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Childhood and Adolescent Depression: The Role of
Primary Care Providers in Diagnosis and Treatment
Laura P. Richardson, MD, MPH, and Rachel Katzenellenbogen, MD
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I t is estimated that 20% of youth will experi-
ence at least one episode of major depression
before they reach the age of 18 years.1 At any

iven time, up to one in 13 adolescents have major
epression making it more common than asthma and
ost other chronic medical disorders in this age

roup.2 This high prevalence of depression, coupled
ith a limited availability of pediatric and adolescent
ental health specialists, has resulted in an increased

eed for primary care providers to be comfortable with
oth diagnosing depression and providing initial treat-
ent. Yet, few pediatric residency programs provide

raining in treatment of affective disorders and most
rimary care providers report feeling uncomfortable
reating these conditions.3 The goals of this article are
o review the epidemiology of depression, criteria for
epression diagnosis, evidence regarding effective
reatments, and strategies that can be successfully
mployed by primary care doctors to treat their pa-
ients with depression.

pidemiology of Depression
Over the past six decades, the prevalence of depres-

ion has increased and the age at time of diagnosis has
ecreased.2,4,5 Among community samples of adoles-
ents, the prevalence of major depressive disorder
Table 1) is estimated to be between 4 and 8%,2,6 and
he prevalence of dysthymia (Table 2) is between 1.6
nd 8.0%.2 The number of children and adolescents
ho report depressive symptoms is even higher than

he number with depressive disorders. At any given
ime, about 15% of children and adolescents have

dolescent Medicine Section, Division of General Pediatrics, Univer-
ity of Washington, Seattle, Washington
urr Probl Pediatr Adolesc Health Care 2005;35:1-24
538-5442/$ - see front matter
2005 Elsevier Inc. All rights reserved.
aoi:10.1016/j.cppeds.2004.09.001
levated depressive symptoms.6 Even though these
outh may not meet criteria for major depression,
hese subsyndromal depressive symptoms may still
ave long-term implications. Studies suggest that ele-
ated depressive symptoms in adolescence, even in the
bsence of a depressive disorder, may predispose to
ater development of major depression.7,8

The prevalence of depression increases with age and
ubertal development. In early adolescence, girls and
oys are equally likely to have a depressive disorder.
owever, as youth move through puberty, the female-

o-male ratio changes to 2:1.9 The reason for the rise in
epressive symptoms in girls during adolescence is not
ully understood. Some hypotheses include increased
ocial orientation of girls compared with boys, differ-
nces in coping techniques for girls versus boys,
igher rates of sexual abuse in females, and neurobio-
ogic differences between the sexes.2,10 Puberty and
ccompanying hormonal changes may play an impor-
ant role in the development of depression, with most
tudies showing a rise in the prevalence of depression
fter Tanner Stage III.11

isk Factors for Depression
The main risk factors for the development of depres-

ion in childhood and adolescence can be grouped into
our categories: genetics, environmental factors, neg-
tive life events, and child characteristics. Genetic
actors have been some of the most widely studied. It
as been found that 20 to 50% of youth who experi-
nce depression in early childhood or adolescence
ave a family history of depression or other mental
ealth disorder.12-14 Parental depression is a particu-
arly strong predictor for depression; children of de-
ressed parents are more than three times as likely as
hildren of nondepressed parents to experience a
epressive disorder.9,15 Offspring of depressed parents

re also at increased risk for other types of psychopa-

Curr Probl Pediatr Adolesc Health Care, January 2005
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hology, including anxiety and disruptive behavior
isorders.9

Environmental factors, such as the family and social
ontext in which the child is living, may also play an
mportant role in the development of depression in youth
ith both high and low genetic risk. For example,

ncreased family conflict, low socioeconomic status, and
arly death of a parent have been shown to increase the
isk for depression in childhood and adolescence.2 Sex-
al abuse, physical abuse, and neglect are also risk
actors for the development of childhood and adolescent
epression.16 Since parental depression has a strong
nfluence on the home environment, some of the effect of
arental depression on child depression may be due to
nvironment as well as genetics.
Another risk factor related to environment is expo-

ure to negative life events such as parental divorce or
eparation, loss of friendships, less positive peer rela-
ionships, or death of a family member or friend.
hildren and adolescents with depression are more

ikely to report having experienced negative life events
han those without depression.2 Some of these events
ay trigger the onset of depression, but other events,

uch as loss of a friendship or family conflict, may
ave been caused by the depression. Individuals at
igh genetic risk seem to be more sensitive to the
ffects of adverse environment or negative life events
han those who are at low risk.17

Finally, characteristics of the child that may contrib-
te to the development of depression include elevated
evels of anxiety, low self-esteem, high self-criticism,
ognitive distortions, negative attributional style, poor
chool performance, and social skills deficits.18 Chil-

ABLE 1. DSM-IV criteria for major depressive disorder

major depressive episode must include five or more of the
symptoms listed below most days for at least 2 weeks. One of
the symptoms must be either item 1 or 2. The symptoms should
represent a change from previous function.

. Depressed/irritable mood most of the time.

. Loss of interest or pleasure in all or almost all activities.

. Significant weight loss or weight gain, failure to gain weight as
expected with growth, or change in appetite.

. Insomnia or hypersomnia.

. Observable psychomotor agitation or retardation.

. Fatigue or loss of energy.

. Feelings of worthlessness or excessive inappropriate guilt.

. Diminished ability to think or concentrate or indecisiveness.

. Recurrent thoughts of death, recurrent suicidal ideation without
a specific plan, or suicide attempt or a specific plan for
committing suicide.
ren with medical and nondepressive mental health m

urr Probl Pediatr Adolesc Health Care, January 2005
isorders (such as anxiety disorders, attention deficit
yperactivity disorder, and conduct disorder) are also
t increased risk for the subsequent development of
epression.2 Most studies have shown that children
nd adolescents with anxiety disorders such as social
hobia and panic and separation anxiety disorder are at
igh risk for the development of subsequent major
epressive episodes.19

ourse and Natural History of
epression
Approximately 90% of major depressive disorder

MDD) episodes remit by 1.5 to 2 years after onset,
ith only 6 to 10% becoming more persistent.20-22 In

he absence of treatment, the typical duration for an
pisode of MDD in adolescents is 7 to 9
onths.20,22,23 Although recovery from major depres-

ion is the rule, recurrence is very common. Twenty to
0% of depressed adolescents will relapse within 2
ears, and 70% will do so within 5 years.20-24 Predic-
ors of increased risk for MDD recurrence include
ounger age at onset, increased number of previous
pisodes, increased severity of index episode, in-
reased psychosocial stressors, psychosis, dysthymia
r other comorbid disorders, and failed compliance
ith treatment.25,26

Dysthymia, by definition, has a much longer course
han MDD: a mean episode of dysthymia lasts be-
ween 3 and 4 years.27-29 Dysthymia is associated with
n increased risk for psychiatric comorbidity including
ubsequent MDD, bipolar disorder, and substance use
isorders.27-29 If a patient develops MDD, it usually
ccurs within 2 to 3 years after the onset of dysthy-

ABLE 2. DSM-IV criteria for dysthymia

. Chronic depressed mood lasting for at least 1 year (2 years for
adults). The depressed mood should be present:
● for most of the day
● for more days than not
● with lapses not lasting more than 2 months

. The symptoms are not as severe or disabling as a Major
Depressive Disorder episode and include two or more of the
following features:
● poor appetite or overeating
● loss of self-esteem
● feelings of hopelessness
● insomnia or hypersomnia
● low energy or fatigue
● poor concentration or difficulty making decisions
ia.27 Youth with both MDD and dysthymia are often

7
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eferred to as having “double depression.” Because of
he prolonged course of dysthymia, youth with this
ondition may require a longer treatment period than
outh with MDD alone.
The clinical picture of depression varies with age.
ounger children may have more symptoms of anxi-

ty, somatic complaints, auditory hallucinations, and
ehavioral problems including irritability and frustra-
ion.30-32 Similar to younger children, adolescents also
ave symptoms of irritability. However, adolescents
lso tend to have symptoms that more closely parallel
hose of adults including sleep and appetite changes,
uicidal ideation, and impairments of functioning.31,32

here is also evidence that the clinical course of MDD
hat starts before puberty is different from MDD that
egins after puberty. Children with prepubertal onset
f depression are at increased risk for the development
f other mental health disorders, such as bipolar
isorder, in adulthood. In contrast, youth who experi-
nce depression in later adolescence are more likely to
xperience recurrent depression but not other mental
ealth disorders.23,24,33,34

Bipolar depression is estimated to occur in 20 to 40%
f youth within 5 years of a diagnosis of MDD.26,35

ipolar disorder is characterized by episodes of depres-
ion that alternate with manic episodes, defined by a
ecreased need for sleep, increased energy, grandiosity,
uphoria, and an increased propensity for risk-taking
ehavior. Factors that increase the risk for the later
evelopment of bipolar disorder include earlier onset of
epressive symptoms, the presence of psychomotor re-
ardation (confusion, lack of energy), or psychotic fea-
ures of depression, family history of bipolar disorder or
sychotic depression, multiple family members with
ood disorders, and occurrence of pharmacologically

nduced hypomania.35

Psychiatric comorbidity is common in youth with
DD: 40 to 90% of youth with MDD have another

sychiatric disorder, with at least 20 to 50% having
wo or more disorders.2,9 The most frequent comorbid
iagnoses are dysthymia and anxiety disorders, occur-
ing in 30 to 80% of youth with MDD, followed by
isruptive disorders in 10 to 80%, and substance use
isorders in 20 to 30%.26,36-38 The frequency and type
f psychiatric comorbidity varies with age. Comorbid
ubstance abuse, conduct disorder, social phobia, and
eneral anxiety disorder are more frequent in adoles-
ents, while separation anxiety disorder is more com-
on in children.2 With the exception of substance use
isorders and some conduct disorders, which may d
ccur as a result of a depressive disorder, most of these
omorbid disorders usually predate and likely contrib-
te to the development of depression.
Medically unexplained symptoms such as headache,

bdominal pain, and fatigue are also common in
hildren and adolescents with depression. A common
nitial presentation of depression in the primary care
ffice is a youth who has had recurrent visits for
omatic complaints with negative medical evaluation.
n some cases a clear pattern of symptoms may appear.
or example, symptoms are triggered by a stressful

ife event, escalate with stressful experiences, or in-
rease with start of the school week. In other instances,
o source of stress or pattern of pain symptoms is
dentifiable. Because many of these patients experi-
nce their symptoms as somatic (and not psychiatric)
oncerns, they present a significant challenge for
rimary care providers. Many of these patients require
ultiple visits and the establishment of a treatment

elationship before they are willing to accept the
iagnosis of depression and initiate treatment.
Adding to the challenge that medical providers face,
epression can also co-occur with medical problems,
uch as diabetes and asthma. In fact, studies suggest
epression is more common among youth with chronic
edical disorders, particularly when these disorders

nterfere with normal daily activities.39 When present
s a comorbidity, depression may result in poor
dherence to treatment and lack of engagement in
ollow-up care for the chronic medical condition. In
dults, comorbid depression has been shown to be
ssociated with poor outcomes for multiple chronic
edical disorders.40,41

otential Consequences of Depression

Depression is one of the leading risk factors for
uicide during childhood and adolescence, the third
eading cause of death for adolescents in the United
tates.42 In 2001, suicide accounted for 7% of deaths

n American 10 to 14 year olds and 12% of deaths in
5 to 19 year olds.43 The rate of adolescent suicide
ncreased from the 1950’s to the 1990’s, but has
ecreased in the last decade. A recent study found that
he decline in adolescent suicide was greatest in
eographical regions with the highest rates of antide-
ressant use.44 This finding suggests that part of this
ecline may be attributable to better treatment of

epression.

Curr Probl Pediatr Adolesc Health Care, January 2005
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Girls are twice as likely as boys to attempt suicide;
owever, boys are approximately four times as likely
o complete a suicide attempt. Among depressed
outh, some additional important risk factors for
uicide include the presence of firearms or other lethal
eapons in the home, exposure to abuse or violence at
ome, family history of suicide, history of substance
buse or impulsive behaviors, and history of a prior
uicide attempt.45-48

In addition to suicide, there are many other potential
onsequences of depression. Depression affects all
reas of youth functioning and can result in school
ailure, substance use behaviors (drugs, nicotine, and
lcohol),49 early pregnancy, obesity,50-52 and social
solation.15,26 In the long term, depressed adolescents
re at risk for low educational achievement poor
hysical health, and the development of other mental
ealth disorders including recurrent depression.15,53-56

hile some of these consequences are directly due to
epression, others may be due to negative exposures in
he environments in which many depressed youth live.
ome of these exposures include frequent negative life
vents, low socioeconomic status, presence of physical
llness, poor family functioning, and parental psychi-
tric disorder.33,57-59

iagnosis of Depressive Disorders
The first step to appropriately treating depression is

ABLE 3. Differential diagnosis for major depressive disorder

edications
Beta-blockers
Corticosteroids
Contraceptives
Neuroleptic medications
edical disorders
Hypothyroidism/Hyperthyroidism
Anemia
Mononucleosis
Chronic Fatigue Syndrome
Inflammatory Bowel Disease
Lupus or other collagen vascular disease
Stroke, tumor, or other central nervous system disorder
Infectious etiologies: HIV, hepatitis

sychiatric disorders
Dysthymia
Adjustment disorder with depressive features
Anxiety disorders
Attention-deficit/hyperactivity disorder
Conduct disorder
Substance use disorders (alcohol, barbiturates, heroin)
Anorexia nervosa
Bulimia
aking the correct diagnosis. All providers who see s

urr Probl Pediatr Adolesc Health Care, January 2005
outh and treat depression should be familiar with the
iagnostic and Statistical Manual IV (DSM-IV) diag-
ostic criteria for major depressive disorder (MDD)
Table 1). To meet these criteria, symptoms should be
resent most days for at least 2 weeks and must
nclude five of the nine key symptoms. At least one of
he five symptoms must be either depressed mood/
rritability or anhedonia. Irritability is an additional
riteria for the diagnosis of depression in children and
dolescents. Unlike depression in adults, depression in
hildren and adolescents may manifest more fre-
uently as irritability, acting out, boredom and trouble
ith relationships at home and at school.60

The first step in making the diagnosis of MDD is to
ule out alternative causes for depressive symptoms
nd to identify current symptoms of depression. Table

provides a broad differential diagnosis for MDD
ncluding medications, medical disorders, and other
sychiatric disorders, which can mimic MDD. Most of
hese other potential causes can be ruled out with a
horough history and physical. At least part of the
istory should be conducted with the child or adoles-
ent alone.
When evaluating for depression, it is not unusual to
nd variation between parent-reported and youth-
eported symptoms. In general, studies have shown
hat children and adolescents are more likely to report
nternalizing symptoms, such as suicidality and de-
ressed mood, while parents report more externalizing
ymptoms, such as irritability.61

There may also be differences between parents and
hildren regarding the diagnosis and perceived need
or treatment. When a depressed youth is reluctantly
rought to the clinic by his or her parents, it can
hreaten the primary care providers ability to establish
apport. It is important to spend at least part of the visit
ne-on-one with the youth. This allows a primary care
rovider to establish the office as a place where the
dolescent can safely discuss his or her symptoms and
oncerns. Because parents may report symptoms that
he youth does not notice or is too ashamed to report,
t is also helpful to spend some time interviewing
arents or guardians. However, when meeting with
arents, it is important to emphasize that the child is
he primary focus for care.
Although a full review of ethnic and racial differ-

nces in depression presentation is beyond the scope
f this article, practitioners should be aware of cultural
actors that might influence the presentation of depres-

ion. One way that culture affects depression is in the

9
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ay that patients present their symptoms. In some
ultures, depression may be experienced predomi-
antly in somatic terms rather than feelings of sadness
r hopelessness. For example, Asian patients may be
ore likely to report their somatic symptoms, such as

izziness, while not reporting their emotional symp-
oms. However, when directly queried, the same pa-
ients do acknowledge having emotional symptoms.62

An additional cultural concern is stigma regarding
epression and mental health problems, which may be
particular concern for youth of some cultures. This
ay affect the types of treatment that are acceptable to

outh and families.63 For example, some youth may
refer to receive counseling from members of their
wn cultural group or religion or may prefer not to
ngage in counseling if there are cultural norms that
rohibit discussing personal matters outside of the
amily.
The history component of the evaluation should

nclude assessment of current symptoms, recent or
ast negative life events, and social support. Social
ynamics at home and in school can affect outcome in
epression and may need to be addressed to assure
ecovery.60 In addition, information about the effect of
epression on the patient’s daily functioning can be
sed to guide the selection of an appropriate intensity
f treatment. Asking about suicidal ideation, personal
uicide attempts, and access to firearms helps define
he safety of the patient and the need for emergent
ntervention.
Because antidepressant treatment can increase risk

or the development of mania in susceptible individu-
ls, it is important to assess for any history of atypical
ymptoms, such as psychosis or hypomania. Comorbid
sychiatric disorders, such as substance abuse disor-
er, should also be assessed as their presence may alter
he appropriate initial treatment or may indicate a need
or a mental health specialty referral. Family history of
sychiatric disorders, especially bipolar disorder, de-
ression, or suicide attempts, should be investigated as
hey are associated with increased risk for mental
ealth disorders in the youth.
Finally, it is important to review any medications,
rescription, over-the-counter, or illicit, that may
ause depressive symptoms or mood changes. Some
xamples of these medications, listed in Table 3,
nclude beta-blockers and corticosteroids. Although
he data are controversial, hormonal contraceptives
ay also cause depressed mood in individuals with a
ersonal or family history of depression.64 The assess- b

0

ent should include more than prescription medica-
ions, and it is important to also assess for the use of
arijuana, alcohol, and other drugs such as stimulants,

ocaine, and opiates.
The physical examination should be directed at any
edical concerns that were raised during the history

nd at ruling out other medical causes for depressive
ymptoms (Table 3). Hypothyroidism and hyperthy-
oidism are high on the differential for depressive
isorders but are very unlikely to be present in the
bsence of other symptoms, such as weight gain, cold
ntolerance, or constipation. Routine testing of thyroid
timulating hormone is probably not warranted in
outh who do not also have other symptoms of
ypothyroidism. Youth with anemia and chronic fa-
igue syndrome may present with fatigue but are
nlikely to present the full spectrum of depressive
ymptoms such as anhedonia or suicidal ideation in the
bsence of comorbid MDD. Youth with mononucleo-
is also have fatigue but there is usually a history of a
iral syndrome at the onset of symptoms. Rheumato-
ogic disorders would be a rare cause of depression in
he absence of other inflammatory changes or systemic
ymptoms. Similarly, youth with HIV should have
ther infections or symptoms associated with HIV and
outh with hepatitis usually have some elevation of
ransaminases. Youth with stroke or central nervous
ystem disorders should have other neurological
hanges on evaluation.
MDD can occur in the presence of chronic medical
isorders such as diabetes and lupus. Identifying
epression in the presence of a medical disorder can be
ifficult when the medical disorder causes sleep dis-
urbance, appetite change, somatic symptoms, and loss
f energy. However, feelings of guilt, worthlessness,
opelessness, and thoughts of suicide are unlikely to
e due to a medical disorder and strongly suggest the
resence of MDD.
Since treatment needs to be altered if other mental
ealth conditions are present, it is also important to
istinguish other mental health disorders from MDD
Table 3). Some of the most common comorbidities
nd potential overlaps with MDD are reviewed in the
ext few paragraphs. Other mood disorders, such as
ysthymia and adjustment disorder, have significant
ymptom overlap and can easily be mistaken for
DD. As mentioned previously, dysthymia is a de-

ressive disorder characterized by fewer symptoms
han MDD that have a longer duration (Table 2). It can

e comorbid with MDD. When both are present in the

Curr Probl Pediatr Adolesc Health Care, January 2005
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ame individual, it is often referred to as “double
epression” and is associated with a poorer outcome
han having just MDD alone. Youth with dysthymia
hould be treated in a similar manner to those with
DD, including counseling and medications when

ppropriate, but may require a longer course of treat-
ent for depression.
Patients with adjustment disorder develop depres-

ive symptoms and functional impairment within 3
onths of an identifiable stressor (Table 4). However,

hey do not have enough symptoms to meet criteria for
DD, and by definition their disorder is self-limited
ith no risk for relapse.2 Youth with adjustment
isorder should have close follow-up and, if symptoms
re not resolving, alternative diagnoses including
DD should be considered.
Anxiety disorders in childhood put affected youth at

ncreased risk for the subsequent development of
epression.19 Symptoms of anxiety, such as social
ithdrawal, may also overlap with those of depres-

ion, making it difficult to tease apart. Although
reatments are similar for depression and anxiety, it is
elpful to have a clear picture of the primary disorder
hat is being targeted.
Attention deficit disorder and conduct disorder can
e associated with depression but also can have some
eatures that overlap with depression. School failure
nd poor functioning may be features of MDD, but
hey may also be features of attention deficit disorder,
earning disabilities, or anxiety disorders. In the case
f an underlying learning disability or attention deficit
isorder, addressing school failure problems through
edication or altering the school program may also

elp to diminish depressive symptoms. Similarly,
ubstance use can cause symptoms consistent with a

ABLE 4. DSM-IV criteria for adjustment disorder

. The development of emotional or behavioral symptoms in
response to an identifiable stressor(s), which occurs within 3
months of the onset of the stressor(s) (eg, divorce, new home).

. These symptoms or behaviors are clinically significant as
evidenced by either of the following:

(a) Marked distress that is in excess of what would be
expected from exposure to the stressor, or
(b) Significant impairment in social or academic functioning

. The stress-related disturbance does not meet the criteria for
other mood or mental disorders and is not merely
anexacerbation of a preexisting mental disorder or general
medical condition.

. Symptoms do not persist longer than 6 months following the
cessation of the stressor.
ood disorder or can be triggered by a mood disorder. i

urr Probl Pediatr Adolesc Health Care, January 2005
n general, if substances are responsible for the de-
ressed mood, discontinuing them should result in
esolution of the depressive symptoms.
Youth with anorexia nervosa or bulimia can present
ith depressed mood that may resolve with normal-

zation of nutritional status and body mass or may
eed treatment with combined psychotherapy and
ntidepressant medications.

creening Instruments for Depressive
isorders
Evaluating a child for depression can be time con-

uming in a busy pediatric practice; yet, current
tandards of care, both Guidelines for Adolescent
reventive Services (GAPS)65 and Bright Futures,66

ictate that primary care providers screen for depres-
ion annually beginning at 11 years of age.
One approach to screening for depression is to perform
thorough adolescent psychosocial evaluation. There are
any acronyms to describe the key features that should

e performed during a psychosocial evaluation. One
xample is the HEADSS (Home, Education, Activities,
rugs, Sex, and Suicide) evaluation.67 This type of

valuation allows providers to ask less invasive questions
rst and to gain a glimpse into adolescents’ day-to-day

ives, not just their depressive symptoms. To speed this
rocess, the GAPS provides a questionnaire that covers
he main areas of social functioning for adolescents,
ncluding a few brief questions on feeling sad and
opeless or having suicidal thoughts.65 These forms are
vailable online at http://www.ama-assn.org/ama/pub/
ategory/2280.html and can be reproduced for use in
linics at no charge.
Another approach to screening for depression is to
se a written questionnaire that screens either for
eneral behavior problems or more specifically for
epressive symptoms. There are many potential ben-
fits to using questionnaires. One benefit is that ques-
ionnaires provide a structured format, which can help
usy providers remember to review all of the key
ymptoms. Questionnaires also can be completed be-
ore a visit, potentially saving provider time and
llowing depression to be addressed earlier in the
ourse of a visit. A final benefit is depression-specific
ymptom screens can be used to generate severity
cores that then can be followed to gauge the effec-
iveness of treatment.
While screening instruments can be very useful, it is
mportant to know that none of these questionnaires

11
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re designed to diagnose depression. Instead, they are
esigned to detect youth with elevated symptoms and
o characterize these symptoms. They narrow the
opulation a clinician must formally evaluate for a
epressive disorder. However, a clinician assessment
s still required to make the diagnosis and confirm
esponses.
In Table 5 and the next few paragraphs there is an
verview of general mental health and depression
creening instruments. There are many instruments
vailable and this article is not intended to be an

ABLE 5. Screening instruments

Name Age range No. of items Clinical c

General Mental He

ediatric Symptom
Checklist (PSC)

3-16
years

35 �28 is in
signific
psycho
impairm

hild Behavior
Checklist, Youth
Self-
Report (CBCL,
YSR)

2-18
years

113 Age and
based
used t
scores
mark t
risk for
depres

Depressive S

eck Depression
Inventory–2nd ed.
(BDI-II)

13-18
years

21 20 to 28
moder
depres
more f
depres

hildren’s
Depression
Inventory (CDI)

7-17
years

27 t scores
clinica
signific

oods and Feelings
Questionnaire
(MFQ)

8-17
years

32 (long)
11 (brief)

�12 for
adoles
for chil

atient Health
Questionnaire
— Adolescent
Version
(PHQ-A)

13-18
years

83 DSM-bas
diagno
algorith
assign
depres
diagno
xhaustive review of all instruments. Instead, this is an s

2

verview of selected instruments that are designed to
e brief, self-administered, and easily implemented in
rimary care settings. Because youth are better report-
rs of internalizing symptoms than their parents,68

ncluded instruments are designed for youth self-
dministration. Information is also provided regarding
arent versions of instruments when available.
For ease of presentation, the depression screening

nstruments have been categorized into two groupings:
eneral mental health screening instruments and de-
ressive symptom scales. The general mental health

f score Source Cost

Screening Scales

tive of

l

Pediatric Symptom Checklist,
Massachusetts General
Hospital Department
of Child Psychiatry, Bullfinch
351, 55 Fruit
Street, Boston, MA 02114
http://psc.partners.org/

Free

er
s
erate t
ted to
vel of

Child Behavior Checklist,
University
Medical Education
Associates, 1 South
Prospect St., Burlington, VT
05401-3456,
802-656-8313
http://checklist.uvm.edu

$10 for 25 forms

tom Scales

29 or
vere

The Psychological Corporation,
555 Academic Court,
San Antonio, TX 78204-
2498
http://www.psychcorp.com

$75 for manual and
25 record forms

65 The Psychological Corporation,
555 Academic Court,
San Antonio, TX 78204-
2498
http://www.psychcorp.com

$100 for manual
and
25 record forms

, �9
Developmental Epidemiology

Program,
Duke University Medical
Center,
Attn: Jane Duncan, DUMC
Box 3454,
Durham, NC 27710
http://devepi.mc.duke.edu/

mfq.html

$10 for printed
package or
available
as a PDF through
the
website and
contacting the
authors.

o

PHQ-A is available through its
authors at Columbia
University

Free
utof

alth

dica
ant
socia
ent

gend
norm
o gen
crea

he le

sion

ymp

for
ate
sion,
or se
sion
over
lly
ant

cents
dren

ed
stic
ms t
likely
sion
cales are used to evaluate the presence of behavioral
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nd psychosocial concerns. They often have internal-
zing disorder subscales but are not specific for de-
ression or other disorders. In contrast, depressive
ymptom scales are designed to be more specific to the
ypes of symptoms that individuals with depression
xperience.

eneral Mental Health Screening Instruments

This section includes two instruments that are used
o screen for a variety of behavioral and psychosocial
roblems in youth. Both of these instruments have
een used in primary care settings.
The Pediatric Symptom Checklist (PSC) was de-
eloped by researchers at the Massachusetts General
ospital as a brief psychosocial screen for youth in
rimary care settings. It is a one-page questionnaire
ith 35 questions and is designed for screening in
outh aged 3 to 16 years. All questions have three
esponse options (scored 0, 1, or 2), resulting in a total
ossible score of 70. For children aged 6 to 16 years,
total score of 28 or higher is taken as an indication

f significant psychosocial impairment. The main
ersion of this instrument is a parent questionnaire, but
child self-report questionnaire is also available for

lder children. The benefits of this instrument are its
rief nature and the ability to screen for a variety of
ehavioral and psychosocial concerns. Although an
nternalizing scale has been developed for this instru-
ent, it is not designed to identify specific mental

ealth disorders. The PSC is available for free down-
oad at http://psc.partners.org/psc_order.htm.
The Child Behavior Checklist (CBCL) is one of

he most commonly used screens for general mental
ealth problems in children. It is a 113-item instru-
ent that is designed to screen for a variety of

ehavioral concerns. The CBCL has two versions: one
or children aged 2 to 3 years and another for children
ged 4 to 18 years. Both versions are designed to be
ompleted by the parents, not the youth. The Youth
elf-Report Scale (YSR) is a youth-administered
ersion of the CBCL. It is designed for use with
dolescents aged 11 to 18 years.
Responses to questions on both the YSR and the CBCL

re on a three-point scale. Once completed, responses are
dded together and used to define a t score based on
ormative responses for youth of the same age and
ender. Similar to the PSC, the CBCL and YSR do have
nternalizing scale subscores, but they do not provide
nformation on specific depressive disorder diagnoses. t

cores above the 98th percentile for internalizing symp- s

urr Probl Pediatr Adolesc Health Care, January 2005
oms are considered to be in the clinical range and
arrant further evaluation.69 The main benefit of these

nstruments is they provide information regarding multi-
le areas of behavioral concerns, including externalizing
isorders. There are also teacher report forms that can be
sed to enhance information obtained from parents and
outh. One concern is the length of the instrument and
he complexity of scoring. However, scoring can be
ade easier using computerized algorithms to assist with

coring. Scores between parents, patients, caregivers, and
eachers can be cross-referenced to check consistency in
yndrome areas. All of these scales and scoring computer
rograms are available for purchase through the Univer-
ity of Vermont at http://checklist.uvm.edu.

epressive Symptom Scales

Depressive symptom scales are designed to screen
ndividuals for specific symptoms that occur with
epression. Some scales include a broad range of
ymptoms, while others are based more closely on the
SM-IV diagnostic criteria for depression. Most de-
ressive symptom scales have an identified cut-off
bove which a youth is felt to be at higher risk for
aving a depressive disorder. These scales can be
nterpreted for the purpose of identifying youth at risk
or depression or as an overall score. Four depressive
creening instruments are listed in Table 5 and are
eviewed in detail here: the Beck Depression Inven-
ory, the Child Depression Inventory, the Mood and
eelings Questionnaire, and the Patient Health Ques-

ionnaire.
Originally published in 1961, the Beck Depression

nventory (BDI) is one of the most commonly used
cales in clinical practice. Its most up-to-date form is
he BDI-II, which more closely parallels DSM-IV
ymptoms of depression than prior versions of the
nstrument. It contains 21 questions: 19 use a three-
oint scoring scale, and 2 ask to indicate an increase or
ecrease in behaviors. The questionnaire is designed
o be completed by the adolescent (ages 13 and older)
nd takes about 10 minutes to fill out and score. The
DI-II has been shown to accurately differentiate
outh who are likely to have depression versus those
ho are unlikely to have depression within outpatient
opulations.70 A score of above 20 suggests moderate
epression and of 29 or more suggests severe depres-
ion.71 In addition, BDI scores have been shown to
ecrease as depression wanes. Therefore, once a pa-
ient begins treatment, the scale can be used to follow

ymptoms with treatment.70
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A nine-item version of the BDI designed for quick
mplementation in clinical settings, the Beck Depres-
ion Inventory for Primary Care (BDI-PC), is also
vailable and has been validated in adolescents in
rimary care.70

All of the Beck Depression Inventories are copy-
ighted and require purchase for use; details regarding
hese instruments can be obtained at http://www.
sychcorp.com.
The Children’s Depression Inventory (CDI) is a
epressive symptom scale that is derived from the
eck Depression Inventory and is specifically de-

igned to assess depression in children ages 7 to 17
ears. The CDI replaces some questions from the BDI,
uch as questions about sexual activity, with more
ge-appropriate questions. It contains 27 questions and
ses a three-point scale for each question. The CDI is
ompleted by the youth and takes less than 20 minutes
o complete, including scoring. There is also a brief
orm of the instrument (the CDI-S): a 10-question
orm which takes just 5 minutes to complete. The
coring system for the 27-item instrument is based on
tandards for age and gender. The total responses are
ummed and then used to generate a t score comparing
esponses to other respondents of the same age and
ender. t scores above 65 are considered indicative of
probable depressive disorder.72 Similar to the BDI,

he CDI is useful for tracking depressive symptoms
ith therapy.70 One benefit of the CDI over the BDI is

hat the language is more appropriate when being
dministered with younger pediatric populations, al-
hough some studies have found that the wording and
he three-point response scale can still be difficult for
hildren to understand.70 The CDI is available for
urchase through the Psychological Corporation at
ttp://www.psychcorp.com.
The Moods and Feelings Questionnaire (MFQ)
as developed specifically for use in youth aged 8

o 17 years. A strength of the MFQ is that it closely
ollows the DSM criteria for depression, making it
ased on a tangible construct and increasing its
eliability.73 The MFQ includes 32 items with three
esponse options (“true,” “sometimes true,” and
not true”). There is also a brief version of the scale
hat contains the 11 items that were found to have
he best discriminatory power when tested against
linical diagnoses of depression.73 For the full
nstrument, the recommended cut point for distin-
uishing youth who are likely to have a depressive

isorder from those who are not differs with age: the n

4

ut point is �12 for adolescents and �9 for younger
hildren.73 The MFQ has a parent version that also
an be used to evaluate symptoms based on parent
eport. This scale can be obtained through the
ebsite http://devepi.mc.duke.edu/mfq.html.
The Patient Health Questionnaire (PHQ) was devel-
ped as part of the PRIME-MD study to diagnose and
onitor depression and other mental health disorders

mong adults in primary care settings.74 The depression
ection of this instrument is nine items and can be
dministered separately as a depression screen. This
nstrument has been used extensively in the treatment of
epression in primary care settings among adults. It is
urrently recommended as the tool of choice by many
epression in primary care initiatives, including the
acArthur Foundation Depression in Primary Care Ini-

iative (website: http://www.depression-primarycare.
rg). The Patient Health Questionnaire Adolescent
ersion (PHQ-A) is a version of the PHQ that was

pecifically developed for use with adolescents in pri-
ary care settings. It includes 83 questions about the
ajor mental health disorders that are typically seen in

dolescents (aged 13 to 18 years) including depression,
eneralized anxiety disorder, panic attacks, illicit drug
se, and eating disorders. The PHQ-A was found to have
igh specificity and sensitivity in the diagnosis of
DD.75

PHQ instruments are designed to be self-adminis-
ered. The adolescent version provides three response
ptions (“not at all,” “several days,” and “nearly every
ay”). Survey responses can be used to generate a
ymptom score. Although data are not yet available for
he adolescent version, these scores have been shown
o be sensitive to changes with treatment in adults. The
HQ questionnaires are closely based on DSM-IV
iagnostic criteria for depression and, rather than
sing a cut-point score, there are easy-to-use algo-
ithms to determine if a patient meets diagnostic
riteria for MDD or dysthymia. As with all screening
nstruments, the diagnosis should still be confirmed by

clinical evaluation. The nine-item depression com-
onent and the adult PHQ is free through Pfizer and
he MacArthur Foundation at http://www.depression-
rimarycare.org/clinicians/toolkits/. The PHQ-A can
e obtained by contacting the developers of the instru-
ent.75

One important criterion that many providers use to
iagnose depression is the effect of symptoms on
egular functioning. Most clinicians would not diag-

ose depression in the absence of impairment or
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ignificant change in functioning. Understanding the
evel of functional impairment is also important for
etermining the appropriate intensity of treatment.
lthough in general children with more depressive

ymptoms might be expected to have higher functional
mpairment, this is not always the case. This is one
eason that a physician or mental health professional
ssessment is required to confirm the diagnosis of
epression. Of the instruments listed above, only the
HQ has a question asking about the effect of symp-

oms on daily functioning that can be used as addi-
ional information in confirming the diagnosis.

reatment of Depression
Screening and diagnosis is only the first step in treating
epression for youth. To improve outcomes for de-
ressed youth, it is essential that screening and diagnosis
e linked to appropriate treatment. This treatment section
ill detail the subsequent steps shown to be essential in
rimary care for improving depression outcomes for
dults: educating and activating patients, selecting an
ppropriate initial treatment, closely monitoring symp-
oms, adjusting treatment if symptoms are not improving,
nd making plans to prevent relapses once symptoms
ave remitted (Table 6).

atient Education and Activation

Regardless of where a patient is treated, education
hould begin at the time of diagnosis. This helps patients
nd parents to overcome concerns about stigma and
epression treatments and to engage in treatment. This
eans that depression education should begin in the

rimary care office. Although education can be time
onsuming, recent changes in reimbursement have made

ABLE 6. Seven key challenges in managing depression

. Make a diagnosis.

. Educate and recruit the patient as a partner in treatment.

. Start with the best possible treatment. Avoid minor
tranquilizers. Use antidepressants and/or psychotherapy.

. Use an adequate dose of treatment. This includes an adequate
frequency of psychotherapy.

. Treat long enough. Patients often take 6 to 10 weeks to
respond.

. Follow outcomes and adjust treatment as needed. Consider
specialty consultation if a patient is not improving.

. Prevent relapse. 20-40% of children and adolescents will relapse
within 2 years of a first episode, and 70% will do so by
adulthood.
t possible for primary care providers to charge for the t

urr Probl Pediatr Adolesc Health Care, January 2005
ime spent providing counseling. Providers can bill for
he time spent with the patient as long as more than 50%
f the visit is spent providing this counseling.
One main area of counseling is education regarding

he diagnosis and addressing concerns about stigma
hat may prevent patients from seeking care or follow-
ng through with a treatment plan. In discussing
epression with adolescents and their families, it can
e helpful to mention that depression is common
uring adolescence and that it is a medical illness, not
character defect or weakness. Patients and families

an be encouraged that recovery from depression is the
ule, not the exception, but that treatment will require
ommitment and there is a risk for future recurrence. It
s important to address any hopelessness regarding
epression and its treatment, as hopelessness has been
hown to predict withdrawal from treatment and sui-
idal behavior.76

A video that shows other adolescents with depres-
ion and discusses the benefit of treatment may be very
elpful in decreasing stigma and promoting hopeful-
ess regarding treatment. When selecting a video or
ther educational material, it is important to choose
aterials that appeal to adolescents and children and

hat do not focus too heavily on suicide, as epidemics
f suicide have been shown to occur among adoles-
ents. One example of a good video for adolescents
ith depression is “Day for Night: Recognizing Teen-

ge Depression,” which is available at http://www.
rada.org.
Since many patients present with somatic com-
laints, it can also be helpful to specifically discuss
hat depression is not just in the mind: it affects the
ody, behavior, and thinking. When children and
dolescents have difficulty in relating their physical
ymptoms to depression, it may help to discuss other
ituations in which there are clear links between the
ind and the body. For example, feeling anxious

bout performing in front of people can cause “butter-
ies in the stomach,” or a stressful test can result in
headaches.” Whenever possible, it is helpful to di-
ectly discuss the symptoms that the patient is having
n the context of depression.
When educating patients, primary care providers can
egin some basic counseling about interventions that
ave been shown to improve depressive symptoms. This
ay be particularly important if there is a long delay

efore the patient can be seen by a mental health
pecialist. A first step is encouraging patients to discon-

inue substances or prescriptions that might make depres-
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ion worse, such as drugs, alcohol, and certain prescrip-
ion medications (eg, narcotics or benzodiazepines). The
ext step is encouraging patients to engage in activities
hat might help lessen depressive symptoms. Patients
ith depression often withdraw from activities that they
sed to enjoy and instead spend more time ruminating
bout their symptoms or sleeping. Providers can explain
ow behaviors and thoughts contribute to a negative
piral that worsens depression, and reversing these
houghts and behaviors are the first steps to feeling better.
For children and adolescents, returning to school and
aving activities with friends can be very important
rst steps to feeling better. Studies have also shown

hat physical activity can decrease depressive symp-
oms, independent of other treatments for depres-
ion.77 Encouraging patients to begin walking each
ay or joining a noncompetitive sport can be very
elpful toward changing negative thoughts and im-
roving depression. Families can support younger
hildren with increasing activities by planning family
utings, such as walks, bicycle rides, or trips to the
ool. Since sleep dysfunction is common with depres-
ion, providers can also counsel youth on good sleep
ygiene and setting regular sleeping hours, including
iscontinuing daytime naps.
Finally, since decisions regarding initial treatment

re often made before referral, providers should also
e comfortable in talking about potential treatments
or depression and helping the youth and parents select
n appropriate treatment. Patients and parents often
ave strong feelings about what type of treatment is
cceptable. Some adolescents and parents have fears
bout medications and “altering the way they think.”
ther families have concerns about the stigma and

ime associated with seeing a psychotherapist. Al-
hough the evidence is mixed, studies in adults suggest
hat incorporating patient preference into treatment
ecisions may improve treatment adherence, satisfac-
ion, and outcomes for depression.78,79

reatments: Medications and Therapy

There are two main options for the treatment of
ajor depression and dysthymia in youth: medications

nd psychotherapy. Available studies of comparable
ubjects show similar rates of clinical response to
ither psychotherapy or medication. Treatment guide-
ines from the American Academy of Child and
dolescent Psychiatry recommend that all youth re-

eive some form of psychotherapy, even if they take

ntidepressant medications.2 This is based on the n

6

linical experience and expert opinion that many
epressed youth have significant psychosocial difficul-
ies. Studies that provide for the direct comparison of
ntidepressants and psychotherapy are currently un-
erway. A recent multi-center study found that com-
ination treatment was superior to either medication or
sychotherapy alone in the short-term treatment of
dolescent depression.80 In the absence of evidence to
upport one type of treatment over another, either or
oth approaches may be empirically justified. The
nal selection of treatment type should take into
ccount patient and provider preferences, availability
f treatments based on geographic location and insur-
nce coverage, and depression severity. Medications
nd psychotherapy are reviewed in further detail
elow.

edications

Although many medications have been shown to be
ffective in treating depression in adults, not all
ntidepressant medicines work as well for youth.
elective serotonin reuptake inhibitors (SSRIs) are one
f the few classes of antidepressants that have dem-
nstrated efficacy in the treatment of child and ado-
escent depression. Despite multiple trials, tricyclic
ntidepressants have not been shown to be effective
or treating MDD in adolescents81; therefore, this
rticle focuses specifically on SSRIs and a few of the
ewer antidepressants that are frequently used in
rimary care settings. Antidepressants to be reviewed
n this article are listed in Table 7.
To date, there have been five trials demonstrating

ffectiveness of SSRI medications over placebo treat-
ent in children and adolescents. The first two trials of
SRI medications in youth used fluoxetine (Prozac)
nd showed it to be effective over placebo in the
reatment of depression in the outpatient setting.82,83 A
ecent randomized, double-blind, placebo-controlled
tudy found that sertraline (Zoloft) was significantly
ffective over placebo in treating MDD in children
ges 6 to 17 years old.84 Paroxetine (Paxil) was also
hown to be effective over placebo or tricyclic antide-
ressant in treating adolescent depression.85 Finally, in
recent study, citalopram (Celexa) was shown to

esult in significantly decreased depressive symptoms
hen compared with placebo.86 No randomized con-

rolled trials have been conducted using escitalopram
Lexapro) in children or adolescents.
Recently, SSRI medications have received much

egative press regarding the potential for increasing

Curr Probl Pediatr Adolesc Health Care, January 2005
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uicidal ideation in youth and adults. Initial attention
as focused specifically on paroxetine, although all

ntidepressants, including buproprion and venlafaxine,
re currently being evaluated regarding their risks for
ncreasing suicidal ideation. The United States Food
nd Drug Administration has found insufficient evi-
ence to conclude that reports of increased risk of
uicidal thoughts and actions can be directly attributed
o SSRIs. However, the FDA continues to investigate
vailable data. At this point, it has made the following
ecommendations regarding the use of antidepressants.
irst, health care providers should closely monitor

ABLE 7. Medications for treatment of depression

Drug name
(Brand name)

Category

Available
dosages

(mg)

Starting dose for
adolescents

>45 kg (mg)

luoxetine
(Prozac)
SSRI

10, 20, 40,
20/5 ml

10 daily

ertraline
(Zoloft)
SSRI

25, 50, 100,
20/ml

25 daily

italopram
(Celexa) SSRI

10, 20, 40,
10/5 ml

10 daily

scitalopram
(Lexapro) SSRI

10, 20 10 daily

aroxetine (Paxil,
Paxil CR) SSRI

10, 20, 30, 40,
10/5 ml

10 daily

uproprion
(Wellbutrin)
NE/DRI

75, 100 75 qam

uproprion
(Wellbutrin SR)
NE/DRI

100 SR 150 SR 100 SR qam 1

enlafaxine
(Effexor) SNRI

25, 37.5, 50, 75,
100

25 qam

enlafaxine
(Effexor XR)
SNRI

37.5 XR, 75 XR,
150 XR

37.5 qam

SRI, selective serotonin reuptake inhibitor; NE/DRI, norepinephrine and dopa
atients who are receiving antidepressants for signs of w

urr Probl Pediatr Adolesc Health Care, January 2005
orsening depression or suicidality, especially in the
rst few months of therapy or with a change in dose.
econd, providers are encouraged to discuss this
otential risk with patients and to encourage patients
nd parents to monitor for agitation, irritability, wors-
ning of symptoms, or increase in suicidality (FDA
ublic Health Advisory, October 15, 2004). Finally,
anufacturers are asked to place warnings of the

black box” potential risks of suicide on labels for
edications.
Despite the negative press SSRIs have received in

he recent past, they are still the only antidepressants

et dose by
eek 2–4
(mg)

Sample dose adjustment for
partial or nonresponders

(mg)

Therapeutic
dose range

(mg)

to 20 daily Increase to 20 after 1 week,
30 after 4 weeks, 40
after 8
weeks

10 to 40 daily

o 100 daily Increase to 50 after 1 week,
100 after 3 weeks, 150
after
6 weeks

25 to 200 daily

to 20 daily Increase to 20 after 1 week,
30 after 3 weeks, 40
after
6 weeks

10 to 40 daily

0 daily No proven increase in
efficacy over 10 mg

10 daily

to 20 daily Increase to 20 after 1 week,
30 after 4 weeks, 40
after 6
weeks

10 to 40 daily

to 150 bid Increase to 75 BID after 4
days, 100 BID after 2
weeks,
150 bid after 4 weeks,
150
TID after 6 weeks

75 to 150 bid
to
tid

o 150 SR bid Increase to 100 after 1
week, 150 BID after 3
weeks, 150 TID after 6
weeks

100 to 150 SR
bid

to 150 bid Increase to 25 bid after 4
days, 50 bid after 2
weeks,
75 bid after 3 weeks, 100
bid after 5 weeks,
150 qam/100 qhs after 6
weeks

12.5 to 150
bid

o 300 daily Increase to 75 after 1 week,
150 after 3 weeks, 225
after
6 weeks

37.5 to 225
daily

reuptake inhibitor; SNRI, serotonin and norepinephrine reuptake inhibitor.
Targ
w

10

50 t

10

1

10

75

00 t

25

75 t
ith any evidence for effectiveness in children and
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dolescents and they are still the first line of treatment
or depression when medications are indicated. The
ain SSRI medications are fluoxetine (Prozac), par-

xetine (Paxil), sertraline (Zoloft), citalopram (Cel-
xa), and escitalopram (Lexapro). Currently, fluox-
tine is the only SSRI with Food and Drug
dministration approval for the treatment of major
epressive disorder in youth. When selecting a specific
SRI, it is appropriate to try to choose the medication

hat is the best fit for the patient. Some factors that
hould be taken into account include prior response to
he medication, response of family members to the
edication, presence of comorbidities (eg, anxiety,
DHD), and patient depressive symptoms.
The usage and side effects of SSRI medications are
uite similar with only minor differences among
SRIs.
The main side effects are gastrointestinal symptoms,

itteriness, restlessness, and headache. Some SSRI
ntidepressants, like fluoxetine, tend to cause more
estlessness, while others, like paroxetine, are more
edating. Other potential side effects include nausea,
ppetite changes, dizziness, sedation, diaphoresis,
ivid dreams, headaches, bruising, sleep disturbance,
nd decreased sexual functioning (ie, anorgasmia or,
ess frequently, decreased libido).2 Before starting
ntidepressants, youth should be warned of potential
ide effects and encouraged to call if they are having
ny difficulties with the medication. The side effects
f antidepressants are dose dependent and may subside
ith time, usually within the first 1 to 2 weeks of

tarting or changing the dose. Thus, if side effects are
inor, patients should be reassured and encouraged to

ontinue. If side effects are bothersome but not severe,
he patient can be instructed to decrease the dose until
he symptoms resolve and then try increasing again.
ecause youth may be more sensitive to the side
ffects of antidepressants than adults, antidepressants
hould be started at a lower dose than would be given
nitially to adults.2 Examples of initial starting doses
nd the therapeutic dose range for antidepressants are
rovided in Table 7.
Antidepressants may trigger manic-type episodes in

usceptible youth. Therefore, before starting antide-
ressants it is important to screen all youth for prior
anic behaviors or strong family history for mania.
xamples of questions to assess for mania in adoles-
ents include the following: “Do you ever have, even
or a few days, feelings of being high, increased

nergy, not needing to sleep with racing thoughts?” s

8

nd “Do you ever have poor judgment during these
highs” such that you spend too much money or get
nvolved with people you wouldn’t normally be in-
olved with?” For younger children and adolescents,
he parents can be asked if the child has periods of
nappropriate giddiness or silliness, intense outbursts
f anger, inflated self-esteem, decreased need for
leep, pressured speech, inappropriate sexual activity,
r times of excessive thrill-seeking behaviors with
otentially dangerous consequences. If mania occurs
econdary to an SSRI medication, the medication
hould be stopped, and the patient should be referred
or psychiatric evaluation.
Two non-SSRI medications are commonly used by
rimary care providers for the treatment of depression:
enlafaxine (Effexor) and buproprion (Wellbutrin);
herefore, these drugs have also been included in Table
. Venlafaxine is a norepinephrine and dopamine
e-uptake inhibitor and comes in both twice a day
osing and daily dosing (XR) formulations. It is used
or both depression and anxiety as an alternative to
SRI medications. One rare side effect specific to
enlafaxine is hypertension, which can occur when
oses reach �300 mg/day and requires monitoring by
ractitioners. There is currently no evidence for effi-
acy of this medication in youth, and recently the
anufacturer of venlafaxine released a statement in-

icating it is not recommended for youth. This is based
n its lack of efficacy for depression or generalized
nxiety disorder and on increased symptoms of hos-
ility and suicidality in this age group in unpublished
rials (Health Provider Communication, Wyeth, Au-
ust 22, 2003**).
Buproprion (Wellbutrin) is also used in adolescents

or depression. It is often used as a second-line agent,
ut it is sometimes used as a first-line treatment in
atients with excessive weight or who also smoke and
ould like to quit smoking. There are no published

andomized-controlled trials on its efficacy in treating
epression for children and adolescents. Buproprion
as fewer sexual side effects and weight gain than
SRI medications. The potential side effects of bupro-
rion include insomnia, agitation, and risk of seizures,
articularly in patients who purge through vomiting or
ith high doses of medication. Its use is contraindi-

ated in patients with an eating disorder whose seizure
hreshold can be lowered through purging behaviors.
he SR formulation is prescribed twice per day and is
referable to the standard formulation due to lower

ide effects and decreased dosing frequency.

Curr Probl Pediatr Adolesc Health Care, January 2005
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Figure 1 provides an algorithm adapted from the
hildren’s Medication Algorithm Project for the medi-
ation treatment of child and adolescent depression.87

fter confirming the diagnosis and deciding that it
arrants treatment, the primary care provider should

valuate the severity of the depression and consider
hether or not treatment in the primary care setting is

ppropriate. Some examples of youth who may be safely
reated in primary care settings are youth with a first
iagnosis of depression, recent onset of depression, and
n absence of coexisting conditions. A list of criteria for
outh who are more appropriate for immediate mental
ealth referral is provided in Fig 1. Inpatient care is
equired for youth who are actively suicidal and cannot
ontract for safety and may be indicated for youth with
ignificant substance abuse, and those with psychosis,
ania, or severe impairment.
As mentioned previously, if the provider has decided

o start an antidepressant, SSRI medications are still
he first-line medication treatment as they have the
ost evidence for effectiveness in youth. Antidepres-

ants should be started at a low dose, usually half the

IG 1. Algorithm for antidepressant treatment of major depr
lgorithm Project). (Color version of figure is available online
ecommended adult dose, with close monitoring for s

urr Probl Pediatr Adolesc Health Care, January 2005
ide effects. After 1 week, if the patient is tolerating
he medication well, it can be increased to the lowest
ffective therapeutic dose. Due to side-effect patterns,
he first few weeks of treatment are a critical time
eriod during which many patients discontinue ther-
py. Therefore, when starting a patient on antidepres-
ants, symptoms should be monitored every 1 to 2
eeks until they begin to remit and the patient is on a

table treatment dose.
The dose of antidepressants can be increased

very 4 weeks if a patient has no or only a partial
esponse. The maximal symptom response should
e achieved at 4 to 6 weeks of a consistent dose.
atients can get frustrated and stop medications
efore seeing their full effect; therefore, when
ntidepressants are started, they should be educated
bout the anticipated delay in seeing the full benefits
f medications. Recommendations for therapeutic
oses are provided in Table 7. Because children and
dolescents metabolize SSRI medications more rap-
dly than adults, they may require doses above the
inimum therapeutic dose to reach a clinical re-

e disorder in adolescents (based on Children’s Medication
essiv
ponse.88
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Although specific data are not available for children
r adolescents, 50% of adults who do not respond to
he first SSRI tried will respond to the second.89

herefore, as seen in Figure 1, if the initial choice of
edication is ineffective at its maximal dose, the

rovider could consider switching to another medica-
ion within the SSRI family or changing approach and
ecommending psychotherapy.
Once an effective medication and dose are found, a
atient should take the medication for 6 to 9 months to
void a relapse of depression and should be monitored
t least every 1 to 2 months. During treatment,
ractitioners need to be aware that SSRIs can affect
he liver metabolism of some other medications. Also,
are should be taken to avoid anything that enhances
he level of serotonin while on SSRIs to decrease the
erious risk of serotonin syndrome. Some examples of
edications where particular care should be taken are

he weight loss medication sibutramine (Meredia) and
igraine medications like sumitriptan (Imitrex).
Before concluding that a patient has had no response

o an SSRI, the provider should ensure that the patient
s receiving and taking an adequate dose. When
iscontinuing medications, providers need to be aware
f the potential for withdrawal and the need to taper.
ithdrawal symptoms include depressed mood or

ehavioral changes. With the exception of fluoxetine,
hich has a 4-week half-life, all medications should
e tapered over a period of weeks to allow for the
radual decrease of medication levels. This is partic-
larly important for medications with a short half-life
ike paroxetine, which may cause withdrawal symp-
oms after missing just a few doses.
It is worth pointing out that one of the major

hallenges in demonstrating the efficacy of antidepres-
ants in youth is the high placebo response rate seen in
any trials: between 50 and 60% of adolescents

mproved in the placebo arm of recent SSRI treatment
rials.82,84,85 Thus, the rate of response to medication

ust be quite high to demonstrate differences between
lacebo and treatment in a trial. The reasons for this
igh placebo response rate are not clear. One potential
xplanation is some adolescents are likely to improve
n their own regardless of treatment and we need
etter measures of severity to identify youth who are
ost likely to benefit from treatment. An alternative

xplanation is that youth in the placebo arm are
esponding to other components of the intervention.
or example, most clinical trials studying antidepres-

ant effects on MDD include weekly provider contacts h

0

n both the treatment and the placebo arm. It is
ossible that youth improve because of this close
onitoring, mobilizing home with the therapeutic

elationship, and close follow-up of their symptoms. If
his is the case, it has important implications for health
are providers. Perhaps regular contact with providers
s therapeutic to patients even in the absence of
edication. Thus, close follow-up is not only prudent

n the face of recent warnings, it may also be essential
n ensuring patient recovery.

sychotherapy

Given the psychosocial context of child and adolescent
epression, child depression experts recommend that
sychotherapy should always be included as a compo-
ent of depression treatment.2 This recommendation is
urther supported by the recent multi-center study show-
ng that the combination of psychotherapy and medica-
ion performed better than either treatment alone for
epressed adolescents.80 In the last few decades progress
as been made in developing and testing psychothera-
eutic techniques for the treatment of mental health
isorders. Cognitive Behavioral Therapy (CBT) is one of
he most widely tested psychotherapeutic techniques.
ight to 16 sessions of CBT over a period of 3 to 4
onths have been shown to be more efficacious than

lternative psychotherapies.90-92 CBT techniques focus
n changing negative self-defeating thought patterns,
ncreasing positive behaviors and activities, and improv-
ng interpersonal effectiveness. In addition to depression
reatment, CBT techniques have also been successfully
sed for the prevention of depression in high-risk youth
n primary care settings.93

CBT is a manualized treatment approach, meaning
hat CBT treatment programs generally have a
pecific curriculum that allows for the standardized
dministration by different providers. An example
f one curricula shown to be effective for the
reatment of depression in adolescents is the Coping
ith Depression Course.94 This course is developed

or group administration with affected adolescents
nd is geared toward helping depressed adolescents
evelop the skills they need to overcome their
epression. Specific topics covered in this program
nclude relaxation, scheduling pleasant events, ad-
ressing irrational and negative thoughts, develop-
ng social skills, improving communication, and
roblem solving. Manuals that further describe this
herapy program are available on the internet at

ttp://www.kpchr.org/public/acwd/acwd.html.
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Other psychotherapeutic techniques that have been
sed in the treatment of depression are psychodynamic
sychotherapy, interpersonal psychotherapy (IPT),
nd family therapy.2 All have some evidence support-
ng their use in depressed adolescents, but less than
hat is currently available for CBT.
IPT, a brief form of psychotherapy, has also been

hown to be efficacious for adolescent depression in
wo clinical trials.95-97 In IPT, patients learn to cope
ith interpersonal difficulties, such as loss of relation-

hips, discord, and role transitions that are often
ssociated with depression.
If a patient has no response to CBT or IPT after 6 to
weeks of treatment, accepted guidelines recommend

dding an SSRI antidepressant to the treatment regi-
en.2 Conversely, if a patient has no response to an
SRI, then adding CBT or IPT is also supported in the

iterature based on empirical therapy in adults.98

ased on research in adults, patients with chronic
epression (lasting more than 1 year) may benefit from
oth medication and psychotherapy.99 Regardless of
he type of psychotherapy, it may need to be continued
n a monthly basis for up to 6 months following the
nitial course to decrease the risk of relapse.100

Psychotherapeutic programs should be administered
y individuals with training and experience in using
he method. As availability of psychotherapy may vary
rom community to community, physicians should be
ware of the resources in their own community.
roviders should have regular follow-up with patients
ho are engaged in psychotherapy to be sure that they

ontinue to be engaged and that depressive symptoms
re improving as anticipated.

uicide Education and Prevention

The presence of suicidality in a depressed adolescent
equires immediate assessment and action. When chil-
ren and adolescents reveal thoughts of suicide, a
horough assessment is warranted. Questions to be
sked by a primary care provider include the follow-
ng: Do they ever have thoughts of hurting them-
elves? Do they ever feel that they would be better off
ead? Do they have a plan? Have they ever tried
efore? In the case where youth have suicidal thoughts
ut no plans, providers should ask them if they feel
ike they can keep themselves safe. A plan for what to
o if these thoughts became more severe must be
reated and youth should consider who they would

ell. All depressed youth and their families should be m

urr Probl Pediatr Adolesc Health Care, January 2005
rovided with phone numbers and a plan for crisis
ervices in their community.
Families and youth with depression should be
arned of the risk of suicide and the importance of

aking all suicidal thoughts seriously. Any guns in the
ome should be either removed or secured in a locked
ocation to which the adolescent does not have access.
outh who are suicidal should not have access to toxic
edications, such as tricyclic antidepressants, for

ither themselves or other family members. If it is
ecessary to continue these medications, parents
hould secure them and take charge of assuring their
hild receives his or her daily dose.
Children and adolescents who are actively suicidal

hould be evaluated by a mental health professional
mergently, particularly if they are prone to impulsive
ehaviors, use drugs, have a family history of suicide, or
ave a specific suicide plan with means to execute it.
ach community has different systems for accessing
mergency mental health services, but the two common
athways are local crisis lines and emergency depart-
ents.

urther Depression Resources

The American Academy of Child and Adolescent
sychiatry has guidelines for the treatment of depres-
ion and suicidal behavior in children and adolescents
nd educational pamphlets for families and patients
available at http://aacap.org). The National Institute
or Mental Health (http://www.nimh.nih.gov) also has
nformational pamphlets regarding adolescent depres-
ion for patients, providers, and families. The Depres-
ion and Bipolar Support Alliance (http://www.dbsal-
iance.org/) has information for providers, patients,
nd families about depression and its treatment as well
s information about support groups and treatment
esources.
The MacArthur foundation has guidelines and a toolkit

vailable for the treatment of depression in primary care.
lthough these guidelines were developed for use in

dults, many of the tools can also be applied to ado-
escents with depression (available at: http://www.
epression-primarycare.org). Teaching handouts and fur-
her treatment algorithms including algorithms for the
reatment of comorbid depression and Attention Deficit
yperactivity Disorder can be found at http://www.

hmr.state.tx.us/centraloffice/medicaldirector/cmap.html.
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