained in a similar adult study conducted by Furu-
kawa et al. [23], thus overall supporting the validity of the 
obtained results. Moreover, our sensitivity analyses revealed 
similar modifiers of placebo response in the simple meta-
regression analyses, but some discrepancies appeared in the 
multivariable multi-regression-analysis as detailed above. 
As meta-regression analyses are based on aggregated data of 
primary studies, only conclusions on a study level and not on 
an individual level can be drawn [87, 90]. Meta-regression 
analyses on individual data may therefore lead to different 
results. In comparison to the recent study of Furukawa et al. 
[23], the number of included pediatric studies for the cur-
rent analysis was approximately only one tenth of that of the 
adult study (k = 24 vs. k = 252). As such, the low power of 
our study needs to be pointed out as a limitation. Accord-
ingly, our negative findings must be interpreted with caution. 
We conducted all analyses in accordance with the Cochrane 
Handbook for Systematic Reviews of Interventions and only 
performed simple meta-regression analyses when at least 
ten studies were available. Due to power considerations, we 
additionally conducted only simple meta-regression analyses 
in the first step. The reduced statistical power of our study 
may have precluded the detection of small effects. Moreover, 
we did not adjust for the testing of both the primary and 
secondary outcomes; furthermore, we did not correct the p 
values for our hypothesis driven analysis of the two modifi-
ers number of study sites and study duration. Because of the 
post hoc character of the explorative analysis of previously 
identified modifiers and our sensitivity analyses, we reported 
nominal p values only.

In conclusion, the pooled placebo response rates in chil-
dren and adolescents are higher than the rates observed in 
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adult patients with MDD. This represents a major challenge 
for future clinical trials of antidepressants in this age group. 
Clinician-rating resulted in higher placebo response rates 
than patient based data. Just as in the adult literature, this 
effect might trigger a discussion of the differential validity 
of these types of outcome assessments. Furthermore, only 
the number of study sites was a consistent modifier, with a 
small effect for stronger placebo responses in larger multisite 
trials. Since large scale multisite studies are state-of-the art, 
we believe that this result supports our claim for a stronger 
consideration of ways to make use of the strong antidepres-
sant effects of placebos in clinical practice such as open-
label treatments. Importantly, placebo responses in children 
and adolescents were stable irrespective of study duration, 
age, baseline depression severity, or risk of bias. While phar-
maceutical industry sponsored studies are usually designed 
to minimize the impact of placebo on study results (e.g., 
by facilitating placebo-run in phases—interestingly, run-in 
phase was not identified as a modifier in our study) to meet 
the study goals, practicing clinicians might rather want to 
facilitate placebo effects as an addition to the verum effect 
to maximize benefits [25]. Future trials and meta-analyses 
should include both medium and longer term follow-ups to 
further analyze the duration and stability of the strong pla-
cebo response in children and adolescents with MDD.

Compliance with ethical standards 

Conflict of interest The authors declare no conflict of interest.

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creat iveco 
mmons .org/licen ses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate 
credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made.

References

 1. Ferrari AJ, Charlson FJ, Norman RE, Patten SB, Freedman G, 
Murray CJ, Vos T, Whiteford HA (2013) Burden of depressive 
disorders by country, sex, age, and year: findings from the global 
burden of disease study 2010. PLoS Med 10(11):e1001547. https 
://doi.org/10.1371/journ al.pmed.10015 47

 2. WHO (2012) Depression. http://www.who.int/menta l_healt h/
manag ement /depre ssion /. Accessed 21 Aug 2012

 3. Stewart WF, Ricci JA, Chee E, Hahn SR, Morganstein D (2003) 
Cost of lost productive work time among US workers with depres-
sion. JAMA J Am Med Assoc 289(23):3135–3144. https ://doi.
org/10.1001/jama.289.23.3135

 4. Sobocki P, Jonsson B, Angst J, Rehnberg C (2006) Cost of depres-
sion in Europe. J ment Health Policy Econ 9(2):87–98

 5. Reynolds CF 3rd, Cuijpers P, Patel V, Cohen A, Dias A, 
Chowdhary N, Okereke OI, Dew MA, Anderson SJ, Mazumdar 
S, Lotrich F, Albert SM (2012) Early intervention to reduce 
the global health and economic burden of major depression in 

older adults. Annu Rev Public Health 33:123–135. https ://doi.
org/10.1146/annur ev-publh ealth -03181 1-12454 4

 6. Essau CA (2005) Frequency and patterns of mental health ser-
vices utilization among adolescents with anxiety and depres-
sive disorders. Depress Anxiety 22(3):130–137. https ://doi.
org/10.1002/da.20115 

 7. Reissner V, Muhe B, Wellenbrock S, Kuhnigk O, Kis B, Dietrich 
H, Hebebrand J (2013) DSM-IV-TR axes-I and II mental dis-
orders in a representative and referred sample of unemployed 
youths—results from a psychiatric liaison service in a job 
centre. Eur Psychiatry J Assoc Eur Psychiatr. https ://doi.
org/10.1016/j.eurps y.2013.06.001

 8. Wittchen HU, Jacobi F, Rehm J, Gustavsson A, Svensson M, 
Jonsson B, Olesen J, Allgulander C, Alonso J, Faravelli C, 
Fratiglioni L, Jennum P, Lieb R, Maercker A, van Os J, Pre-
isig M, Salvador-Carulla L, Simon R, Steinhausen HC (2011) 
The size and burden of mental disorders and other disorders 
of the brain in Europe 2010. Eur Neuropsychopharmacol J 
Eur Coll Neuropsychopharmacol 21(9):655–679. https ://doi.
org/10.1016/j.euron euro.2011.07.018

 9. Jane Costello E, Erkanli A, Angold A (2006) Is there an 
epidemic of child or adolescent depression? J Child Psy-
chol Psychiatry 47(12):1263–1271. https ://doi.org/10.111
1/j.1469-7610.2006.01682 .x

 10. Thapar A, Collishaw S, Pine DS, Thapar AK (2012) Depress 
Adolesc. Lancet 379(9820):1056–1067. https ://doi.org/10.1016/
S0140 -6736(11)60871 -4

 11. Hebebrand J (2010) Commentary on ‘Forum: use of antide-
pressants in children and adolescents’. Curr opin Psychiatry 
23(1):62–63. https ://doi.org/10.1097/YCO.0b013 e3283 34bd2 c

 12. Lambert M, Bock T, Naber D, Lowe B, Schulte-Markwort M, 
Schafer I, Gumz A, Degkwitz P, Schulte B, Konig HH, Kon-
nopka A, Bauer M, Bechdolf A, Correll C, Juckel G, Klosterkot-
ter J, Leopold K, Pfennig A, Karow A (2013) Mental health 
of children, adolescents and young adults—part 1: prevalence, 
illness persistence, adversities, service use, treatment delay and 
consequences. Fortschr Neurol Psychiatr 81(11):614–627. https 
://doi.org/10.1055/s-0033-13558 43

 13. Karow A, Bock T, Naber D, Lowe B, Schulte-Markwort M, 
Schafer I, Gumz A, Degkwitz P, Schulte B, Konig HH, Kon-
nopka A, Bauer M, Bechdolf A, Correll C, Juckel G, Klosterkot-
ter J, Leopold K, Pfennig A, Lambert M (2013) Mental health 
of children, adolescents and young adults—part 2: burden of ill-
ness, deficits of the german health care system and efficacy and 
effectiveness of early intervention services. Fortschr Neurol Psy-
chiatr 81(11):628–638. https ://doi.org/10.1055/s-0033-13558 40

 14. Jonsson U, Bohman H, von Knorring L, Olsson G, Paaren A, 
von Knorring AL (2011) Mental health outcome of long-term 
and episodic adolescent depression: 15-year follow-up of a 
community sample. J Affect Disord 130(3):395–404. https ://
doi.org/10.1016/j.jad.2010.10.046

 15. Holtmann M, Buchmann AF, Esser G, Schmidt MH, 
Banaschewski T, Laucht M (2011) The child behavior check-
list-dysregulation profile predicts substance use, suicidality, 
and functional impairment: a longitudinal analysis. J Child 
Psychol Psychiatry 52(2):139–147. https ://doi.org/10.111
1/j.1469-7610.2010.02309 .x

 16. Cheung AH, Kozloff N, Sacks D (2013) Pediatric depression: an 
evidence-based update on treatment interventions. Curr Psychi-
atry Rep 15(8):381. https ://doi.org/10.1007/s1192 0-013-0381-4

 17. Jones PB (2013) Adult mental health disorders and their age at 
onset. Br J Psychiatry Suppl 54:s5–10. https ://doi.org/10.1192/
bjp.bp.112.11916 4

 18. Hopkins K, Crosland P, Elliott N, Bewley S, Clinical Guide-
lines Update Committee B (2015) Diagnosis and management of 
depression in children and young people: summary of updated 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1371/journal.pmed.1001547
https://doi.org/10.1371/journal.pmed.1001547
http://www.who.int/mental_health/management/depression/
http://www.who.int/mental_health/management/depression/
https://doi.org/10.1001/jama.289.23.3135
https://doi.org/10.1001/jama.289.23.3135
https://doi.org/10.1146/annurev-publhealth-031811-124544
https://doi.org/10.1146/annurev-publhealth-031811-124544
https://doi.org/10.1002/da.20115
https://doi.org/10.1002/da.20115
https://doi.org/10.1016/j.eurpsy.2013.06.001
https://doi.org/10.1016/j.eurpsy.2013.06.001
https://doi.org/10.1016/j.euroneuro.2011.07.018
https://doi.org/10.1016/j.euroneuro.2011.07.018
https://doi.org/10.1111/j.1469-7610.2006.01682.x
https://doi.org/10.1111/j.1469-7610.2006.01682.x
https://doi.org/10.1016/S0140-6736(11)60871-4
https://doi.org/10.1016/S0140-6736(11)60871-4
https://doi.org/10.1097/YCO.0b013e328334bd2c
https://doi.org/10.1055/s-0033-1355843
https://doi.org/10.1055/s-0033-1355843
https://doi.org/10.1055/s-0033-1355840
https://doi.org/10.1016/j.jad.2010.10.046
https://doi.org/10.1016/j.jad.2010.10.046
https://doi.org/10.1111/j.1469-7610.2010.02309.x
https://doi.org/10.1111/j.1469-7610.2010.02309.x
https://doi.org/10.1007/s11920-013-0381-4
https://doi.org/10.1192/bjp.bp.112.119164
https://doi.org/10.1192/bjp.bp.112.119164


271European Child & Adolescent Psychiatry (2020) 29:253–273 

1 3

NICE guidance. BMJ 350:h824. https ://doi.org/10.1136/bmj.
h824

 19. Dolle K, Schulte-Korne G (2013) The treatment of depres-
sive disorders in children and adolescents. Dtsch Arztebl Int 
110(50):854–860. https ://doi.org/10.3238/arzte bl.2013.0854

 20. Cheung AH, Zuckerbrot RA, Jensen PS, Ghalib K, Laraque D, 
Stein RE, Group G-PS (2007) Guidelines for adolescent depres-
sion in primary care (GLAD-PC): II. Treatment and ongoing man-
agement. Pediatrics 120(5):e1313–e1326. https ://doi.org/10.1542/
peds.2006-1395

 21. Bachmann CJ, Aagaard L, Burcu M, Glaeske G, Kalverdijk LJ, 
Petersen I, Schuiling-Veninga CC, Wijlaars L, Zito JM, Hoff-
mann F (2016) Trends and patterns of antidepressant use in chil-
dren and adolescents from five western countries, 2005–2012. 
Eur Neuropsychopharmacol J Eur Coll Neuropsychopharmacol 
26(3):411–419. https ://doi.org/10.1016/j.euron euro.2016.02.001

 22. Cipriani A, Zhou X, Del Giovane C, Hetrick SE, Qin B, Whit-
tington C, Coghill D, Zhang Y, Hazell P, Leucht S, Cuijpers P, Pu 
J, Cohen D, Ravindran AV, Liu Y, Michael KD, Yang L, Liu L, 
Xie P (2016) Comparative efficacy and tolerability of antidepres-
sants for major depressive disorder in children and adolescents: 
a network meta-analysis. Lancet. https ://doi.org/10.1016/s0140 
-6736(16)30385 -3

 23. Furukawa TA, Cipriani A, Atkinson LZ, Leucht S, Ogawa Y, 
Takeshima N, Hayasaka Y, Chaimani A, Salanti G (2016) Placebo 
response rates in antidepressant trials: a systematic review of pub-
lished and unpublished double-blind randomised controlled stud-
ies. Lancet Psychiatry 3(11):1059–1066. https ://doi.org/10.1016/
S2215 -0366(16)30307 -8

 24. Cohen D, Consoli A, Bodeau N, Purper-Ouakil D, Deniau E, 
Guile JM, Donnelly C (2010) Predictors of placebo response 
in randomized controlled trials of psychotropic drugs for chil-
dren and adolescents with internalizing disorders. J Child Ado-
lesc Psychopharmacol 20(1):39–47. https ://doi.org/10.1089/
cap.2009.0047

 25. Enck P, Bingel U, Schedlowski M, Rief W (2013) The placebo 
response in medicine: minimize, maximize or personalize? Nat 
Rev Drug Discov 12(3):191–204. https ://doi.org/10.1038/nrd39 
23

 26. Meister R, Jansen A, Harter M, Nestoriuc Y, Kriston L (2017) 
Placebo and nocebo reactions in randomized trials of pharma-
cological treatments for persistent depressive disorder. A meta-
regression analysis. J Affect Disord 215:288–298. https ://doi.
org/10.1016/j.jad.2017.03.024

 27. Rief W, Nestoriuc Y, Weiss S, Welzel E, Barsky AJ, Hofmann SG 
(2009) Meta-analysis of the placebo response in antidepressant 
trials. J Affect Disord 118(1–3):1–8. https ://doi.org/10.1016/j.
jad.2009.01.029

 28. Walsh BT, Seidman SN, Sysko R, Gould M (2002) Placebo 
response in studies of major depression: variable, substantial, and 
growing. JAMA J Am Med Assoc 287(14):1840–1847

 29. Parellada M, Moreno C, Moreno M, Espliego A, de Portugal E, 
Arango C (2012) Placebo effect in child and adolescent psychi-
atric trials. Eur Neuropsychopharmacol J Eur Coll Neuropsy-
chopharmacol 22(11):787–799. https ://doi.org/10.1016/j.euron 
euro.2011.09.007

 30. Wohlfarth T, Kalverdijk L, Rademaker C, Schothorst P, Minderaa 
R, Gispen-de Wied C (2009) Psychopharmacology for children: 
from off label use to registration. Eur Neuropsychopharmacol 
J Eur Coll Neuropsychopharmacol 19(8):603–608. https ://doi.
org/10.1016/j.euron euro.2009.04.007

 31. Cipriani A, Zhou X, Del Giovane C, Hetrick SE, Qin B, Whit-
tington C, Coghill D, Zhang Y, Hazell P, Leucht S, Cuijpers 
P, Pu J, Cohen D, Ravindran AV, Liu Y, Michael KD, Yang L, 
Liu L, Xie P (2016) Comparative efficacy and tolerability of 
antidepressants for major depressive disorder in children and 

adolescents: a network meta-analysis. Lancet 388(10047):881–
890. https ://doi.org/10.1016/S0140 -6736(16)30385 -3

 32. Cipriani A, Furukawa TA, Salanti G, Chaimani A, Atkinson LZ, 
Ogawa Y, Leucht S, Ruhe HG, Turner EH, Higgins JPT, Egger 
M, Takeshima N, Hayasaka Y, Imai H, Shinohara K, Tajika 
A, Ioannidis JPA, Geddes JR (2018) Comparative efficacy and 
acceptability of 21 antidepressant drugs for the acute treatment 
of adults with major depressive disorder: a systematic review 
and network meta-analysis. Lancet 391(10128):1357–1366. 
https ://doi.org/10.1016/S0140 -6736(17)32802 -7

 33. Bridge JA, Birmaher B, Iyengar S, Barbe RP, Brent DA (2009) 
Placebo response in randomized controlled trials of antidepres-
sants for pediatric major depressive disorder. Am J Psychiatry 
166(1):42–49. https ://doi.org/10.1176/appi.ajp.2008.08020 247

 34. Bridge JA, Iyengar S, Salary CB, Barbe RP, Birmaher B, Pincus 
HA, Ren L, Brent DA (2007) Clinical response and risk for 
reported suicidal ideation and suicide attempts in pediatric anti-
depressant treatment: a meta-analysis of randomized controlled 
trials. JAMA J Am Med Assoc 297(15):1683–1696. https ://doi.
org/10.1001/jama.297.15.1683

 35. Locher C, Koechlin H, Zion SR, Werner C, Pine DS, Kirsch I, 
Kessler RC, Kossowsky J (2017) Efficacy and safety of selec-
tive serotonin reuptake inhibitors, serotonin-norepinephrine 
reuptake inhibitors, and placebo for common psychiatric disor-
ders among children and adolescents: a systematic review and 
meta-analysis. JAMA psychiatry 74(10):1011–1020. https ://doi.
org/10.1001/jamap sychi atry.2017.2432

 36. Tsapakis EM, Soldani F, Tondo L, Baldessarini RJ (2008) Effi-
cacy of antidepressants in juvenile depression: meta-analysis. Br 
J Psychiatry J Ment Sci 193(1):10–17. https ://doi.org/10.1192/
bjp.bp.106.03108 8

 37. US Food and Drug Administration (2002) Review and evalua-
tion of clinical data (NDA 20-152; supplement S-032; sponsor: 
Bristol-Myers Squibb; drug: nefazodone hydrochloride [Ser-
zone]; material submitted: pediatric exclusivity supplement; 
date submitted: 4-16-02; PDUFA due date: 10-17-02; reviewer: 
Andrew D Mosholder, MD, MPH) (2-page version) http://www.
fda.gov/downl oads/Drugs /Devel opmen tAppr ovalP roces s/Devel 
opmen tReso urces /UCM16 4073.pdf. Accessed 5 Jan 2017

 38. Emslie GJ, Findling RL, Rynn MA, Marcus RN, Fernandes LA, 
D’Amico MF, Hardy SA (2002) Efficacy and safety of nefaza-
done in the treatment of adolescents with major depressive dis-
order. J Child Adolesc Psychopharmacol 12(4):299

 39. US Food and Drug Administration (2002) Pediatric supple-
ment (NDA 20-415; supplement SE5-011; sponsor: organon; 
drug: mirtazapine [Remeron]; material submitted: pediatric 
supplement SE5-011; date submitted: 5/1/01; date received: 
5/7/01; user fee due date: 3/7/02; medical reviewer: Ann-Kath-
ryn Maust, MD) http://www.fda.gov/downl oads/Drugs /Devel 
opmen tAppr ovalP roces s/Devel opmen tReso urces /UCM16 4066.
pdf. Accessed 5 Jan 2017

 40. Cheung AH, Emslie GJ, Mayes TL (2005) Review of the effi-
cacy and safety of antidepressants in youth depression. J Child 
Psychol Psychiatry 46(7):735–754. https ://doi.org/10.111
1/j.1469-7610.2005.01467 .x

 41. Higgins JPT, Green S (eds) (2011) Cochrane handbook for sys-
tematic reviews of interventions. Wiley, Chichester (UK)

 42. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P (2009) 
Preferred reporting items for systematic reviews and meta-anal-
yses: the PRISMA statement. J Clin Epidemiol 62(10):1006–
1012. https ://doi.org/10.1016/j.jclin epi.2009.06.005

 43. Findling RL, Pagano ME, McNamara NK, Stansbrey RJ, 
Faber JE, Lingler J, Demeter CA, Bedoya D, Reed MD (2009) 
The short-term safety and efficacy of fluoxetine in depressed 
adolescents with alcohol and cannabis use disorders: a pilot 

https://doi.org/10.1136/bmj.h824
https://doi.org/10.1136/bmj.h824
https://doi.org/10.3238/arztebl.2013.0854
https://doi.org/10.1542/peds.2006-1395
https://doi.org/10.1542/peds.2006-1395
https://doi.org/10.1016/j.euroneuro.2016.02.001
https://doi.org/10.1016/s0140-6736(16)30385-3
https://doi.org/10.1016/s0140-6736(16)30385-3
https://doi.org/10.1016/S2215-0366(16)30307-8
https://doi.org/10.1016/S2215-0366(16)30307-8
https://doi.org/10.1089/cap.2009.0047
https://doi.org/10.1089/cap.2009.0047
https://doi.org/10.1038/nrd3923
https://doi.org/10.1038/nrd3923
https://doi.org/10.1016/j.jad.2017.03.024
https://doi.org/10.1016/j.jad.2017.03.024
https://doi.org/10.1016/j.jad.2009.01.029
https://doi.org/10.1016/j.jad.2009.01.029
https://doi.org/10.1016/j.euroneuro.2011.09.007
https://doi.org/10.1016/j.euroneuro.2011.09.007
https://doi.org/10.1016/j.euroneuro.2009.04.007
https://doi.org/10.1016/j.euroneuro.2009.04.007
https://doi.org/10.1016/S0140-6736(16)30385-3
https://doi.org/10.1016/S0140-6736(17)32802-7
https://doi.org/10.1176/appi.ajp.2008.08020247
https://doi.org/10.1001/jama.297.15.1683
https://doi.org/10.1001/jama.297.15.1683
https://doi.org/10.1001/jamapsychiatry.2017.2432
https://doi.org/10.1001/jamapsychiatry.2017.2432
https://doi.org/10.1192/bjp.bp.106.031088
https://doi.org/10.1192/bjp.bp.106.031088
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/DevelopmentResources/UCM164073.pdf
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/DevelopmentResources/UCM164073.pdf
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/DevelopmentResources/UCM164073.pdf
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/DevelopmentResources/UCM164066.pdf
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/DevelopmentResources/UCM164066.pdf
http://www.fda.gov/downloads/Drugs/DevelopmentApprovalProcess/DevelopmentResources/UCM164066.pdf
https://doi.org/10.1111/j.1469-7610.2005.01467.x
https://doi.org/10.1111/j.1469-7610.2005.01467.x
https://doi.org/10.1016/j.jclinepi.2009.06.005


272 European Child & Adolescent Psychiatry (2020) 29:253–273

1 3

randomized placebo-controlled trial. Child Adolesc Psychiatry 
Ment Health 3(1):11. https ://doi.org/10.1186/1753-2000-3-11

 44. Atkinson SD, Prakash A, Zhang Q, Pangallo BA, Bangs ME, 
Emslie GJ, March JS (2014) A double-blind efficacy and safety 
study of duloxetine flexible dosing in children and adolescents 
with major depressive disorder. J Child Adolesc Psychopharmacol 
24(4):180–189. https ://doi.org/10.1089/cap.2013.0146

 45. Berard R, Fong R, Carpenter DJ, Thomason C, Wilkinson C 
(2006) An international, multicenter, placebo-controlled trial of 
paroxetine in adolescents with major depressive disorder. J Child 
Adolesc Psychopharmacol 16:59–75

 46. US Food and Drug Administration (2002) Review and Evalua-
tion of Clinical Data (NDA 20–152; supplement S-032; sponsor: 
Bristol-Myers Squibb; drug: nefazodone hydrochloride [Serzone]; 
material submitted: Pediatric Exclusivity Supplement; date sub-
mitted: 4–16-02; PDUFA due date: 10–17-02; reviewer: Andrew 
D Mosholder, MD, MPH) (15-page redacted version). https ://
www.fda.gov/downl oads/drugs /devel opmen tappr ovalp roces s/
devel opmen treso urces /ucm37 6993.pdf. Accessed May 21 2018

 47. Lilly E (2004) Fluoxetine: Fluoxetine versus Placebo in Ado-
lescent Depressed Patients. Available via http://art45 -paedi atric 
-studi es-docs.ema.europ a.eu/GROUP %20F/Fluox etine /fluox etine 
%20B1Y -MCHCC J%20Cli nical %20Stu dy%20Sum mary.pdf. 
Accessed 25 May 2018

 48. Emslie GJ, Rush AJ, Weinberg WA, Kowatch RA, Hughes CW, 
Carmody T, Rintelmann J (1997) A double-blind, randomized, 
placebo-controlled trial of fluoxetine in children and adolescents 
with depression. Arch Gen Psychiatry 54:1031–1037

 49. Emslie GJ, Heiligenstein JH, Wagner KD, Hoog SL, Ernest DE, 
Brown E, Nilsson M, Jacobson JG (2002) Fluoxetine for acute 
treatment of depression in children and adolescents: a placebo-
controlled, randomized clinical trial. J Am Acad Child Adolesc 
Psychiatry 41:1205–1215. https ://doi.org/10.1097/01.CHI.00000 
24834 .94814 .9A

 50. Emslie GJ, Wagner KD, Kutcher S, Krulewicz S, Fong R, Car-
penter DJ, Lipschitz A, Machin A, Wilkinson C (2006) Paroxetine 
treatment in children and adolescents with major depressive disor-
der: a randomized, multicenter, double-blind, placebo-controlled 
trial. J Am Acad Child Adolesc Psychiatry 45(6):709–719. https 
://doi.org/10.1097/01.chi.00002 14189 .73240 .63

 51. Emslie GJ, Findling RL, Yeung PP, Kunz NR, Li Y (2007) Venla-
faxine ER for the treatment of pediatric subjects with depression: 
results of two placebo-controlled trials. J Am Acad Child Ado-
lesc Psychiatry 46 (4):479–488. https ://doi.org/10.1097/chi.0b013 
e3180 2f5f0 3

 52. Emslie GJ, Ventura D, Korotzer A, Tourkodimitris S (2009) Esci-
talopram in the treatment of adolescent depression: a randomized 
placebo-controlled multisite trial. J Am Acad Child Adolesc Psy-
chiatry 48(7):721–729. https ://doi.org/10.1097/CHI.0b013 e3181 
a2b30 4

 53. Emslie GJ, Prakash A, Zhang Q, Pangallo BA, Bangs ME, March 
JS (2014) A double-blind efficacy and safety study of duloxetine 
fixed doses in children and adolescents with major depressive 
disorder. J Child Adolesc Psychopharmacol 24(4):170–179. https 
://doi.org/10.1089/cap.2013.0096

 54. GSK (2013) A randomised, double-blind, placebo controlled, par-
allel group, flexible dose study to evaluate the efficacy and safety 
of Paxil® tablets in children and adolescents with major depres-
sive disorder. https ://clini caltr ials.gov/ct2/show/NCT00 81281 2. 
Accessed 25 May 2018

 55. Keller MB, Ryan ND, Strober M, Klein RG, Kutcher SP, Birmaher 
B, Hagino OR, Koplewicz H, Carlson GA, Clarke GN, Emslie 
GJ, Feinberg D, Geller B, Kusumakar V, Papatheodorou G, Sack 
WH, Sweeney M, Wagner KD, Weller EB, Winters NC, Oakes 
R, McCafferty JP (2001) Efficacy of paroxetine in the treatment 

of adolescent major depression: a randomized, controlled trial. J 
Am Acad Child Adolesc Psychiatry 40:762–772

 56. March J, Silva S, Petrycki S, Curry J, Wells K, Fairbank J, Burns 
B, Domino M, McNulty S, Vitiello B, Severe J (2004) Fluox-
etine, cognitive-behavioral therapy, and their combination for 
adolescents with depression: Treatment for Adolescents With 
Depression Study (TADS) randomized controlled trial. JAMA 
292:807–820

 57. von Knorring AL, Olsson GI, Thomsen PH, Lemming OM, Hulten 
A (2006) A randomized, double-blind, placebo-controlled study 
of citalopram in adolescents with major depressive disorder. J Clin 
Psychopharmacol 26 (3):311–315. https ://doi.org/10.1097/01.
jcp.00002 19051 .40632 .d5

 58. Wagner KD, Ambrosini P, Rynn M, Wohlberg C, Yang R, Green-
baum MS, Childress A, Donnelly C, Deas D (2003) Efficacy of 
sertraline in the treatment of children and adolescents with major 
depressive disorder: two randomized controlled trials. JAMA 
290:1033–1041

 59. Wagner KD, Robb AS, Findling RL, Jin J, Gutierrez MM, Hey-
dorn WE (2004) A randomized, placebo-controlled trial of cit-
alopram for the treatment of major depression in children and 
adolescents. Am J Psychiatry 161:1079–1083

 60. Wagner KD, Jonas J, Findling RL, Ventura D, Saikali K (2006) 
A double-blind, randomized, placebo-controlled trial of escitalo-
pram in the treatment of pediatric depression. J Am Acad Child 
Adolesc Psychiatry 45 (3):280–288. https ://doi.org/10.1097/01.
chi.00001 92250 .38400 .9e

 61. Pfizer (2016) A Multicenter, Randomized, Double-blind, Placebo-
controlled, Fluoxetine-referenced, Parallel-group Study to evalu-
ate the efficacy, safety and tolerability of desvenlafaxine succinate 
sustained release (Dvs Sr) in the treatment of children and adoles-
cent outpatients with major depressive disorder. https ://clini caltr 
ials.gov/ct2/show/NCT01 37215 0. Accessed 25 May 2018

 62. Pfizer (2017) A Multicenter, Randomized, Double-blind, Placebo-
controlled, Parallel-group Study to evaluate the efficacy, safety 
and tolerability of desvenlafaxine succinate sustained-release 
(Dvs Sr) in the treatment of children and adolescent outpatients 
with major depressive disorder. https ://clini caltr ials.gov/ct2/show/
NCT01 37173 4. Accessed 24 May 2018

 63. Furukawa TA, Cipriani A, Barbui C, Brambilla P, Watanabe N 
(2005) Imputing response rates from means and standard devia-
tions in meta-analyses. Int Clin Psychopharmacol 20(1):49–52

 64. Meister R, von Wolff A, Kriston L (2015) Odds ratios of treatment 
response were well approximated from continuous rating scale 
scores for meta-analysis. J Clin Epidemiol 68(7):740–751. https 
://doi.org/10.1016/j.jclin epi.2015.02.006

 65. Zhou X, Qin B, Whittington C, Cohen D, Liu Y, Del Giovane C, 
Michael KD, Zhang Y, Xie P (2015) Comparative efficacy and tol-
erability of first-generation and newer-generation antidepressant 
medications for depressive disorders in children and adolescents: 
study protocol for a systematic review and network meta-analysis. 
BMJ Open 5(9):e007768. https ://doi.org/10.1136/bmjop en-2015-
00776 8

 66. Higgins JP, Thompson SG, Deeks JJ, Altman DG (2003) Meas-
uring inconsistency in meta-analyses. BMJ 327(7414):557–560. 
https ://doi.org/10.1136/bmj.327.7414.557

 67. Viechtbauer W (2010) Conducting meta-analyses in R with the 
metafor package. J Stat Softw 36(3):1–48

 68. Altman DG, Royston P (2006) The cost of dichotomising con-
tinuous variables. BMJ 332(7549):1080. https ://doi.org/10.1136/
bmj.332.7549.1080

 69. Kraemer HC, Morgan GA, Leech NL, Gliner JA, Vaske JJ, 
Harmon RJ (2003) Measures of clinical significance. J Am 
Acad Child Adolesc Psychiatry 42(12):1524–1529. https ://doi.
org/10.1097/00004 583-20031 2000-00022 

https://doi.org/10.1186/1753-2000-3-11
https://doi.org/10.1089/cap.2013.0146
https://www.fda.gov/downloads/drugs/developmentapprovalprocess/developmentresources/ucm376993.pdf
https://www.fda.gov/downloads/drugs/developmentapprovalprocess/developmentresources/ucm376993.pdf
https://www.fda.gov/downloads/drugs/developmentapprovalprocess/developmentresources/ucm376993.pdf
http://art45-paediatric-studies-docs.ema.europa.eu/GROUP%20F/Fluoxetine/fluoxetine%20B1Y-MCHCCJ%20Clinical%20Study%20Summary.pdf.
http://art45-paediatric-studies-docs.ema.europa.eu/GROUP%20F/Fluoxetine/fluoxetine%20B1Y-MCHCCJ%20Clinical%20Study%20Summary.pdf.
http://art45-paediatric-studies-docs.ema.europa.eu/GROUP%20F/Fluoxetine/fluoxetine%20B1Y-MCHCCJ%20Clinical%20Study%20Summary.pdf.
https://doi.org/10.1097/01.CHI.0000024834.94814.9A
https://doi.org/10.1097/01.CHI.0000024834.94814.9A
https://doi.org/10.1097/01.chi.0000214189.73240.63
https://doi.org/10.1097/01.chi.0000214189.73240.63
https://doi.org/10.1097/chi.0b013e31802f5f03
https://doi.org/10.1097/chi.0b013e31802f5f03
https://doi.org/10.1097/CHI.0b013e3181a2b304
https://doi.org/10.1097/CHI.0b013e3181a2b304
https://doi.org/10.1089/cap.2013.0096
https://doi.org/10.1089/cap.2013.0096
https://clinicaltrials.gov/ct2/show/NCT00812812.
https://doi.org/10.1097/01.jcp.0000219051.40632.d5
https://doi.org/10.1097/01.jcp.0000219051.40632.d5
https://doi.org/10.1097/01.chi.0000192250.38400.9e
https://doi.org/10.1097/01.chi.0000192250.38400.9e
https://clinicaltrials.gov/ct2/show/NCT01372150.
https://clinicaltrials.gov/ct2/show/NCT01372150.
https://clinicaltrials.gov/ct2/show/NCT01371734.
https://clinicaltrials.gov/ct2/show/NCT01371734.
https://doi.org/10.1016/j.jclinepi.2015.02.006
https://doi.org/10.1016/j.jclinepi.2015.02.006
https://doi.org/10.1136/bmjopen-2015-007768
https://doi.org/10.1136/bmjopen-2015-007768
https://doi.org/10.1136/bmj.327.7414.557
https://doi.org/10.1136/bmj.332.7549.1080
https://doi.org/10.1136/bmj.332.7549.1080
https://doi.org/10.1097/00004583-200312000-00022
https://doi.org/10.1097/00004583-200312000-00022


273European Child & Adolescent Psychiatry (2020) 29:253–273 

1 3

 70. Rief W, Nestoriuc Y, von Lilienfeld-Toal A, Dogan I, Schreiber F, 
Hofmann SG, Barsky AJ, Avorn J (2009) Differences in adverse 
effect reporting in placebo groups in SSRI and tricyclic antide-
pressant trials: a systematic review and meta-analysis. Drug Saf 
32(11):1041–1056. https ://doi.org/10.2165/11316 580-00000 
0000-00000 

 71. Domken M, Scott J, Kelly P (1994) What factors predict discrep-
ancies between self and observer ratings of depression? J Affect 
Disord 31(4):253–259

 72. Carter JD, Frampton CM, Mulder RT, Luty SE, Joyce PR (2010) 
The relationship of demographic, clinical, cognitive and per-
sonality variables to the discrepancy between self and clinician 
rated depression. J Affect Disord 124(1–2):202–206. https ://doi.
org/10.1016/j.jad.2009.11.011

 73. Enns MW, Larsen DK, Cox BJ (2000) Discrepancies between 
self and observer ratings of depression. The relationship to 
demographic, clinical and personality variables. J Affect Disord 
60(1):33–41

 74. Zimmerman M, Martinez J, Attiullah N, Friedman M, Toba C, 
Boerescu DA (2012) Symptom differences between depressed 
outpatients who are in remission according to the Hamilton 
Depression Rating Scale who do and do not consider themselves 
to be in remission. J Affect Disord 142(1–3):77–81. https ://doi.
org/10.1016/j.jad.2012.03.044

 75. Mayberg HS, Silva JA, Brannan SK, Tekell JL, Mahurin RK, 
McGinnis S, Jerabek PA (2002) The functional neuroanatomy of 
the placebo effect. Am J Psychiatry 159(5):728–737. https ://doi.
org/10.1176/appi.ajp.159.5.728

 76. Wrobel N, Fadai T, Sprenger C, Hebebrand J, Wiech K, Bingel 
U (2015) Are children the better placebo analgesia responders? 
An experimental approach. J Pain 16(10):1005–1011. https ://doi.
org/10.1016/j.jpain .2015.06.013

 77. Weimer K, Gulewitsch MD, Schlarb AA, Schwille-Kiuntke 
J, Klosterhalfen S, Enck P (2013) Placebo effects in children: 
a review. Pediatr Res 74(1):96–102. https ://doi.org/10.1038/
pr.2013.66

 78. Krogsboll LT, Hrobjartsson A, Gotzsche PC (2009) Spontane-
ous improvement in randomised clinical trials: meta-analysis 
of three-armed trials comparing no treatment, placebo and 
active intervention. BMC Med Res Methodol 9:1. https ://doi.
org/10.1186/1471-2288-9-1

 79. Enck P, Klosterhalfen S (2013) The placebo response in clinical 
trials-the current state of play. Complement Ther Med 21(2):98–
101. https ://doi.org/10.1016/j.ctim.2012.12.010

 80. Khan A, Faucett J, Lichtenberg P, Kirsch I, Brown WA (2012) 
A systematic review of comparative efficacy of treatments and 

controls for depression. PLoS One 7(7):e41778. https ://doi.
org/10.1371/journ al.pone.00417 78

 81. Kaptchuk TJ, Friedlander E, Kelley JM, Sanchez MN, Kokkotou 
E, Singer JP, Kowalczykowski M, Miller FG, Kirsch I, Lembo AJ 
(2010) Placebos without deception: a randomized controlled trial 
in irritable bowel syndrome. PLoS One 5(12):e15591. https ://doi.
org/10.1371/journ al.pone.00155 91

 82. Kelley JM, Kaptchuk TJ, Cusin C, Lipkin S, Fava M (2012) Open-
label placebo for major depressive disorder: a pilot randomized 
controlled trial. Psychother Psychosom 81(5):312–314. https ://
doi.org/10.1159/00033 7053

 83. Wilens TE, Cohen L, Biederman J, Abrams A, Neft D, Faird N, 
Sinha V (2002) Fluoxetine pharmacokinetics in pediatric patients. 
J Clin Psychopharmacol 22(6):568–575

 84. Khan A, Detke M, Khan SR, Mallinckrodt C (2003) Placebo 
response and antidepressant clinical trial outcome. J Nerv Ment 
Dis 191(4):211–218. https ://doi.org/10.1097/01.NMD.00000 
61144 .16176 .38

 85. Walsh BT, Sysko R (2005) Placebo control groups in trials of 
major depressive disorder among older patients. J Clin Psychop-
harmacol 25(4 Suppl 1):S29–S33

 86. Kirsch I, Deacon BJ, Huedo-Medina TB, Scoboria A, Moore 
TJ, Johnson BT (2008) Initial severity and antidepressant ben-
efits: a meta-analysis of data submitted to the Food and Drug 
Administration. PLoS Med 5(2):e45. https ://doi.org/10.1371/journ 
al.pmed.00500 45

 87. Rabinowitz J, Werbeloff N, Mandel FS, Menard F, Marangell L, 
Kapur S (2016) Initial depression severity and response to anti-
depressants v. placebo: patient-level data analysis from 34 ran-
domised controlled trials. Br J Psychiatry J Ment Sci 209(5):427–
428. https ://doi.org/10.1192/bjp.bp.115.17390 6

 88. Hieronymus F, Emilsson JF, Nilsson S, Eriksson E (2016) Consist-
ent superiority of selective serotonin reuptake inhibitors over pla-
cebo in reducing depressed mood in patients with major depres-
sion. Mol Psychiatry 21(4):523–530. https ://doi.org/10.1038/
mp.2015.53

 89. Higgins JP, Thompson SG (2004) Controlling the risk of spurious 
findings from meta-regression. Stat Med 23(11):1663–1682. https 
://doi.org/10.1002/sim.1752

 90. Berlin JA, Santanna J, Schmid CH, Szczech LA, Feldman HI, 
Anti-Lymphocyte Antibody Induction Therapy Study G (2002) 
Individual patient-versus group-level data meta-regressions for the 
investigation of treatment effect modifiers: ecological bias rears 
its ugly head. Stat Med 21(3):371–387

Affiliations

Ramona Meister1 · Mariam Abbas2 · Jochen Antel2 · Triinu Peters2 · Yiqi Pan3 · Ulrike Bingel4 · Yvonne Nestoriuc3,5 · 
Johannes Hebebrand2

 * Ramona Meister 
 r.meister@uke.de

 Yvonne Nestoriuc 
 y.nestoriuc@hsu-hh.de

1 Department of Medical Psychology, University 
Medical Center Hamburg-Eppendorf, Martinistraße 52, 
20246 Hamburg, Germany

2 Department of Child and Adolescent Psychiatry, University 
Hospital Essen, University of Duisburg-Essen, Essen, 
Germany

3 Department of Psychosomatic Medicine and Psychotherapy, 
University Medical Center Hamburg-Eppendorf, Hamburg, 
Germany

4 Department of Neurology, University Hospital Essen, 
University of Duisburg-Essen, Essen, Germany

5 Clinical Psychology, Helmut-Schmidt-University, University 
of the Federal Armed Forces Hamburg, Hamburg, Germany

https://doi.org/10.2165/11316580-000000000-00000
https://doi.org/10.2165/11316580-000000000-00000
https://doi.org/10.1016/j.jad.2009.11.011
https://doi.org/10.1016/j.jad.2009.11.011
https://doi.org/10.1016/j.jad.2012.03.044
https://doi.org/10.1016/j.jad.2012.03.044
https://doi.org/10.1176/appi.ajp.159.5.728
https://doi.org/10.1176/appi.ajp.159.5.728
https://doi.org/10.1016/j.jpain.2015.06.013
https://doi.org/10.1016/j.jpain.2015.06.013
https://doi.org/10.1038/pr.2013.66
https://doi.org/10.1038/pr.2013.66
https://doi.org/10.1186/1471-2288-9-1
https://doi.org/10.1186/1471-2288-9-1
https://doi.org/10.1016/j.ctim.2012.12.010
https://doi.org/10.1371/journal.pone.0041778
https://doi.org/10.1371/journal.pone.0041778
https://doi.org/10.1371/journal.pone.0015591
https://doi.org/10.1371/journal.pone.0015591
https://doi.org/10.1159/000337053
https://doi.org/10.1159/000337053
https://doi.org/10.1097/01.NMD.0000061144.16176.38
https://doi.org/10.1097/01.NMD.0000061144.16176.38
https://doi.org/10.1371/journal.pmed.0050045
https://doi.org/10.1371/journal.pmed.0050045
https://doi.org/10.1192/bjp.bp.115.173906
https://doi.org/10.1038/mp.2015.53
https://doi.org/10.1038/mp.2015.53
https://doi.org/10.1002/sim.1752
https://doi.org/10.1002/sim.1752

	Placebo response rates and potential modifiers in double-blind randomized controlled trials of second and newer generation antidepressants for major depressive disorder in children and adolescents: a systematic review and meta-regression analysis
	Abstract
	Introduction
	Materials and methods
	Eligibility criteria
	Search strategy, study selection and data extraction
	Statistical analysis
	Role of funding source

	Results
	Included studies
	Risk of bias
	Overall placebo response rate
	Modifiers of placebo response rates
	Sensitivity analysis

	Discussion and outlook
	Placebo response rates
	Modifiers of placebo response rates

	References




